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ADDRESSES AND ORIGINAL ARTICLES 


RECURRENT PEPTIC ULCERATION 
CAUSES OF AND DESIGN FOR THE SECOND OPERATION 
ON THE STOMACH * 


By R. E. Ketry, C.B., M.D. Lpool, F.R.C.S. 


SENIOR HON. SURGEON, LIVERPOOL ROYAL INFIRMARY, AND 
PROFESSOR OF SURGERY IN LIVERPOOL UNIVERSITY 


Amona the posthumous papers of John Hunter, 
the famous Essays and Observations, arranged and 
revised by Richard Owen, there occur these words :— 


“« If one could conceive a man to put his hand into 
the stomach of a lion and hold it there without 
hindering the digestive powers, the hand would not 
in the least be digested ; and if the hand of a dead 
man was put in at the same time, whether separated 
or not from the body, that hand would be digested, 
while the other would not.” And in a footnote :— 

“The Hydra viridis occasionally performs such an 
experiment for us, swallowing one of its own arms 
along with its prey ; but, while this is dissolved, the 
living part of itself is disgorged uninjured and resumes 
its functions.” 

These observations by the great founder of our museum 
show that even as early as 1772 the problem of the 
stomach digesting itself had occupied his fertile mind. 

The fact that the stomach does digest itself and 
yroduce peptic ulceration obtrudes itself so much 
on a surgeon’s mind that he cannot but be interested 
in the innumerable theories which have been advanced 
for its causation. Whether he inclines to the pure 


`- peptic theory that gastric juice first kills and then 


digests itself, whether he feels that the vascular or 
nervous system plays the principal rôle in formation 
of the ulcer, whether he thinks that the primary 
condition is simply one of inflammation, or whether, 
like Brummelkamp of Amsterdam, he believes that 
starvation alone may cause ulceration even of the 
stomach itself, the surgeon has to deal with the 
sequels and complications of peptic ulceration. 

There are no more vexatious happenings to both 
a surgeon and his patient than to have to reopen the 
abdomen a second time. But failures are always 
so much more interesting than successes. Like 
misfortunes, we bear each others’ failures with 
equanimity, but our best experience is a consideration 
of our own failures, and the lessons so learnt are 
the more salutary. With this end in view I thought 
I might interest you in a consideration of the reasons 
for, and the methods used in, the second operation 
on the stomach. The lessons may help us in the 
understanding of gastric and jejunal ulcers and the 
growth of stomach tumours. 

The whole field is a wide one, and I propose to 
restrict it to the problems of the second or third 
perforation, the onset of a jejunal weer, the immediate 
and remote dangers of a gastro-enterostomy, and the 
problem of the gastro-colic fistula. I do not propose 
to say anything of carcinoma. This paper is a record 
of my own personal experience of repeated stomach 
Operations in the last thirty years. In very few 
instances have I done the primary operation myself. 
But that experience is general. Patients like a change 
of surgeon. 


TWO PHYSIOLOGICAL EXPERIMENTS 


In the first place I would remind you of two 
physiological experiments which are of great impor- 


° Bradshaw lecture for 1938 dclivered before the Royal 
ia yy Surgeons on Dee. 2. 


tance. The first is that of a gastro-enterostomy in 
a dog with a patent pylorus. The dog is given a small 
ball of string wrapped up in a bolus of meat which it 
will bolt without chewing. If the end of the string is 
so fastened that it cannot be wholly swallowed, then 
the ball of string will be pushed through the pylorus, 
enter the stomach again by the gastro-enterostomy 
opening, again be pushed through the pylorus and 
loop-the-loop until the whole string is unravelled 
(fig. 1). The whole mechanism of the muscles of the 
stomach serves to propel the stomach contents 
the right way despite the easier path directly into 
the intestine. 

Unless, therefore, the pylorus is stenosed, we have 
no guarantee that food will always leave the stomach 
by the new opening. This physiological mechanism 
was brought most vividly to my mind in the case of 
a young man with a duodenal perforation in which I 
was able to close the hole within a few hours of 
perforation. At the time I thought I had so stenosed 
the pylorus with my stitches that I also did a gastro- 


-enterostomy. Some weeks after the operation he had 


persistent vomiting accompanied by tetany. Lavage 
of the stomach did not relieve him, and I had to 
reopen the abdomen. I found the whole of the 
duodenum dilated and the pylorus normal in size. 
In this case I thought there was a mechanical 
failure due to a twist of the afferent loop, so I merely 
undid the gastro-enterostomy. He had no further 
symptoms for a year or two afterwards. A some- 
what similar accident has occurred with me when 
the proximal afferent loop has invaginated itself into 
the stomach lumen and blocked the efferent loop 
(fig. 2). 

The second experiment is that of Mann and is called 
by him duodenal drainage (fig. 3). The pylorus and 
jejunum are both completely cut across. The 
duodenum is closed completely. The distal jejunum 
is attached to the stomach and the proximal jejunum 
anastomosed with the small bowel at various distances 
from the duodenal-jejunal junction. The bower the 
second anastomosis the greater the risk of peptic 
ulceration. High up the ulcer-rate is 50 per cent., 
whereas an anastomosis at the lower end of the ileum 
bears an ulcer-rate of nearly 100 per cent. of cases. 
The further away from the neutralisation of the bile, 
pancreatic, and duodenal juices, the greater the 
liability to ulceration. Experimentally, by excluding 
the bile alone, the pancreatic juice alone, or both, 
it has been proved that bile has the greatest, pancreatic 
juice the next, and succus entericus the least 
neutralising effect. 


JEJUNAL ULCERATION 


We may look on jejunal ulceration as either 
the direct effect of the acid or pepsin of the 
gastric juice in the wrong place, or as a failure of 
the fresh combined duodenal juices to lave the new 
stoma—a failure of neutralisation rather than of 
too great an acidity. It follows that those operations 
which have been devised to prevent the reflux of 
bile into the stomach may be physiologically wrong. 


The entero-anastomosis between the loops of 
gastro-enterostomy and the Roux’s operation in Y, 
as well as the gastrectomy in Y, all have the dis- 
advantage of diverting the alkaline Juices from the 
stoma (fig. 4). I believe that Roux’s operation in 
Y and those in which the afferent and efferent loops 
are anastomosed incur the lability of ulceration in 
that part of the bowel which lacks the bile influx. 

A 
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This is well exemplified in a man, aged 44, who had 
had a duodenal ulcer and a gastro-enterostomy. 
Later on he developed two ulcers on the stoma—one 
at each end—and a gastrectomy was performed. At 
this operation a surgeon anastomosed both loops 
of the jejunum distal to the gastrectomy opening 
because he thought the drainage would be better. 
An ulcer recurred in the jejunum between the two 
anastomotic openings and was the cause of his 
symptoms. 


What then are we going to do with these persistent 
ulcerations and persistent perforations ? The questions 
that arise are five :— 


(1) What are the risks of a jejunal ulcer when a 
posterior gastro-enterostomy is done ? 

(2) Should a posterior gastro-enterostomy be done 
in every case that perforates a second time ? 

(3) When should a posterior gastro-enterostomy 
simply be undone ? 

(4) If anything further is done, what are the 
relative merits of (a) gastro-duodenostomy and 
(b) gastrectomy ? 

(5) What procedure holds out the best prognosis 
if a gastro-colic fistula develops ? 


Before attempting to answer all these questions I 
would like to say what a variable period of time 
may elapse between the gastro-enterostomy and the 
onset of the jejunal ulceration. As a rule it is within 
a year or so, but I have a record of a man who for 
sixteen years was quite well after a posterior gastro- 
enterostomy and then developed a jejunal ulcer in 
the afferent loop. For eight years subsequently he 
had repeated attacks of pain on the left side, and 
eventually he was operated on for the second time 
twenty-four years after the original posterior gastro- 


Fic. 1—Diagram showing route 
taken by bolus in gastro- 
enterostomy with patent 
pylorus in a dog. 


enterostomy. The ulcer was on the mesenteric border 
of the jejunum. In another case I operated twenty-six 
years after the posterior gastro-enterostomy. On the 
other hand, ulcers have developed within two to 
three weeks after.a posterior gastro-enterostomy. 
Light, Bishop, and Kendall! (Harvey Cushing’s 
pupils) produced gastric lesions in rabbits by injecting 
pilocarpine into the lateral ventricles of the brain 
or the cisterna magna. The rabbits were killed after 
2-3 hours, and lesions varying from simple petechial 


1 Light, R. U., Bishop, C. C., and Kendall, L. G., J. Pharmacol. 
1932, 45, 227. 
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Fia. 2—Diagram showing 
accidental invagination of 
proximal afferent loop 
into lumen of stomach and 
blocking of efferent loop 
of gastro-enterostomy. 
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hemorrhages to small ulcers under 3 mm. in diameter 
were found. The first change is a local anæmia followed 
by rupture of minute surface capillaries. The occur- 
rence of contracted vessels is definite. The devitalised 
tissue soon falls a prey to the gastric juice. The 
interest to me lies in the fact that definite small 
ulcers with complete destruction of the mucous 
membrane can occur experimentally as early as 
two and a half hours after the administration of the 
drug. 

Brummelkamp has recently shown that in rats 
typical gastric ulcers can be produced by pure 
starvation. Even if there were two fast days and 
two feed days alternately, so that the animals 
did not lose flesh, ulcers were produced. In rabbits 
a similar result could be obtained with the addition 
of morphia, but the experiments failed with the cat 
unless morphia was combined with injections of 
histamine. The cat in its wild state, like other felines, 
does not get his meals regularly. In all cases free 
hydrochloric acid was found in the stomach post 
mortem. The lesions could be prevented by the 
administration of Alocol (colloidal aluminium 
hydroxide). It is interesting to note that in the rat 
experiments the lesions were in the ante-stomach 
and in rabbits and cats in the pylorus, both parts of 
the stomach which secrete no acid. 

The other point is the chronicity of some of the 
abscesses found in association with perforations. I 
have opened a sub-diaphragmatic abscess, caused 
by a leak from a gastrectomy, eight months after 
the operation and I have seen a slow perforation 
produce a silent abscess which crept up both sides 


-of the gall-bladder and caused a finger-point tenderness 
on the fundus of the gall-bladder. This was mistaken 


Fia. 3—Diagram of Mann’s duo- 
denal drainage. 


for acute cholecystitis, a mistake confirmed by a 
positive Graham’s test. 

These cases are in striking contrast to the usual 
fulminating peritoneal crises constantly associated 
with leaks in the front wall of the stomach or 
duodenum. But to return to our questions. 


SECOND OPERATION 


Is it advisable always to do a posterior gastro- 
enterostomy after a second perforation ? I think not. 
Patients do fairly well with simple suture. The 
stenosis caused by stitches always looks greater than 
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it really is, and cases with a second duodenal perfora- 
tion are those most likely to be followed by jejunal 
ulceration, should a posterior gastro-enterostomy be 
done at the time or later on. 

If jejunal ulceration follows a posterior gastro- 
enterostomy, should the anastomosis simply be 


Fie. 4—a, Posterior gastro-enterostomy with entero- 
anastomosis. B, Roux’s posterior gastro-enterostomy in Y. 


undone or should this be combined with a Finney’s 
operation, a gastro-duodenostomy ? Many surgeons 
I know favour the latter operation. Kocher’s gastro- 
duodenostomy and Finney’s operation are both 
difficult operations. It is not easy always to mobilise 
the duodenum sufficiently to perform a long enough 
anastomosis. Duodenal sutures are liable to cut out, 
and gastro-duodenostomy does not always prevent 
further ulceration. 

Some years ago I operated on a man who had had a 
duodenal perforation sutured—then a posterior gastro- 
enterostomy—and then an undoing of the posterior 
gastro-enterostomy and a gastro-duodenostomy. I 
saw him three days after an acute abdominal crisis. 
He had a very large duodenal perforation opposite 
the new gastro-duodenostomy opening. Whether this 
was arecurrence of the original ulcer I could not tell, 
for I had done none of the previous operations, but 
the fact remains that the gastro-duodenostomy, 
which after all is the more physiological operation, 
failed in this case to prevent further ulceration and 
the perforation from which he died. Hereisa picture 
of a recurrent ulceration after many operations :— 


A man, aged 43, had had four previous operations: 


the first appendicectomy and the three others on the 
stomach, the last being a simple undoing of a posterior 
gastro-enterostomy for jejunal ulceration. His duo- 
denal ulcer was still active and painful. My opera- 
tion, the fifth, was to do a Polya’s partial gastrectomy. 
This entailed a long and tedious dissection to free the 
omentum, stomach, liver, and jejunum from adhesions. 
Within two months the man developed another 
jejunal ulcer, which perforated with dramatic sudden- 
ness within a few days of writing to me to say how 
easy his digestion was. 


Can pathologists help us in these distressing com- 
plications ? 

Prof. M. J. Stewart kindly examined the excised 
portion of this stomach and reported as follows :— 


There is a striking contrast between the fundal 
type and lesser curvature type mucous membrane 
in the matter of chronic gastritis. In the former the 
deeper part of the mucosa is broad and full of well- 
stained oxyntic cells, and it shows little or no evidence 
of chronic inflammatory change. The surface zone 
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intestinal mucosa lying side by side. 


r 
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shows considerable capillary engorgement and œdema 
with a slight degree of infiltration mainly by plasma 
cells. The submucosa of this (greater curvature) 
region shows considerable œdema, which is, I think, 
the main cause of the thickened folds. 

The mucosa of the lesser curvature region, on the 
other hand, shows a very notable chronic gastritis 
with much infiltration by plasma cells (also many 
eosinophil cells and lymphocytes), numerous lymphoid 
follicles with active germ centres, and hyperplasia 
of the muscularis mucosæ with prolongations upwards 
between the glands. The submucosa is intensely 
engorged, with hæmorrhage here and there, and 
occasionally the capillary channels show stuffing 
or pavementation with leucocytes. A remarkable 
feature is almost complete absence of intestinal hetero- 
topia ; there is only the merest trace of it here and 
there. Possibly this is a feature of duodenal ulcer 
cases, but I have very little clinical material bearing 
on this point. 

In the site of the old gastro-jejunostomy scar there 
is a hernia of mucous membrane into the thickness 
of the muscular coat and in fact almost through it. 
Opposite the tip of the hernial pouch the remains 
of the thinned muscular coat show notable poly- 
morphonuclear reaction, both intra-and peri-vascular. 
This corresponds to the chief area of adhesion on the 
surface of the stomach. In the midst of these 
adhesions, close to the muscular coat, I see some small 
pieces of foreign material, ? suture relics, with foreign- 
body giant cells in their neighbourhood. 

In the region of the old stoma also I note consider- 
able inflammatory reaction deep in the muscular 
coat, including polymorphonuclear reaction in and 
around small blood-vessels. 

Summary.—(1) Chronic gastritis of lesser curvature 
type mucosa. (2) Slight superficial gastritis only 
of fundal’ type mucosa; oxyntic cells very abun- 
dant. (3) Œdema and congestion of submucosa. 
(4) Mucosal hernia into old healed gastro-jejunal scar. 


Regarding heterotopias Prof. Stewart also states : 


(1) In a large proportion of cases of chronic gastric 
ulcer of the stomach areas of intestinal-type mucous - 
membrane can be demonstrated replacing a corre- 
sponding area of gastric mucosa. These are charac- 
terised by intestinal-type goblet-cells and Paneth cells, 
and the whole structure is perfectly typical. Such 
islets are usually sharply defined at the margin ; 
there is no transition, typical gastric and typical 
In some cases 
the intestinal heterotopia is most extensive, replacing 
nearly the whole of the mucosa. This change is 
more or less limited to the pyloric and lesser curvature 
regions. You do not usually see it in the areas where 
oxyntic cells are present. (2) There is a second type 
of heterotopia associated with the healing of chronic 
ulcers and in their resulting scars. This is in the form 
of glandular penetration of scar tissue; it is not of 
intestinal type and is liable to be mistaken by the 
uninitiated for early carcinoma, which it is not. 


Of all methods of gastro-enterostomy it would 
appear that a gastro-duodenostomy is physiologically 
the least disturbing. But the results of the operation 
have not given me satisfaction. For a year or so 
patients are delighted, but almost invariably they 
come back with further abdominal pains. On opening 
the abdomen after a Finney’s operation one finds that 
despite the most careful suturing the whole of the 
pyloric region is firmly fixed in adhesions: it is 
attached to the omentum, the gall-bladder, the liver, 
and often the abdominal wall. I am of opinion that 
indigestion may often be due to a pull by the stomach 
movements on the anterior parietal peritoneum. The 
attachment of the abdominal wall due to further 
ulceration is sometimes so extensive that the indura- 
tion may be mistaken for a sarcoma or a desmoid 
tumour. I have known this diagnosis made after a 
biopsy of the tumour in the abdominal wall, The 


4. THE LANCET] 


ulcer may even reach the size of two inches in diameter. 
The induration of a posterior ulcer, too, has been 
so extensive that a surgeon, at exploration of the 
abdomen four years previously, had called it a 
malignant and inoperable carcinoma of the pancreas. 

Another interesting point is the fact that really 
chronic peptic ulcers become fixed structures. They 
get stuck on to the liver, the pancreas, or the abdomi- 
nal wall. This fixity must so anchor them that the 
very fixation subjects them not only to added trauma 
of food and peristalsis but they must bear the added 
brunt of swishing gastric juice. It is the upstream 
side of a bridge pier that wears smooth. It is the fixed 
ulcer that becomes chronic. Which is cause and which 
effect ? How far does this fixity of the duodenum and 
the lesser curve determine the site of a peptic ulcera- 
tion ? I suggest that the fixity of a gastro-enterostomy 
plays some part in the production of an anastomotic 
ulcer. Should a gastro-duodenostomy be done, I 
think the anastomosis should be most carefully 
covered in with omentum to prevent adhesions to 
all the surrounding structures. 

In recurrent ulceration about the stoma of a 
posterior gastro-enterostomy the ulcer may be seen 
either in the lips of the stoma itself, actually in the 
stomach side, or entirely in the jejunum. I think 
that it is usually at the point which is attached 
to the efferent loop of the jejunum, but it may 
often be double, one at each end. I have always 
done a posterior gastro-enterostomy or a Polya’s 
gastrectomy with the distal jejunum attached to the 
greater curvature. In this way I feel that the alkaline 
juice laves the stoma in its whole extent from above 
downwards. Alkalinisation is more diffuse over the 
whole stoma than if the small bowel is fixed to the 
stomach in the opposite way—i.e., isoperistaltically. 

Another point is that the ends of the stoma are 
those two places where stitching is not so neat and 
perhaps more destructive to tissue. | 

The great diagnostic feature of jejunal ulceration 
is pain chiefly felt on the left side of the abdomen, 
generally in the left hypochondrium, coming on very 
soon after food is taken, and unaltered by alkalis. 
The pain is boring or burning and is not relieved, 
like a simple peptic ulcer, by the taking of food or 
alkalis. Attention may first be drawn by the sudden 
onset of hemorrhage or melæna. 

Radiograms are not of great diagnostic help. The 
ulcers may be small, and the irregularities caused 
by the posterior gastro-enterostomy make a positive 
diagnosis difficult. 

For the past year or two I have had considerable 
help from the gastroscope. The stoma with the 
ulceration may quite easily be seen and the state of 
the stomach mucous membrane (nearly always a 
chronic gastritis) made out. Sometimes, too, the 
intense congestion of the jejunum, an angry brownish- 
red, is clearly seen. With this instrument a positive 
diagnosis is possible and certain. It is well to do the 
gastroscopy before the barium meal, for barium 
seems to stick to the base of any ulcer quite a long 
time and may easily obscure the ulcer itself. I have 
done fourteen cases of jejunal ulcer with three deaths 
—one, however, dying of pulmonary thrombosis two 
weeks after operation. Only two of the previous 
gastro-enterostomies had been done by me. 

When the ulceration has progressed until it draws 
in the transverse colon and eventually perforates it, 
the symptoms become aggravated. 


GASTRO-COLIC FISTULA 


The important points in the recognition of a 
gastro-colic fistula are: (l) the intense diarrhea 


PROF, KELLY : RECURRENT PEPTIC ULCERATION 


+ 


[JAN. 7, 1939 


on taking food of any kind, (2) the marked loss of 
weight, and (3) the belching of flatus, a sign some- 
times more appreciated by the patient’s friends than 
by himself. Loss of weight and strength, dehydra- 
tion, and anæmia complete the picture. Rarely 
may actual fæcal material be seen in the vomit, but 
contamination by fæces may be recognised by the 
smell as well as by chemical and bacteriological 
examination. At operation the colitis is more 
obvious than the jejunitis. Its intense congestion 
indicates quite clearly the reason of the distressing 
diarrhoea. 

Radiograms will not, as a rule, show the barium 
meal entering the large bowel, but a fluid barium 
enema may be seen sometimes to enter the stomach. 

As in the simple jejunal ulcers, the gastroscope 
will reveal the ulcer and the chronic or acute gastritis, 
but the actual opening into the colon may not be 
seen. It is too small and out of range of the vision 
of the instrument. 

The operation which I think at present the best for 
gastro-colic fistula is a Polya’s gastrectomy. The 
steps of the operation are :— 


(1) Careful pre-operative lavage of the stomach. 

(2) A tedious division of all adhesions. 

(3) A complete undoing of the gastro-enterostomy. 

(4) Closure of the colic opening. 

(5) Closure of the jejunum. This is done at right 
angles to the axis of the jejunum. 

(6) Temporary closure of the stomach opening. 

(7) The completion of the operation by a Polya’s 
gastrectomy either ante- or retro-colica. 


On occasions the colon may be so involved that 
it must be partially excised. This may be left until 
the new gastro-jejunal anastomosis has been done. 
If any doubt exists in the mind of the operator after 
this resection, I find it most useful to do a safety- 
valve cecostomy or transverse colostomy by insert- 
ing a tube like a Witzel’s gastrostomy. I have done 
this operation for gastro-colic fistula eight times 
(with two deaths). It is a severe operation, but if the 
patient survives the result is most satisfactory. 

As a rule the convalescence is as easy as after a 
posterior gastro-enterostomy. Patients rapidly put 
on weight and gain strength. There is one complica- 
tion that occurred in one of my cases—the case in 
which the transverse colon had to be cut completely 
across and resutured. Within a few days he suffered 
from acute intestinal obstruction due to_an adhesion 
of a loop of jejunum to the old anastomotic line. 
Freeing of the loop, however, easily put the matter 
right. This was kindly done for me by Prof. 
Paterson Ross. 

I want to emphasise the great importance of clean 
sharp cutting of the adhesions.? There is always 
a plane in any adhesion which is almost avascular. 
The adhesions must be cut in this zone and not 
torn by rough dissection. The freeing of all adhesions 
occupies a long time, perhaps half the time of the whole 
operation. The second point is the complete freeing 
of the colon and mesocolon from the stoma, and the 
last part is the resection or closure of the colonic 
opening. 


ASSOCIATION OF ULCER WITH TUMOUR 


Finally, I wish to say a word or two about the 
association of a gastric ulcer with a gastric tumour. 
These recurrent leiomyomatous or sarcomatous 
tumours are rare. They may grow from the stomach 
wall outwards as freely moving hard rounded tumours 
that look like uterine fibromas. If they arise from the 


2 Prof. Kelly later showed a film stressing this method. 
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posterior surface, they fill the lesser sac. They are 
liable to colliquative degeneration and then look 
like, and may be mistaken for, a wandering spleen 
or an ovarian cyst. 


In 1927 I removed from the posterior wall of the 
stomach a tumour about the size of an orange 
(fig. 5A). To do 

A this I resected the 

growth together 
with a portion of 
the posterior wall. 
It was the usual 
leiomyoma with 
colloid degenera- 
tion looking some- 
what like a thy- 
roid adenoma in 
colour. It weighed 
1? lb. In 1931, 
four years later, 
at the ends of the 
scar in the stom- 
ach there were two 
recurrences, but 
this time the 
growths invaded 
the stomach 
cavity instead of 
the lesser sac. The 
radiograms were 
characteristic. 
Two large orange- 
like lumps caused 
rounded filling de- 
fects, but in the 
centre of each de- 
fect there was a 


Fia. 5—a, Diagram of leiomyoma 
growing from posterior wall of 


stomach. B, Diagram of radio- ee “tig. aS 
graphic appearance of two recur- These Bend cal 


rences growing from either end 
of scar and invading the stomach 
lumen, 


holes on the apex 
of each recurrence 
were ulcers of the 
mucous membrane 
caused entirely by the tension of the growths 
producing anemia of the mucous membrane and 
. consequent ulceration. 

I did a Polya’s gastrectomy, and for another two 
years the patient remained well. Curiously enough 
she died of secondary growths in the liver which 
looked exactly as if the primary growth had been a 
carcinoma of the stomach. 


I have not been able to make a film of a gastro- 
colic fistula, but I have a film showing the early steps 
in the operation for two jejunal ulcers found at either 
end of a gastro-enterostomy done twenty-six years 
ago. The ulcer can be seen on the colon, but it had 
not perforated. The film shows the early stages of 
the operation taken from two separate view-points, 
one a little closer than the other. The film used was 
the Kodachrome colour process, and it shows fairly 
accurately the stages up to, but not including, the 
suture of the intestine. . 


My conclusions will, I think, gain general acceptance. 
(1) Jejunal ulcers and gastro-colic fistule are serious 
sequel:c of the operation of gastro-enterostomy. They 
occur in 2-5 per cent. of all cases—most frequently 
after duodenal ulcerations, especially after operations 
for perforated duodenal ulcer. (2) For all gastric 
ulcerations there is no doubt that Polya’s gastrectomy 
is the operation of choice. It is probably the best 
operation for secondary ulceration, but even a sub- 
total gastrectomy does not necessarily obviate 
further jejunal ulceration and even perforation. 
(3) In peptic ulceration of all kinds rigid starvation 
before or after operation may be positively harmful 
and conducive to further ulceration. 
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THE Q@STROGENIC PROPERTIES OF 
‘“STILBESTROL ” (DIETHYL- 
STILBG@STROL) 

A CLINICAL AND EXPERIMENTAL INVESTIGATION * 


By P. M. F. BisHop, B.M. Oxfd 
LECTURER IN CHEMICAL PHYSIOLOGY, GUY’S HOSPITAL MEDICAL 
SCHOOL, AND CLINICAL ENDOCRINOLOGIST, 
GUY’S HOSPITAL, LONDON 
Moriet Boycort, B.Sc., M.B. Lond.t 
ASSISTANT IN THE OBSTETRIO UNIT, UNIVERSITY 
COLLEGE HOSPITAL, LONDON ; AND 
S. ZUCKERMAN, D.Sc. Lond., M.R.C.S. 


OF THE DEPARTMENT OF HUMAN ANATOMY, 
UNIVERSITY OF OXFORD 


DuRING the past five years the attention of organic 
chemists has been directed towards the cestrogenic 
activity of certain synthetic compounds, which either 
in common with the naturally occurring cestrogens 
contain the phenanthrene ring system (Cook, Dodds, 
Hewett, and Lawson 1934), or lie outside this group 
(Dodds and Lawson 1936). It was shown (Dodds and 
Lawson 1937) that even such a simple substance as 
p-hydroxypropenyl benzene (anol), containing only 
one benzene ring, possessed similar cestrogenic 
activity in the ovariectomised rat to estrone itself. 
A compound containing two benzene rings, 4: 4’- 
dihydroxy-a :6-diethylstilbene (diethyl-stilbestrol), 
described by Dodds, Golberg, Lawson, and Robinson 
(1938) was found to compare favourably with the 
natural cestrogens in its biological properties (Dodds, 
Lawson, and Noble 1938) and to be highly active by 
the oral route. Some interesting effects of the adminis- 
tration of this compound by mouth to rodents have 
been reported recently by Parkes, Dodds, and Noble 
(1938) and the present communication is a preliminary 
account of its action on primates. 

The material used in these tests was the compound 
diethyl-stilbcestrol, which for convenience will be 
referred to below by the abbreviated name of 
“ stilbæstrol.” It was given by mouth in tablets 
containing 0-1 mg., 1 mg., and 5 mg., and by intra- 
muscular injection in oil solutions containing 1 mg. 
and 5 mg. per c.cm. It was tested clinically in a series 
of patients attending the endocrine clinic at Guy’s 
Hospital and the obstetric unit at University College 
Hospital, and experimentally on six monkeys at the 
department of human anatomy, Oxford. 


EFFECT OF STILBG@STROL ON PATIENTS WITH 
AMENORRHEA (table I) 


Stilbeestrol was administered to eighteen patients 
with amenorrhea of variable duration. ‘‘ G@strin 
withdrawal bleeding °” was provoked in eight, and 
rhythmical uterine hemorrhage occurred during the 
period of administration in two further cases. Of the 
cases that did not respond by uterine bleeding, one 
(Case 2) had previously failed to respond to the 
administration of natural cstrogens, and one (Case 6) 
had received no previous estrogenic therapy but 
was a case of amenorrhea of 8 years’ duration, the 
symptoms accompanying the onset of the syndrome 
of anorexia nervosa, Six patients failed to respond 
to the synthetic cestrogen though previous courses 
of estradiol benzoate had resulted in withdrawal 
bleedings. Of these six cases, two (Nos. 15 and 18) 
had received a total dose per course of 20 mg. of 


* A report to the Therapeutic Trials Committee of the Medical 
Research Council. 
t British Drug Houses research fellow since October, 1937. 
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stilbcestrol by injection, and had previously responded benzoate by injection. Two patients (Cases 10 and 
to courses of 12 mg. of ostradiol benzoate, one. 11) failed to respond to courses of 14 mg. admin- 
(Case 16) failed to respond either to 28 mg. by mouth istered orally though they had experienced with- 
or 4 mg. by injection of the synthetic hormone drawal bleedings after 25 mg. courses of estradiol 
though she had bled after courses of 12 mg. of cestradiol benzoate, and the last patient (Case 14) failed on 


TABLE J—-AMENORRHGA (18 cases) 


Stilbcestrol 
Duration | Previous With- 
amenor- ence ue Result | Mode of | Single| Total _ |drawal Remarks 
rhea l adminis-| dose |dosage Result inter- 
tration | (mg.) | (mg.) val in 
days 
Primary — — Oral 1 14 W.B. — | Endometrium—proliferative 
Re 1 14 ae phase. Development of breasts 
R 1 14 es and cervix. tuitary infan- 
tilism. 
Primary | (st. benz., Nil ‘Inj. 5 5 Nil — — 
50 mg. 
Ambinon, Nil 
3600 units 
3 yrs.’ (strone for Nil Oral 1 14 Nil — 
some months s 5 70 W.B. 9 
7 yrs. Œst. benz. and W.B. Oral 5 70 W.B. 6 — 
progesterone. 
Pet. M.S. ext., Nil 
1600 units . 
7 yrs. (st. benz., . Bleeding Oral 1 21 W.B.; 6 — 
25 mg.; spontaneous 
4 courses. bleeding 28 
Pgt. M.S. ext. ; One days later 
4 courses of response 
56 E.U. 
8 yrs. — — Oral 1 84 Nil — Amenorrhesa commenced as & 
” 5 symptom of anorexia nervosa. 
4 yrs. 7 courses æst. 6 W.B. Oral 1 14 W.B. 8 Put on 9 Ib. in weight since com- 
benz., 25 mg. mencing treatment with stilb - 
Pgt. M.S. ext., | No response ‘ 1 14 Nil , cestrol; lost 2 lb. in 2 weeks 
2 courses after ceasing treatment. 
2 yrs. — — Inj. 1 5 W.B. 8 Uterus grown 1 cm. Endo- 
Ora 1 14 5 metrium—atrophic—>prolifera- 
” 1 14 n tive. Anorexia nervosa. 
3 yrs. @Œst. benz., 6 W.B. Oral 1 14 Nil 6 — 
10-25 mg. ; ” 5 70 W.B. 
8 courses 
2 yrs. 2 courses rest. | W.B. after Oral 1 14 Nil — — 
benz., 25 mg. | last course » 1 14 Nil l 
19 mths. | 5 courses œst. | W.B. on all Oral 1 14 Nil — — 
benz., 25 mg. occasions 
9 mths. | Dummy inject. Nil Inj. 1 4 W.B. — l — 
Pgt. M.S. ext., Nil 
40 E.U. x 10. 
Pgt. M.S. ext., W.B 
40 E.U. x 10 
+cest. benz., 
25 mg. 
(Est. benz., W.B. 
25 mg. 
' 3 mths. — = Oral 1 49 Regular == — 
bleeding after 
treatment 
Oligom. | 4 courses cest. 2 W.B. Oral 1 21 Nil — = 
every benz., 25 mg. 
3 mths. 
7 yrs. 5 courses cest. |W.B. on each} Inj. 1 4 Nil — | Amenorrhea as a symptom of 
benz., 12 mg. occasion ” 5 20 Nile anorexia nervosa. 
A yrs. 4 courses ost. |W.B. on each; Oral 2 28 Nil — — 
benz., 12 mg. | occasion Inj. 1 4 Nil 
2 yrs. Œstrone, Menses ' Oral 3 42 Menses — i — 
0°3 mg. daily | regular for returned 
by mouth for 7 months 
2 months 
2 yrs. @Œst. benz. Inj. 1 4 Nil — One response to Pgt. M.S. ext. 
Progesterone. ” 5 20 Nil after stilbcestrol had failed. 
Pgy. urine ext. 
5 courses cest. 3 W.B. 


benz., 12 mg. 


* One menses at 16 only. 
Oligom. =oligomenorrhea. @Œst. benz. = Œstradiol benzoate. Pgt. M.S. ext. = Prognant mare serum extract. 
W.B. = Withdrawal bleeding. Inj.= injection. 
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20 


21 


22 


23 


24 


25 


26 


TABLE JI—MENOPAUSAL SYNDROME (15 cases) 
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Nausea and palpitation 
with ethinyl] cestradiol. 


Domestic worries prob- 
ably account for some 
of the symptoms. 


Nausea and headache 
with stilbcestrol, which 

had to be abandoned. 
No nausea with second 
course. 


Nausea after ethinyl 
cestradiol 0-1 but not 
after 0:15 mg. 


Castrated 9 yrs. 
viously. 


pre- 

Radium menopause 10 

mths. previously. 
Vomiting. 
Vomiting. 


Stilboestrol 
Age of Previous Subjective 
e| meno- Smear (a) Smear 
pause treatment response Single; Total Subjective | (b) Effect on 
dose |dosage| “response blood 
(mg.) | (mg.) pressure 
47 47 Dummy tablets & Impr: 0'1 1-4 Nil (b) Nil 
Céstrone, 0-1 mg. (1) Nil 
Céstrone, 0°9 mg. (2)\Some impr. 
Œstriol, 5000 Impr. 
units (1) 
Ethinyl cstradiol, | Sl. impr. 
0:1 mg. (1) 
0-15 mg. (1) Impr. Sl. impr. 
61 56 Dummy tablets (3) | Sl. impr. 0-1 1-4 | Some impr., (b) Nil 
(estrone, 0-1 mg. (1) Sl. impr. | Sl. impr. headaches 
oa mg (D Nil 0-1 1:4 Nil 
Ethinyl cestradiol, Nil Sl. impr. 
0-1 mg. (4 tabs. y 
44 42 Ethinyl cestradiol, Nil 0:1 1-4 Nil (a) Nil 
0-1 mg. (1) 1:0 | 28-0 Nil 
§1 49 Dummy tablets (7) Impr. Nil 0-1 0:5 Nil (a) Sl. impr. 
Being! EAr Cons. impr.) Impr. 0-1 1°4 Nil 
mg 
0°15 mg. (1) Controlled | Œstrous 
50 48 Dummy tablets (6) Nil Nil 0-1 1:4 Impr. (a) ene 
Beara Nil Sl. impr. 0-1 1:4 Nil (b) N 
‘1 mg. 
Ethinyl cestradiol, Impr (strous 
0-1 mg. (1) 
0°15 mg. (1) Impr 
45 45 Dummy tablets (6) Nil ‘Nil 0:1 1-4 Nil. Fl. 74 — 
Œstrone, 0-1 mg. (2)| Sl. impr. 1-0 | 14:0 Impr. Fl. 21| (a) Œstrous 
Œstrone, 0:3 mg. (1 Fl. 81 0-1 1-4 |Nil. Fl. 118 (a) Nil 
strone, 0°5 mg. (1 Fl. 46 
Œstrone, 0°6 mg. (1) FI. 32 
(£striol, 5000 
units (11) Fl. under 
Œstriol, 2500 control 
units (4) 
Transcestradiol, Occ.— 61 | Sl. impr. 
0:1 mg. (3) 
Tie ay Fl. occas. Impr 
Ethinyl estradiol, | Fl. 61—»25 Impr 
0-1 mg. (2) 
44 | Menses | Dummy tablets (7) S impr. Nil 01| 28 Nil (a) Slight 
irreg. ith 1 crse. : impr. not 
for \Œstrone, 0:1 mg. (1) “SL. impr. | Sl. impr maintained 
6 mths.) Transeestradiol, Nil Impr. 
0:1 mg. (1) 
0-15 mg. (1) Nil 
Ethinyl cestradiol, Impr. SI. impr. 
0:1 mg. (1) Fl. 83-0 
0:15 mg. (1). Impr. Impr. 
50 48 Dummy tablets (9) Nil Nil 0:1 2°8 | Nil (a) estrous 
|Cestrone, 0-1 mg. (1) Nil Impr. 
Transcestradiol, Impr. Nil | 
0:1 mg. (2) 
Ethiny] estradiol, Impr Œstrous 
0-1 mg. (1) 
0:15 mg. (1) Impr (£strous 
31 | 32 | Œstradiol benzoate,| 3 W.B. — | 50 |200 | WB. =a 
3 courses, 20 mg. (inj.) | 
37 36 Q£stradiol benzoate,! F1. from — 1:0 Nil = 
30 mg. 10-12 daily (inj.) f | 
to none 2-0 4:0 | Sl impr — 
3:0 6-0 , Nil == 
49 47 Ctstradiol benzoate, | Fl. from — 1:0 | Nil (b) No effect 
30 mg. 10-12 daily (inj.) , ' 
to none 2-0 4:0 | Sl.impr 
3:0 6-0 | Nil 
42 42 Œstrone, 0-3 mg. |Controlled! Impr. 2-0 | 28:0 | Controlled (a) Nil 
for 14 days 
39 36 | Estradiol benzoate, Controlled — 1:0 | 6-0 : Improved = 
48 mg. | (inj.) 
54 51 — — — | 3:0 | 42-0 — (a) Impr. 
42) 41 = | — — an | 4-0 Nil ! — 
inj. 
| 1:0 ; 14-0 Sl. impr. 
| ! | 2:0 | 28:0 Impr. 
| 
sae ga a a ts a Nr a a eS 
Sl. impr. = slight improvement. Fl.= flushes. ` 
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TABLE JIJ—-ATROPHIC VAGINITIS (10 cases) 


Stilbeestrol 
Q 
2 Age of Previous Local | Subjective 
5 | Age Saa treatment response’ response | Smear | Single| Total | Loca] | Subjec- Remarks 
p dose |dosage| rosponsel _ tive Smear 
| (mg.) | (mg.) p response 
34| 65| 48 — — | — — 1:0 | 56:0 | Consid. | Impr. | Sl.impr. — 
| impr. 
35 | 46 44 — — — — 1:0 | 12-0 Nil Nil Nil Trichomonas 
| (inj.) infection of 
1:0 | 42-0 Nil Nil Nil kraurosis. 
36 | 55 48 — — — — PRN 20:0 | Cure | Impr. |Œstrous = 
inj. 
| 1:0 | 14:0 | Maint. | Maint Maint. 
| 0-1 2-8 | Maint. | Maint. | Maint. 
37 | 42 | Menses — — | — — 1:0 | 56-0 Nil Nil Nil ? condition not 
reg. due to ovarian 
deficiency. 
38 | 41 |Scanty | Œstrone, 155 mg., | Impr. Impr. Impr 1:0 | 28-0 Impr. Impr Impr. — 
loss for 1 mg. +5 mg. maint. 
2 yrs. 
39 | 60 50 Dummy tablets (4) Nil Sl. impr. Nil 1-0 | 28-0 a Impr Impr. — 
maint. 
Œstrone, 0-1 mg. (1) Nil Nil Sl. impr. 
Transcestradiol, Nil Ni pr. 
i 1 mg. (2) 
Œstrone, 1 mg. (inj.) Cured Cured Impr. 
Total, 18 mg. 
strone, 1 meg. Maint. Relapse Maint. 
(oral) (1) 
40 | 68 42 |Œstrone, 0:3 mg. (1S1. impr. Nil 10 | 14-0 Impr. oe Impr. — 
reasts 
Œstrone, 12 mg. Impr. Impr. 
(inj.) (swollen 
breasts) 
Œst. benz., 35 mg. | Maint. Breasts Œstrous 
still sore 
Œstrone, 1 mg. (3) | Impr. Breasts sore,| Œstrous 
abdomen 
swollen 
41 | 66 43 Œstrone, 8-4 mg. Cure Cure — 1:0 | 280 Impr. Impr. Impr. = 
42 | 64 57 Qfstrone, 30 mg. Cure Hem porary Œstrous| 0'1 1:4 Nil Nil Nil — 
nj. mpr. 
Œstrone, 1 mg. (1) | Maint. Nil Maint. 
Œst. benz., 20 mg. | Maint. Sl.impr. | Maint. 
43 | 51 39 Gist. benz., 60 mg. | Cure Cstrous; 5:0 | 20:0 Impr. Impr. Impr. — 


Cure 


(inj.) 


Maint. = maintained. 


21 mg. stilbæstrol by mouth, whereas a successful 
result had been obtained on two occasions out of 
four with 25 mg. of cestradiol benzoate by injection. 
Of the ten successful cases, three had received no 
previous oostrogenic therapy, but responded to such 
low doses as 14 mg. by mouth or less. One of these 
(Case 1) was a girl of 18 who had never menstruated 


and showed the characteristic syndrome of pituitary. 


infantilism. After one course of 14 mg., endometrium 
in the proliferative phase was collected (fig. 5) though 
no endometrium could be obtained when curettage 
was attempted before treatment. A second (Case 8) 
showed a hypoplastic uterus and an atrophic endo- 
metrium before treatment, whereas after one course 
of 5 mg. by injection the uterus had lengthened by 1 cm. 
and an endometrium undergoing proliferation was 
obtained on curettage. One patient (Case 3), who had 
failed to respond previously to oestrone, bled after 
70 mg. but not after 14 mg. of the synthetic hormone. 
Five patients had previously received courses of 
25 mg. of cestradiol benzoate, resulting in withdrawal 
bleedings. One of them (Case 12) bled after 4 mg. 
stilbcestrol by injection, another (Case 7) after 14 mg. 
of the synthetic hormone by mouth, a third (Case 5) 
after 21 mg., and the fourth (Case 4) after 70 mg. by 
mouth, whereas the last responded to 70 mg. but not to 
14 mg. by mouth. The ninth patient (Case 17) 


recovered her regular menstrual rhythm with daily 
doses of 0-3 mg. of cestrone by mouth, and after a 
subsequent period of amenorrhoea with daily doses 
of 3 mg. of stilbestrol by mouth.. 


EFFECT OF STILB@STROL IN THE MENOPAUSAL SYNDROME 
AND IN ATROPHIC CONDITIONS OF THE VAGINA | 
(tables II and III) 


In these cases symptomatic relief (especially in 
regard to the daily frequency of hot flushes), vaginal 
smear pictures, and improvement of the local condi- 
tion (of the vagina) were taken as the main criteria 
of response. Of twenty-five patients, eight failed 
to respond to the administration of the synthetic 
hormone. Of these, five received relatively small 
doses, totalling 2:8 mg. or less, though three of these 
(Cases 19, 20, and 25) had reacted satisfactorily to lower 
doses of ethinyl estradiol (a partially synthetic 
compound of natural cstrogen already shown to be 
highly active by mouth (Parkes, Dodds, and Noble 
1938) ). Of the remaining three, two were suffering 
from atrophic vaginitis (Cases 34 and 36); neither 
had received previous cestrogenic therapy, and in 
both there was a doubt as to whether the local 
condition was primarily due to the effects of ovarian 
deficiency. The third case (No. 21) had failed to 
react to low doses of ethinyl cstradiol, and the 


THE LANCET] 


Fic. 1 (Case 39)—Vaginal smear after estrogenic therapy 
had been discontinued for one month. Epithelial cells 
polyhedral and small with large nuclei. lLeucocytes. 
(x 400.) 


assessment of symptomatic response was complicated 
by the existence of domestic worries. 

Of the successful cases, one (No. 23) reacted 
to 0-1 mg. by mouth daily for a fortnight both 
Ssymptomatically and with the production of an 
cestrous smear (though the improvement was not 
maintained after a further course). She had responded 
similarly to ethinyl cestradiol. Another case (No. 24) 
failed to respond to doses of 0-1 mg. but reacted 
satisfactorily to 1 mg. doses both as regards the 
fortnightly hot flush count and the vaginal smear. 
She had responded satisfactorily to daily doses of 
0-1 mg. of ethinyl cestradiol. In all the other 
cases doses of 1 mg. or over produced satis- 
factory responses. Symptomatic improvement was 
almost always associated with a transformation of 
the vaginal smear to the estrous type. 


RELIEF OF DYSMENORRHEA WITH STILBCESTROL 


Two cases of dysmenorrhea were completely 
relieved by the administration of daily tablets of 
1 mg. of the synthetic hormone, given during the 
first half of the cycle. They had experienced similar 
relief from four injections of 5 mg. of estradiol 
benzoate. 


EFFECT OF STILBESTROL ON THE EPITHELIUM OF TIHE 
MAMMARY GLANDS 


An opportunity occurred of recording the effect 
of the synthetic hormone on the breast by means of 
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i ' E 4 | . ciel Ere 
Fic. 2 (samo case)—After 1 mg. stilbæstrol by mouth 


daily for 14 days. Cornified cells with curling edges and 
small pyknotic nuclei. Fewer leucocytes. (X 400.) 


biopsy of the mammary tissue before and after the 
administration of 280 mg. by mouth. The epi- 
thelium was found to be proliferated and showed 
increased activity, which was, however, entirely 
benign and no suggestion of malignancy or pre- 
cancerous changes was recorded. (We are indebted 
to Prof. G. W. Nicholson for his opinion on these 
sections.) It may be noted that in Case 7 of the 
atrophic vaginitis series, 1 mg. of stilboestrol by mouth 
for 14 days gave rise to painful swelling of the breasts. 
This patient had previously complained of this 
condition while being treated with injections of the 
natural oestrogen in the form of estrone and cestradiol 
benzoate. 


‘ TOXIC ’? EFFECTS OF STILBO&STROL 


The synthetic hormone has been administered to 
forty-six patients in the series recorded here and 
to five other patients. Nausea and headache were 
experienced by one patient (Case 22) when she was 
first given stilboestrol, but she complained of no such 
svmptoms when receiving a course of the same 
doses a month later. Vomiting occurred in two cases 
(Nos. 28 and 29). Similar effects have been recorded 
with ethinyl estradiol. In all cases the material has 
been given by mouth. It has been suggested that 
these symptoms are due to the rapid and relatively 
complete absorption of these substances when given 
by the oral route, but it should be pointed out that 
in one of our cases the symptoms appeared after 


Fic. 3 (Case 41)—Vaginal smear 17 months after cstro- 
genic therapy. Few epithelial cells. Many leucocytes 
and clumps of bacterial debris. The epithelial cells 
have a very indefinite outline and large nuclei. (x 400.) 


Fic. 4 (same case)—After 1 mg. stilbaestrol by mouth 


dailv for 28 days. Cornified cells with curling edges and 

small pyknotic nuclei. No debris. A few bacteria. 

Very few leucocytes. (x 400.) 
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Fras. 6 and 7—Endometrium of a spayed rhesus monkey (No. 203) after fourteen daily injections of stilbestrol 
(fig. 6 x 13; fig. 7 x 73). 


q 


4 tablets of 0-1 mg. and that, on the other hand, one 
of our patients received 5 mg. by mouth daily for 
two months, making a total of 280 mg. without 
experiencing any such symptoms. We are not, 
therefore, prepared to discuss the possible causes of 
these effects, and are of the opinion that they should 
not be cited, in the light of our present experience, 
as a contra-indication to the use of this pre- 
paration as an cestrogenic agent. The possibility 
that stilbæstrol may be less likely to give rise to 
such side-effects when given in esterified form is to 
be tested. 


EXPERIMENTS ON RHESUS MONKEYS 


Preliminary experiments have been carried out on 
six adolescent and mature spayed rhesus monkeys 
(Macaca mulatta) whose body-weights varied between 
4-3 and 6:0 kg. Two were used for histological study 
and four for determining the threshold dose of stilb- 
cestrol necessary to produce enough change in the 
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endometrium for the cessation of its effect to be 
followed by uterine bleeding. 

The first animal (203) was injected daily with 
increasing doses of an oil solution of the synthetic 
hormone. Injections were made intramuscularly and 
a total of 2:7 mg. was administered. The animal’s 
sexual skin, face, and nipples became a brilliant red 
during the course of the injections, the sexual-skin 
coloration extending as far down as the ankles. 
Milk could not be expressed from the nipples. The 
uterus and vagina were removed on the day after 
the last injection and were examined histologically 
(figs. 6 and 7). They show the usual effects of 
cestrogenic stimulation, and the degree of glandular 
proliferation in the uterus is at least as great as 
that which occurs as a result of the injection of a 
similar amount of estrone (Zuckerman 1937). There 
is no evidence of any abnormal proliferation or 
cytological change in any part of the body of the 
uterus or cervix. 
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Figs. 8 and 9—IEndometrium of a spayed rhesus monkey (No. 181) on the first day of uterine bleeding after a 
14-day course of stilbcestrol injections (fig. 8 X 16; fig. 9 x 73). 
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The second animal (181) was injected daily for 
fourteen days with a maximum of 50 y of stilbestrol 
a day (total injected: 0:58 mg.). The sexual-skin 
response was again very pronounced. The coloration 
decreased fairly quickly and seven days after the 
cessation of injections uterine bleeding set in. The 
effects of stilbcestrol were thus the same as those of 
estrone. The uterus was removed on the first day 
of bleeding and examined histologically (figs. 8 and 
9). In appearance it is identical with that of a uterus 
on the first day of bleeding after a course of ostrone 
injections (Zuckerman 1937). The stroma is far less 
cedematous than at the end of stilbestrol treatment 
(figs. 6 and 7) 
and the endo- 
metrial blood- 
vessels are 
widely di- 
lated. There 
is consider- 
able extra- 
vasation of 
blood, and as 
a result of the 
formation of 
superficial 
blood lakes, 
the surface 
epithelium is 
lifted and 
torn, and 
blood and 
loose stroma 
tissue are 
escaping into 
the cavum 
uteri. 

As noted 
above, the 
remaining 
four animals 
were used to 
estimate the 
lowest dose 
of the drug 
which will 
stimulate uterine bleeding in spayed rhesus monkeys. 
Only a single injection was , given in each of 
these experiments. It appears that the threshold, 
estimated in this way, is in the region of 0-5 mg., 
which is approximately the same as that of estrone, 
when determined by the same method. One animal, 
however, failed to bleed after the injection of 5 mg. 
The latent interval intervening between the injection 
and the onset of bleeding averaged twelve days, and 
bleeding lasted 5-7 days. As is usual in young rhesus 
monkeys during phases of ostrogenic stimulation, 
the sexual skin of the youngest of the animals tested 
showed swelling as well as coloration, a fact which 
indicates water-retention (Krohn and Zuckerman 
1937, Guthkelch and Zuckerman 1937). The swelling 
subsided before the onset of uterine bleeding. 


None of the animals tested showed any adverse 
symptoms as a result of the treatment. 


Fic. 5 (Case 1)—On the first day of 
bleeding after 1 mg. stilbcestrol by 


mouth daily for 14 days. Shows a 
gland lined by columnar epithelial 
cells, typical of the proliferative 
phase. (X 250.) 


DISCUSSION 


From the few cases in the amenorrhea series it is 
not easy to make a comparison of the relative potency 
of cestradiol benzoate and stilbeestrol. When both 
are injected, account should be taken of the fact that 
the synthetic hormone, not being esterified, is much 
more rapidly excreted or inactivated than the benzoate 


of ostradiol; it is therefore not wholly surprising 
that 20 mg. of stilbestrol by injection failed to 
produce bleeding where 12 mg. of estradiol benzoate 
had been successful (Cases 15 and 18), since each was 
injected in doses spaced at 3-day intervals. On the 
other hand, 28 mg. of stilbestrol by mouth failed 
where 12 mg. of estradiol benzoate by injection had 
succeeded (Case 16). What is striking, however, is 
that as small a dose as 14 mg. by mouth of the 
synthetic compound succeeded in inducing hæmor- 
rhage in a number of cases, one of which was a girl 
of 18 who had never menstruated. 


It appears from the cases in the menopause series 
that whereas stilbestrol is effective by mouth in 
controlling both the subjective and objective mani- 
festations of the climacteric, it is not quite so efficient 
in the lower dose range as ethinyl cestradiol. 


CONCLUSIONS 


Stilbcestrol (diethyl-stilbcestro]) administered orally 
imitates the effects of the natural cstrogens by :— 


1. Producing ‘‘ ostrin withdrawal bleeding.” 

2. Producing an intermenstrual type of endome- 
trium both in the human female and in the monkey. 

3. Inducing growth of the hypoplastic uterus. 

4. Relieving the symptoms of the menopausal 
syndrome. 

5. Converting a ‘‘ menopausal ” into an “ estrous ” 
type of vaginal smear, 

6. Restoring the normal appearance of the vulva 
and vagina when they have become atrophic as the 
result of the cestrogen deficiency of the climacteric. 

7. Inducing painful swelling of the breasts. 

S. Causing proliferation and activation of the 
epithelium of the mammary glands. 

9. Relieving the pain of dysmenorrhea, : 

Its cestrogenic activity when given by injection 
corresponds with that of oestrone. 

Nausea or vomiting has been noted in 3 out of 46 
patients receiving stilboestrol in tablets by the mouth. 
The occurrence of these symptoms does not in our 
experience depend on the dosage given. 


SUMMARY 


The cestrogenic properties of the synthetic hormone 
stilbeestrol (diethyl-stilbestrol) have been investi- 
gated on 46 women and 6 monkeys. It appears to 
imitate the natural oestrogens faithfully and to be 
highly active when administered by mouth. 


Our thanks are due to Boots Pure Drug Co. 
Ltd. and British Drug Houses Ltd. who kindly 
supplied us with the material used, and to Dr. A. C. 


- Hampson and Mr. H. A. Hamilton who actively 


codperated in that part of the investigation which 
was carried out at the Guy’s Hospital endocrine 
clinic. The monkeys used in the experiments reported 
in this paper were bought with the aid of a grant to 
S. Z. from the Medical Research Council. The investi- 
gation was undertaken at the request of the Thera- 
peutic Trials Committee of the Medical Research 
Council. 
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THE TREATMENT OF 
PYLORIC STENOSIS WITH EUMYDRIN 


By R. H. Dosss, M.B. Camb., M.R.C.P. 


FIRST ASSISTANT, CHILDREN’S DEPARTMENT, UNIVERSITY COLLEGE 
HOSPITAL; ASSISTANT PHYSICIAN, QUEEN’S HOSPITAL AND 
PRINCESS LOUISE HOSPITAL ; PHYSICIAN TO CHILDREN’S 
DEPARTMENT, ST. JOHN’S HOSPITAL, LONDON 


THOUGH it is nearly three years since Elizabeth 
Svensgaard’s paper was published, the few reports 
that have subsequently appeared on the value of 
antispasmodics in congenital pyloric stenosis indicate 
that their use in this country has not met with general 
adoption. 

Svensgaard (1935) reported a large number of cases 
treated medically. One series of 61 patients, of 
whom 2 died, was treated with Eumydrin (atropine 
methylnitrate), and her figures show the superiority 
of this drug over atropine. All her patients were 
kept in hospital during treatment, and the average 
stay in hospital was 77 days. 

Mackay (1936) reported 2 cases and Dobbs (1937) 
3 successfully treated with eumydrin. Mackay’s 
patients were in hospital for the duration of the 
treatment, but further patients were alluded to who 
had been discharged before the completion of treat- 
ment. Dobbs’s 3 patients are included in the present 
series as Cases 1, 2, and 3. 

Braithwaite (1938) published 21 cases, of which 
3 were fatal and 3 did not respond to treatment. 
The duration of treatment was 24 weeks in the shortest 
and 124 weeks in the longest case, with an average 
of 54 weeks for those that were successful. 
that the patients remained in hospital for the dura- 
tion of treatment. 

Findlay (1938a) mentions 6 consecutive successful 
cases of an unpublished series. 


These reports, so far as they go, support the thesis 
that eumydrin is of value in the treatment of pyloric 
stenosis. However, there have not been any reports 
of infants being treated wholly or partly as out- 
patients. As Findlay points out, the administration 
of a teaspoonful of medicine before each feed by the 
mother seems such a simple precedure that the 
possibilities of eumydrin as an out-patient remedy 
for, at all events, some cases of pyloric stenosis should 
be explored. 

The 20 children of the present series were treated 
with eumydrin as in-patients for as short a time 
as possible, and treatment was continued in the out- 
patient department. One died and three had to be 
operated on, but the remaining 16 were cured, and 
this result suggests that further work will establish 
the type of case in which eumydrin can become a 
valuable alternative to surgery in the treatment of 
pyloric stenosis. 


SURGICAL TREATMENT 


Analysis of the reports of cases treated surgically 
shows that the cause of death is most frequently 
“ medical ” in that it was not directly due to surgical 
measures for the relief of obstruction. Table I 
summarises the cause of death in three large series 
published in the last eight years. 

It will be seen that the commonest cause of death 
was vitality apparently insufficient to survive opera- 
tion. It was first noted by Hartmann and Smythe 
(1926) and later in this country by Graham and 
Morris (1929) and by Maizels, McArthur, and Payne 
(1930) that alkalosis was often present in pyloric 
stenosis, and it is now realised that most of these 
deaths can be avoided not by an emergency opera- 
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tion done as rapidly as possible but by postponing 
operation until dehydration and alkalosis have been 
corrected. 

The second group of deaths, also large, comprises 
those from either gastro-enteritis or respiratory 
infection. That these can also be avoided is shown 
by their absence in private practice (Herzfeld and 
Wallace 1935, Thompson and Gaisford 1935, and 
Jewesbury and Page 1937), and in series done under 
conditions approaching those found in private (Levi 
1936, and Harris and Keynes 1937). 

The third group, very much smaller than the 
preceding two, is truly surgical, the causes of death 
being hemorrhage, peritonitis and sepsis, and con- 
tinued vomiting. 


TABLE I—CAUSES OF DEATH IN PYLORIC STENOSIS 


Deaths 
Due to/Due to Due to 
Total | after |; eed 
Autbors Cases infec- | opera- various 
deaths cla tion tion causes 
Wallace and | 
Wevill (1934)! 145 36 24 9 3 — 
Thompson and 
Gaisford(1935) 210 30° 13 11 ? 6 
Jewesbury and 
Page (1937) ..| 303 33 13 8 8 


CRITERIA FOR MEDICAL TREATMENT 


The treatment of pyloric stenosis, then, is three- 
fold: (1) the dehydration and alkalosis have to be 
corrected ; (2) the obstruction at the pylorus has 
to be relieved ; and (3) the child has to be protected 
from the infections to which he is peculiarly liable 
and his alimentary canal re-educated to its function 
of digestion. The first and third stages of this treat- 
ment are usually in the hands of the physician. 

The relief of obstruction may be achieved either 
medically or surgically. Operation, however, is so 
satisfactory, and—in this country at least—the risks 
of infection from prolonged hospitalisation are so 
great, that before eumydrin will be looked upon with 
anything but scientific interest it will have to satisfy 
certain requirements :— 

(1) It will need to be as easy to use as surgery and 
as free or freer from risk. 

(2) The deaths occurring during treatment, but 
not due to the action of the drug, must, in similar 
circumstances, be at least as few as follow operation. 
This, in effect, means that the period of hospitalisa- 
tion for medical treatment must approximate to 
that for operation, unless gastro-intestinal and 
respiratory infection can be avoided by suitable 
nursing technique. There should also be an improve- 


` ment in the condition and a satisfactory gain in 


weicht within a short time after beginning treatment. 

(3) The eventual cure must be as complete as it is 
after operation. If it should become evident, in 
years to come, that many cases relapsed after medical 
treatment in infancy, surgery would remain the 
treatment of choice. 

(4) If it appears that some patients respond 
rapidly to medical treatment, whereas others 
eventually come to operation, either some easy way 
of determining the two groups will be necessary, 
or the medical failures must not have become worse 
surgical risks during the time of medical treatment. 


TREATMENT WITH EUMYDRIN 


Cases.—The 20 cases analysed here include all 
those with pyloric stenosis admitted to the children’s 
department, University College Hospital, since 
December, 1937, and I am greatly indebted to 


-- 
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Dr. W. J. Pearson for permission to use their records. 
To these are added those cases of pyloric stenosis 
which came under my care at the Princess Louise 
Kensington Hospital and the Queen’s Hospital, 
Hackney Road. All cases so diagnosed are included 
except two: one patient died a few hours after 
admission and before either medical or surgical treat- 
ment could be instituted ; in the other case vomiting 
had been present for nine weeks before admission, 
and, though a tumour was palpated, the child was 
making a slight but regular gain in weight. 

Diagnosis was made on a typical history, visible 
peristalsis, and a palpable pyloric tumour. These 
criteria were present in all except Case 4, in which 
the pylorus was not palpated. This case was in all 
other ways typical, and barium was held up in the 
stomach up to five hours. In addition the majority 
were radiographed and showed great delay in the 
emptying-time. On the whole the value of radio- 
graphy in diagnosis based on the emptying-time, 
as Findlay (1938b) has shown, is doubtful. In the 
present series there seemed to be little correlation 
between the severity of the symptoms and the degree 
of retention, and since it was not found to give a 
good indication of response to treatment radiography 
was often omitted in the later cases of this series. 

Treatment.—The routine adopted was similar in 
all cases and was based on that advised by 
Svensgaard, (1935). As soon as the child was seen, 
and unless it was contra-indicated, 1 drachm of 
barium cream in 1 oz. of milk was given by the 
mouth, and radiograms were taken at intervals of 
8-12 hours. Meanwhile isotonic saline, to which 
was often added a 5 per cent: solution of dextrose, 
was given subcutaneously in sufficient quantities to 
relieve dehydration, as indicated by the clinical condi- 
tion and by the passage of sufficient urine. After 
the last radiogram the stomach was washed out with 
normal saline until the fluid was returned clear. 
These preliminaries often meant that the child had 
little or no food during the first 12-18 hours after 
admission, but this was not found to be anything 
but beneficial. It is as important to delay the 
administration of eumydrin until dehydration and 
alkalosis have been relieved as it is to delay operation. 
Symptoms of poisoning in the one case or sudden 
post-operative collapse in the other will occur if this 
essential factor in treatment is omitted. 

Feeding.—After the last radiogram, feeding, pre- 
ceded by the administration of eumydrin, was begun. 
A feeding routine similar to that after operation 
was used. Breast-milk was used whenever possible— 
in nine of this series—failing which a half-cream lactic- 
acid milk. Feeds were given 2-hourly, starting with 
2 drachms and increasing each feed by 2 drachms 
for the first 8 hours, after which 1 or 1} oz. were given 
2-hourly for the first day and 1}~2 oz. 3-hourly during 
the second. Full feeds were reached on the third or 
fourth day, -though a daily intake of small volume 
but high calories was aimed at until all vomiting 
had ceased. In practice it was found that vomiting 
ceased more rapidly the more gradual the resumption 
of full feeds. 

Eumydrin agrees closely with atropine in its 
systemic action. Its toxicity is about a fiftieth, and 
its antispasmodic action about half. that of atropine. 
It is very soluble in water and is fairly stable 
in 0'5 per cent. solution, but gradually deteriorates 
in weak solutions. The drug was given 20 minutes 
before each feed by the mouth as a 1 in 10,000 solution 
made up freshly each week. The dose varied some- 
what from case to case, but in each the first two or 
three doses were of 1 c.cm. and for the first 8 hours, 
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while feeding was 2-hourly, did not exceed 2 c.cm. 
Subsequently a dose of 3 or more c.cm. before each 
feed was tried and more given if vomiting had not 
much improved. 

Fluid therapy.—The subcutaneous injection of 
saline was continued, after feeding began, as long as 
intake remained insufficient for the infant’s require- 
ments. Usually they were no longer necessary after 
the third or fourth day, though the tendency was 
to be rather more liberal than was clinically indicated. 
Eumydrin, like atropine, is excreted in the urine, 
and a satisfactory diuresis is of primary importance 
if toxic effects are to be avoided. 

Stomach wash-outs.—A daily stomach wash-out, 
before the first feed, seemed to be of great value 
in some of the cases and was a routine for the whole 
series. The daily removal of accumulated curds and 
mucus would seem to be indicated theoretically, 
and it was, in practice, striking to watch the diminu- 
tion in the quantity of the residue during the first 
few days, after which it usually became negligible. 
In the later cases of the series this became one of the 
indications for the discharge of the patient. 

Out-patient treatment.—As soon as vomiting was 
reduced to not more than one or two small vomits a 
day, the stomach residue was not more than a drachm 
or two, ands there were no other contra-indications, 
the child was discharged to its home with careful 
instructions to the mother about feeding and the 
administration of eumydrin. Thereafter the child 
was seen twice a week and later once a week until 
the end of treatment. At the end of 5-10 weeks from 
the onset of treatment the dose of eumydrin was halved 
at each feed for a week, then given on alternate feeds 
for a further week, and, if all was satisfactory, finally 
discontinued. The time for reducing the drug was 
rather arbitrary, the main factors influencing the 
decision being the response to the drug and the dose 
needed to control vomiting in the first few weeks. 

Operation.—As soon as it was clear that the 
response to the drug was inadequate, its use was 
abandoned in favour of operation. Cessation of 
vomiting rather than gain in weight was the response 
relied on, since insufficient calorie intake, on the 
one hand, and fluid therapy, on the other, made 
gain in weight during the first week an unreliable 
index of progress. 


RESULTS 


The essential features of this series of 20 cases are 
shown in tables II and III: 16 infants were cured and, 
when. seen between two months and two years 
later, were indistinguishable from normal children ; 
3 were operated on after eumydrin had failed satis- 
factorily to relieve the condition (these 3 did well after 
operation and weredischarged having made satisfactory 
gains in weight, but 1 of them was later readmitted 
with a broncho-pneumonia from which he died); 
and 1 died during the administration of eumydrin. 

Hospitalisation and readmission.—The average stay in 
hospital for 13 cases in which treatment was straight- 
forward was 14 days. One child (Case 6) was kept 
in for 70 days, or a week longer than the duration of 
treatment, because the home conditions were not 
considered suitable. This opinion was amply justified 
during the next six months, during which the child 
was admitted on three occasions for conditions 
directly attributable to its home environment. 
Three children (Cases 5, 7, and 17) were readmitted 
after discharge, one of whom (Case 7) was subsequently 
operated on. 

Case 5 was first discharged on the eighth day after 
admission. He was ves and was receiving 

A 
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1°5 c.cm, of eumydrin before each feed. After the 
first few days at home the supply of breast-milk 
failed, and the mother was soon afterwards removed 
to hospital with pneumonia. Unsuitable bottle- 
feeds were given without advice, and progress was 
slow with return of vomiting. On readmission the 
dose of eumydrin was raised to 4 c.cm, per feed and 
the feeding regulated. The vomiting ceased, and 
the child was discharged when the mother was well 
enough to have him home. 


Case 7 was admitted with his mother and received 
breast-milk and complementary feeds. He apparently 
did well after the first week in hospital, though there 
was still one vomit a day at the time of his discharge 
on the twelfth day. On reaehing home the mother 
gave up all breast-feeding and without advice fed 
the child three-hourly some 4-2 oz. in excess of his 


needs. Vomiting returned, and he was readmitted: 


five days later. His progress was this time less 
satisfactory, and after a fortnight’s further trial he 
was operated upon by Mr. A. E. Porritt under local 
aneesthesia, and after a further ten days he was 
discharged doing well. 


Case 17 was discharged on the fifteenth day and 
readmitted a week later. He had two small vomits 
during the five days at home, and the bowels, which 
had been constipated, became looser. The parents, 
who lived some eighty miles out of London, were very 
anxious for his readmission in spite of a 3 oz. gain 
in weight. His progress in hospital was steady, and 
during the following fortnight he gained 10 oz, in 
weight. 


In each of these three cases there was a failure on the 
part of the mother: in Case 5 through lack of care, 
in Case 7 through illness, and in Case 17 through 
over-anxiety and remoteness from hospital. In 
addition it seems probable that they were discharged 
too early. They were in hospital, in the first place, 
9, 12, and 14 days respectively, as against an average 
of 14 days in the successful cases, and gained 2, 2, 
and 4 oz. compared with an average of over 12 oz. 
The penalty for too early discharge, therefore, was 
ultimately a greatly prolonged period of hospitalisa- 
tion and, in one case, resort to operation before 
final cure. It appears that, in judging the time of 
discharge to out-patients, the home environment 
should be carefully considered, and that facilities 
for fairly close supervision are necessary during the 
first three or four weeks of treatment. 

Vomiting.—The amount of vomiting after treat- 
ment was started was very variable. In some cases 
there was almost no further vomiting of importance. 
Case 4—a borderline case—and Cases 9, 12, and 16 
particularly responded very promptly. More. often 
vomiting occurred once or twice a day for several 
days or tended to recur when the size of the feeds was 
increased too rapidly. In several cases occasional 
vomits up to once or even twice a day continued after 
discharge and were not incompatible with gain in 
weight. It was on the whole found to be more satis- 
factory, when they were not breast-fed, to give these 
patients high-calorie frequent feeds of small volume 
and to refeed after vomiting. These second feeds 
were almost invariably retained though a second dose 
of eumydrin was not given. 

The smallest successful maintenance dose of 
eumydrin was 1-5 c.cm., the largest 6 c.cm., and the 
average over the series 3-7 c.cm. per feed. At first 
it was given for ten or twelve weeks before the dose 
was reduced, but later, and in those patients who 
responded promptly in the first place, it was dis- 
continued earlier. The average time for the 16 
successful cases was 9-3 weeks, though this includes 
Case 2 who went home with the prescription and 
failed to attend until written for 20 weeks after 
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beginning treatment. The shortest times were 
6 weeks in Case 19 and 7 weeks in Cases 9 and 12, 
and the longest 20 weeks in the above-mentioned 
Case 2. No patient in the series relapsed after 
eumydrin had been permanently discontinued, though 
it was purposely withheld for a few days during the 
first two or three weeks in Cases 2 and 4. In each, 
vomiting returned within twenty-four hours and 
was again controlled with eumydrin. 

One patient, however, still under treatment and 
not included in this series, has had to go back on to. 
eumydrin at home. This child, a typical ‘ pyloric ”’ 
with a palpable tumour, responded very well, and 
the drug was discontinued after 20 days, and he was. 
sent home. There was no vomiting for the next 
18 days, during which he put on 16} oz. Thereafter 
vomiting returned up to one or two a day, the weight. 
ceased to increase, and visible peristalsis, which had 
disappeared, returned. The pylorus was not palpated, 
but the vomiting was controlled, without readmission, 
with 5 c.cm. of eumydrin before each feed, which 
treatment was for a further period of nine weeks. 

That the drug gradually becomes inactive was 
well shown in Case 1, who on discharge was, in 
error, given two weeks’ supply of eumydrin. Vomiting 
returned on the tenth day, to cease within 48 hours. 
of using a fresh supply. 

Toxic symptoms.—The symptoms of atropine 
poisoning were carefully watched for but were not 
encountered, except in Case 8, who was at the time 
receiving 8 c.cm. three-hourly and, on one occasion, 
had a few minutes’ flushing and excitement. A 
prolongation of the constipation usually found in 
pyloric stenosis seemed to be common but not 
invariable, Probably this was an effect of eumydrin. 
In this connexion Mackay (1936) has drawn attention 
to fullness of the abdomen in some of her patients 
during the time of administration of eumydrin. 

The question also arises of the cause of death in 
Case 14, to whom eumydrin was given before dehydra- 
tion had been satisfactorily treated. There was 
complete cessation of intestinal movement, amounting 
to paralytic ileus and leading to the death of the 
patient. This has not previously been reported in 
association with the administration of atropine 
derivatives but has been noted by Dr. R. C. Jewesbury 
(personal communication) in two patients with 
pyloric stenosis, one of whom died during the admini-- 
stration of eumydrin. In view of this and of the 
constipation and tumid full abdomen mentioned 
above and noted in some of the present cases, it 
seems not impossible that paralysis of the gut must 
be included as one of the toxic symptoms of eumydrin. 


Infection.—Particular attention was paid to the 
avoidance of infection in this serjes of children. 
Whenever possible the child was nursed in a room 
or cubicle by itself. When the mother was feeding 
the child, she was, if possible, admitted with the 
child. Cases 2, 6, and 16 were, however, nursed in 
the open ward, and several others were removed to the 
open ward during the latter part of their stay in 
hospital. 

Loose stools not amounting to gastro-enteritis were 
encountered several times after one to two weeks’ 
treatment. This is a very common finding after 
operative treatment and can be reduced but not 
eliminated by breast-feeding with small and gradually 
increasing feeds. A moderately severe diarrhea 
was present in Case 2 on admission, which continued 
for nearly three weeks before clearing up. 

The only case of respiratory infection was that in 
Case 8, who developed broncho-pneumonia after his 
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discharge. He was readmitted for this infection 
and died. : 

Operations.—Three infants (Cases 7, 8, and 20) 
were operated, upon after eumydrin had failed to 


TABLE JI—ANALYSIS OF CASES OF PYLORIC STENOSIS 
TREATED WITH EUMYDRIN 


| Pe 38 oS la as ais gaz ve) 
o D Ao rer] a4 & o- AS R- a. 
2| |as ES | 22 |F32e| 22 | s22] 228| F 
5/242 me | 38 Esul] 28 3S3] 8S2] & 
K ES lo ae | See ee 
T lb. oz.| 1b. me | 
UF.| 5/7 5/7 0/3]|13| 14 (12 oz. 3 Ib. [Cured 
2:M.i/3/6 0|5 0|3]|20| 34 | 2 Ib] 341b. |Cured 
3|M.| 4; 6 12 | 6 12 | 13114] 19 | 0 2% lb. | Cured 
44F. | 4 | 9 4) 8 12 | 2 9 7 8 oz.| 44 lb. | Cured 
5|M.| 81812 h0 oO] 4] 9 8* | 2 oz. 2 Ib. | Cured 
6F./6/6 4/4 02} 9] 70 | 121d] 121b. |Curea 
WM.| 41/7 7 8|5] 3| —e»|2 oz.| 141b. Opera- 
y atop.|(4 wks.| tion 
after 
op.) 
8iM.|/ 318 0] 7 6 |Up 1} — |Nilat]| 1 lb. (Opera- 
‘ to op (4wks.; tion 
8 after 
op.) 
9 M.| 43/8 12/8 4/14! 71 13 |141b.| 5 Ib. |Cured 
10|M.| 4 017 O}] 4/11] 15 | 1 Ib] 4 Ib | cured 
11 F.| 6 712/9 215] 8 6 | 1 Ib.| 241b. | Cured 
ag Mae 8 07 8/6 7 8 oz.| 3 lb. |Cured 
13}M.;7/17 817 8/31] 8| 15 |6 oz.| 341b. |Curea 
ujan a |5 615 8/17] 1) 10 aR — | Died 
15 M.! 7 10 0/10 5/4]11| 8 | Ni | 241. |Curea 
| 
16/F.; 4/7 0/5 2/41! 9| 15 |1 IbJ 2 Ib. |Cured 
17|M.| 37 0 2/41! 9| 15°] 4 oz.! 121b. [Cured 
18iM.| 5/6 2 615} 9 8 | 4 oz.! 241b. |Cured 
19M.} 4) 412/515]5] 6| 21 | 6 oz. 1łlb. [Cured 
20M. 3/8 12 1/7/ 1| 16 | 4 oz| 1 lb. Opera- 
(total) lossat) (4 wks.| tion 
op. after 
op.) 


* Readmitted. 


TABLE I[I—SUMMARY OF TABLE II 


Average in 
Min. | Max. | 16 successful 
cases 


Cases .. 20] Dose (c.cm.) 
per feed .. 14 7 37 
Deaths ise 1 
Weeks main- 
Operations.. 3 tained... 6 20 9-3 
Cured -» 164 Days in bos- 
pital ae 6 70 14 (13 cases) 


Readmissions 3 
(lL op. 


relieve the condition (table II). Cases 8 and 20 
were similar in that eumydrin seemed to have very 
little effect on the vomiting. Gain in weight was 
absent in both cases and was maintained only with 
frequent saline infusions. At operation, in Case 8 
at the end of three weeks and in Case 20 at the end 
of a week, typical tumours were found. . The third 
child operated on (Case 7) has also been discussed 
under Hospitalisation and Readmission. He 
responded well at first and while on the breast was 
sent home but had to be readmitted later. Only 
slow progress was made, and operation was considered 
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advisable after a further nine days on eumydrin. A 
typical hypertrophied pylorus was found also in this 
case. 

The total time spent in hospital by these three 
patients was 35, 60, and 16 days respectively. This 
includes the time Case 7 spent at home before 
readmission and the prolonged post-operative stay 
in hospital of Case 8 considered advisable because 
of the home circumstances. Eventual recourse to 
operation meant therefore a greatly prolonged stay 
in hospital. The pre-operative deterioration of the 
infants, however, was in each case minimal and the 
immediate post-operative course uneventful. The 
gains in weight in the first month after operation were 
1} lb., 1 1b., and 1} Ib. respectively. 

Deaths.—Case 14 died on the twelfth day after 
admission and nine days after the start of admini- 
stration of eumydrin. Vomiting, constipation, visible 
peristalsis, and a palpable tumour were present on 
admission, and, except that he had, in the first place, 
been a premature child and was smaller than most, 
there was nothing to differentiate him from the others. 
Eumydrin was started on the third day after 
admission, and 5 c.cm. was given before each feed 
without the gradual working up from 1 c.cm. or 
less as in the other cases. Vomits were reduced to 
one or two a day, but the gain in weight was slow. 
At the end of a week eumydrin was increased to 
7 c.cm. per feed. Meanwhile, owing to an error, 
subcutaneous fluid had not been given for three 
days, and the child was much dehydrated. The 
next day he looked less well and his abdomen was 
greatly distended. The eumydrin was immediately 
discontinued, though no other signs of atropine 
poisoning were noted. The abdominal distension, 
together with complete cessation of vomiting and 
motions, continued in spite of all efforts to relieve 
it, and the child died three days later. Post mortem 
there was a definite pyloric tumour, but no other 
abnormality was present. The question of eumydrin 
poisoning in this case has been discussed under Toxic 
Symptoms. 

One other child (Case 8) died after his discharge 
from hospital. Table II shows that (1) his response 
to eumydrin was negligible and he was operated on 
sixteen days after admission, and (2) after operation 
he remained in hospital a further six and a half 
weeks, during which he put on 14 lb. His prolonged 
stay in hospital was thought advisable owing to the 
very poor home conditions. On discharge he appeared 
to be well and taking his feeds well. He was, 
however, readmitted five days later with a broncho- 
pneumonia, from which he died in four days. 


CONCLUSIONS 


(1) Congenital pyloric stenosis responds to 
eumydrin, and many cases can be discharged from 
hospital within a fortnight or less. It is probable 
that, when dehydration and alkalosis are negligible— 
i.e., in those in which vomiting has been present 
for a few days only—hospitalisation will sometimes 
be unnecessary. 

(2) Relief of dehydration and alkalosis before 
eumydrin is administered is of utmost importance 
if toxic symptoms are to be avoided. One case is 
described and others are alluded to in which it is 
believed that a paralytic ileus was induced through 
the use of repeated doses of eumydrin with insufficient 
parenteral fluid therapy. 

(3) The relief of the obstruction is gradual, not 
sudden as in surgery, and the resumption to full 
feeds must be gradual. Stomach wash-outs for the 
first few days are beneficial in that accumulated 
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mucus and curds are removed. The use of breast- 
milk is, as always, of the greatest value. 

(4) Occasional vomits are not incompatible with a 
satisfactory gain in weight, and, when they occur, 
immediate refeeding is almost always successful. 

(5) The response to eumydrin is variable and 
apparently unpredictable. A few cases do not respond 
at all and can be recognised, and should be operated 
on, within a few days. Occasionally children in this 
Series responded slowly, and hospitalisation was 
prolonged or they were readmitted. These cases 
could probably be recognised during the first week or 
ten days and should also be operated on. If the 
home conditions are considered unsatisfactory, or 
close supervision is not possible for the first week or 
two after discharge, a longer period in hospital will 
be necessary. When facilities for adequate protection 
against infection are lacking, such cases should be 
considered unsuitable for medical treatment. It is 
to be hoped that, with further work on this subject, 
it will be possible to recognise the type of patient 
suitable for medical treatment without the delay 
involved in the method of trial and error. 


SUMMARY 


(1) A series of 20 infants with pyloric stenosis 
treated with eumydrin is analysed, 16 being cured, 
3 operated on successfully after eumydrin had failed 
to relieve the vomiting, and 1 dying during treatment 
- with eumydrin. 

(2) Diagnosis was made on a typical history, 
visible peristalsis, and a palpable pyloric tumour. 
Radiography, either as an aid to diagnosis or as an 
indication of response to treatment, was of doubtful 
value. 

(3) Dehydration and alkalosis were relieved by the 
subcutaneous injection of normal saline, before 
eumydrin was administered, and was continued so 
long as daily fluid intake was insufficient. 

(4) Gradually increasing doses of a 1 in 10,000 
solution of eumydrin were given twenty minutes 
before each feed, beginning with 1 c.cm. and reaching 
4-6 c.cm. per feed. 

(5) Gradually increasing feeds (of breast-milk when 
possible) were given after an initial starve of twelve 
to eighteen hours, beginning with 2 drachms two- 
hourly and only reaching full feeds after three or 
four days. 

(6) An initial, and thereafter daily, stomach wash- 
out was given until the residue had become negligible. 

(7) Infants were discharged as soon as vomits were 
adequately controlled, and treatment was there- 
after continued in the home. Eumydrin was dis- 
continued by gradual diminution of the dose at the 
end of six to twelve weeks, depending on the initial 
response to the drug. 

(8) Operation was performed in 2 cases in which 
vomiting was not controlled by eumydrin, and jn 
one other who was discharged and readmitted and 
in whom response was inadequate. 

(9) Transient flushing in one case receiving 8 c.cm. 
of eumydrin per feed was the only observed symptom 
of atropine-like poisoning. Persisting constipation 
may have been due to eumydrin, as may the condition 
of paralytic ileus, with subsequent death, in one 
child in whom the drug was administered before 
dehydration had been relieved. 


I wish to express thanks to Dr. W. J. Pearson not 
only for permission to report the bulk of these cases 
but also for his help and advice both while the cases 
were being collected and in the preparation of this 
paper. In addition it must be recognised that the 
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absence of serious infection in any case of the series 
is due to the care and coöperation of the nursing 
staffs of the University College, the Queen’s, and the 
Princess Louise Hospitals. 
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A MEDIAL APPROACH TO THE 
MID-PALMAR SPACE AND ULNAR BURSA 


By ARNOLD K. Henry, M.B.Dubl., M.Ch.(Hon.) Cairo, 
F.R.C.S.1. 


EMERITUS PROFESSOR OF CLINICAL SURGERY IN THE UNIVERSITY 
OF EGYPT; READER IN SURGERY IN THE UNIVERSITY 
OF LONDON, AT THE BRITISH POSTGRADUATE 
MEDICAL SCHOOL 


Adams McConnell—the first by many years, on 
this side of the Atlantic, to show practical appreciation 
of Kanavel’s work—described in 1913 a method of 
draining the mid-palmar space. : His dorsal incision 
of the web between the fingers, remote alike from 
vessels, nerves, and palmar skin, has never been 
bettered. It is part, however, of its charm that 
surgery leaves room for alternative procedures, and 
the one I shall describe here gives access to the ulnar 
bursa as well as to the mid-palmar space. Advantage 
is taken of a potential loop-hole in the edge of the 
hand by which it is possible to reach the deepest part 
of the palm. The incision, like McConnell’s, leaves 


no palmar scar and is so placed that dependent drain- 


age of space or bursa is got when the hand lies half 
pronated in the normal position of comfortable rest. 


ANATOMY 


The floor of the palm is formed by alternate bones and 
interosseous muscles covered with a loose carpet of 
fascia—a carpet that is separated from the ulnar 
bursa by the mid-palmar space. The bursa enfolds 
the superficial and deep flexor tendons of the middle, 
ring, and little fingers and almost completely fills 
the space. 


The way in.—The opponens of the little finger, the 
deepest hypothenar muscle, lies on the ulnar side of 
the palmar floor concealed by the short flexor and the 
large bulge of the abductor. It is fastened proximally 
to the hook of the unciform and to the anterior 
annular ligament; distally, to the distal three- 
quarters of the fifth metacarpal shaft, on the ulnar 
side of the volar face (fig. 1). Between these attach- 
ments there is a small free portion of opponens 
belly. This free portion, when it has been artificially 
raised and: displaced towards the palm, becomes the 
anterior boundary of a loop-hole that is framed behind 
by the fifth metacarpal base and the joint it makes 
with the unciform (fig. 2). An instrument passed 
through this loop-hole overcomes a check of variable 
resistance and then reaches the mid-palmar space. 
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The hypothenar fascia.—The check is 
caused by the most radial portion of the 
fascia that ensheathes the hypothenar 
muscles and loops them loosely, like a 
sling, to the shaft of the fifth metacarpal. 
The toughness of the membrane, and 
its erratic extensions to neighbouring 
bellies of interossei, vary in different 
persons, 


The deep branch of the ulnar nerve with 
its satellite artery and veins must be 
carefully avoided. The branch leaves 
the main trunk opposite the pisiform 
and sinks gradually into the palm 
between the two superficial muscles of 
the hypothenar group—the abductor and 
the short flexor of the little finger. It 
enters the field of operation as it grazes 
the ulnar side of the unciform hook and 
is there bridged by opponens fibres. Just 
distal to the hook the nerve and vessels 
fortunately bend thumbwards almost at 
right angles, and, fortunately again, the 
bend lies a good finger-breadth radial to 
the loop-hole’s mouth: it is thus avoided 
with certainty by directing the instru- 
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Fre. 1—The landmarks. X, the triquetral boss, from which the 
incision runs along the edge of the fifth metacarpal. The 'arrow 
points to the pit—just distal to the boss—in which is found the loop- 
hole between the opponens muscle and the bone (fig. 2). ‘A forceps, 
aimed along the dotted line, would go through the loophole into the 


ment in a distal direction—for choice, 

towards the head of the third metacarpa 

(fig. 1). | 
THE OPERATION 


bundle. 


The site allows of a long incision, benignly placed, 
that gives every advantage for inspection and 
thorough drainage of a part where pus too easily 
pockets. Blind use therefore of the loop-hole as a 
means of access should be deprecated ; it is merely 
a lucky breach that must be well widened for surgical 
attack. 

Position.—With the patient recumbent under 
general anesthesia, either pronate and turn his upper 
limb till the radial side of the band rests on the table, 
or bring the half-pronated forearm into contact with 
the biceps. The first position has the merit of ulnar- 
flexing the hand and thus relaxing skin and muscle 
so that bony landmarks are easy to feel. At the 
moment, however, of making the incision the wrist 
should be propped straight to unwrinkle the skin. 

The surface guide.—Slide a thumbnail down the 
ulnar border of the patient’s wrist; a thumbs-breadth 
dorsal to the pisiform it will ride over a projecting 


Fie. 2—The loop-hole. The abductor belly has been liberated 
and retracted after the fascia has been slit just in front of 
Next, the deeper fascia in front of its 
base has been divided. Displacement of the free portion of 


the metacarpal edge. 


the opponens palmwards then defines the loop-holo. 


mid-palmar space avoiding and protecting the deep neurovascular 


boss—the cuneiform or os triquetrum—and then 
suddenly dip into a depression or pit distal to the 
boss (fig. 1). In this depression, which leads to the 
loop-hole, the nail touches the hard base of the fifth 
metacarpal immediately behind the hypothenar 
mass. * 


The incision begins on the triquetral boss and goes— 
through skin only—down the whole length of the 
metacarpal edge; skin and fat are reflected just 
sufficiently to allow a view of the bone and of the 
fascia that covers the bulging abductor belly. Pick 
up this fascia close to the ulnar border of the bone ; 
open it lengthwise without injuring the abductor ; 
liberate and retract the muscle palmwards (fig. 2). 
Then pick up and divide a thin fascia just in front of 
the metacarpal base. 

It is now easy to define the loop-hole (fig. 2) by 
raising the free portion of opponens from the bone 


* Alternatively, if the nail slides proximally up the edge of 
the fifth metacarpal, the triquetral boss will bring it to rest 
opposite the pit. 


Fia. 3—The exposure. The loop-hole widened 
and the hypothenar fascia beyond opened, 
exposing the ulnar bursa in the mid-palmar 
space. The flexor tendons are seen through 
the bursa, 
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with the blunt nose of a Mayo scissors; withdraw 
and open the scissors, pass one blade through the 
loop-hole and cut the opponens insertion close to 
the metacarpal shaft, dividing all but the distal 
fibres ; open the residual fascia beyond. The ulnar 
bursa will then be seen—through the wide gap between 
hypothenar mass and palmar floor—bulging into the 
mid-palmar space (fig. 3). Widen the gap still 
further by flexing the hand, especially its little 
finger. The deep neurovascular bundle can be 
protected during this operation with a closed forceps 
introduced three finger-breadths from the skin in the 
direction shown in fig. l—a safeguard due to my 
colleague, Mr. R. Shackman. 

The whole wound drains down in the position of 
normal rest, and the ultimate scar will escape pressure 
in any ordinary activity or posture. 
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ESTIMATION OF SULPHANILAMIDE 
IN BIOLOGICAL FLUIDS 


By A. E. A. WERNER, M.Sc., Ph.D. Freiburg i.Br. 


LECTURER IN CHEMISTRY IN THE UNIVERSITY OF DUBLIN 


In view of the extensive use of sulphanilamide 
(p-aminobenzenesulphonamide) and allied drugs it is 
desirable to have a method for their estimation in 
blood, urine, and other biological fluids which combines 
a reasonable degree of accuracy and sensitivity with 
simplicity of technique. Such a test would help 
the clinician to control the dosage, so as to maintain 
an optimal concentration in the blood and would 
facilitate study of the elimination of the drugs in the 
urine. 

The only methods at present in use which are 
sufficiently sensitive are based on the diazotisation 
of the drugs and the coupling of the resulting 
diazonium salt with a suitable component to produce 
a highly coloured azo-dye. Fuller (1937) first tried 
8-naphthol as coupling agent, but the resulting 
colour was not sufficiently chromogenic. Marshall 
and his co-workers (1937a and b) reported the use 
of «-dimethylnaphthylamine as an acid coupling 
component, and later Scudi (1937) suggested a 
modification involving the use of chromotropic acid. 
There are, however, two disadvantages in these 
methods which hinder their extensive adoption in 
clinical work: first, the diazotisation reaction is 
tedious, for the conditions have to be carefully 
controlled so as to avoid secondary reactions which 
interfere with the development of the proper colour ; 
secondly, neither «-dimethylnaphthylamine nor 
chromotropic acid is sufficiently stable or easily 
obtainable in a sufficient degree of purity to serve 
as a reliable clinical reagent. Moreover I have 
found that the intensity of the colour developed with 
a-dimethylnaphthylamine depends largely on the 
quality of the specimen used—an observation also 
discussed by Marshall (1937) and Stevens and Hughes 
(1938). 


RATIONALE 


The method now proposed has the accuracy and 
sensitivity of the diazotisation methods, is much 
less tedious to perform, and only involves the use 
of reliable clinical reagents. It is based on an 
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original observation made during the routine examina- 
tion of the urine of a patient undergoing treatment 
with sulphanilamide. In testing for urobilinogen 
with Ehrlich’s reagent (p-dimethylaminobenzaldehyde) 
a copious orange precipitate was observed. Numerous 
specimens of urines from other patients receiving 
sulphanilamide were tested in a similar manner 
with Ehrlich’s reagent, and an orange precipitate 
was obtained in all cases in which the sulphanilamide 
concentration was greater than about 0-1 per cent. 
With lower coficentrations a deep yellow colour 
developed, followed in some cases by the slow. forma. 
tion of the orange precipitate. Since aqueous 
solutions of sulphanilamide behaved similarly with 
Ebrlich’s reagent, it was clear that this reaction is 
due to the presence of this drug in the urine and 
therefore provides the basis of a ready method for the 
determination of sulphanilamide in biological fluids. 
Further preliminary experiments showed that the 
yellow colour was proportional in intensity to the 
concentration of sulphanilamide and sensitive to 
about l part in 500,000. It develops rapidly in 
urines diluted 1 in 100 or 1 in 200, at which dilution 
the normal constituents of urine do not in any way 
interfere with the development of the proper colour. 
The colour is also remarkably stable and very suitable 
for colorimetric analysis. 


TECHNIQUES 


The following techniques have been evolved for 
carrying out the estimation in blood and urine, and 
a close adherence to the prescribed conditions is 
necessary to ensure the most accurate and consistent 
results, 


The reagents required are a solution of 3 g. of 
p-dimethylaminobenzaldehyde dissolved in 100 c.cm. 
of distilled water containing 7 c.cm. of concentrated 
sulphuric acid; a solution of 5 g. of trichloracetic 
acid in 100 c.cm. of distilled water; and solutions 
of N/4 sodium hydroxide and N hydrochloric acid. 


Procedure for urine.—The urine is diluted with 
distilled water, so that the diluted solution contains 
0-5-1-5 mg. of sulphanilamide per 100 c.cm. It is 
usually necessary to dilute the urine 1 in 100 or 
1 in 200. To 9 c.cm. of this diluted urine 1 c.cm. 
of Ehrlich’s reagent is added. The yellow colour 
develops immediately to its maximal inténsity and 
is compared directly with the colour produced by 
treating standard solutions of sulphanilamide in 
distilled water in a similar manner with Ehrlich’s 
reagent. 

It has been shown that in man sulphanilamide is 
partly conjugated witl acetic acid and eliminated 
as the acetyl derivative (Marshall, Cutting, and 
Emerson 1937). The sulphanilamide eliminated in 
this manner can be determined by the following 
procedure. Urine 1 c.cm. is placed in a test-tube 
with 2 c.cm. of N hydrochloric acid and heated in 
boiling water for about half an hour. The solution 
is then cooled, neutralised by the addition of 2 c.cm. 
of N sodium hydroxide, and diluted with distilled 
water to a volume of 10 c.cm. This solution is 
appropriately diluted 1 in 20 or 1 in 40, and to 9 c.cm. 
of this diluted solution 1 c.cm. of Ehrlich’s reagent is 
added for the determination of total sulphanilamide. 
The difference between the total and the free gives 
the amount of acetylsulphanilamide eliminated 
(reckoned as sulphanilamide). 


Procedure for blood.—Oxalated blood 1 c.cm. is 
added drop by drop from a pipette to 4 c.cm. of a 
5 per cent. solution of trichloracetic acid. This 
precipitates the blood proteins as a coarse fiocculent 
mass, which is easily filtered to yield a perfectly clear 
filtrate. Next, 2 c.cm. of the filtrate is measured 
into a graduated cylinder and diluted to 3-5 c.cm. 
with N/4 sodium hydroxide to neutralise the free 
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TABLE I—PREPARATION OF STANDARD SOLUTIONS FROM 
POTASSIUM CHROMATE 


Equivalent Equivalent 
Tee of Moncontration of Proton of | concentration of 
1% solution! sulphanilamide f 1% solution | sulphanilamide 
(mg. per 100 c.cm.) | (mg. per 100 c.cm.) 
50 times 0°25 10 times 0:9 
25 0:5 85 » 1:0 
20 om 0-6 T5 » 1-1 
15 0°7 5 > 1-2 
112:5 ,, 0°8 45 y» 1:3 
acid. Then 0-5 c.cm. of Ehrlich’s reagent is added. 


The yellow colour developed is compared with the 
colour obtained with standard solutions of sulphanil- 
amide in distilled water. Itis necessary to neutralise 
the solution before adding the Ehrlich’s reagent, 
because the presence of free trichloracetic acid inter- 
feres with the development of the yellow colour to its 
maximal intensity. The only modification necessary 
in the determination of total sulphanilamide—i.e., 
free plus conjugated—is to heat the 2 c.cm. of filtrate 

for thirty minutes in boiling water and to allow it 


TABLE IIJ—RECOVERY OF SULPHANILAMIDE AND ACETYL- 
SULPHANILAMIDE ADDED TO URINE (MG. PER 100 c.cm.) 


Added Found 
Free | Acetyl Free | Total 
50 | 50 55 100 
50 | 80 50 | 125 
50 100 50 | 150 
S0 80 80 | 160 
80 100 {Tō | 180 
100 50 105 | 150 
100 80 100 | 175 
100 100 100 | 195 


to cool before neutralisation and the addition of 
Ehrlich’s reagent. 

Colorimetric comparison.—For accurate work one 
of the usual types of colorimeter may be used, and the 
1 mg. standard is conveniently set up at 20 mm. 
The development of colour is strictly proportional 
for the range of concentrations 0-25-1:5 mg. per 
100 c.cm. In clinical work requiring only an accuracy 
of about 5 per cent. it is more convenient to use a 


TABLE J1LI—RECOVERY OF SULPHANILAMIDE ADDED TO 
BLOOD (MG. PER 100 C.CM.) 


Found 
Added n eee as 
Human blood e T Sheep’s blood 
— v \ 
3 5 ) 4°5 
S 8 8 
10 9°5 10 
15 15 : 14:5 
20 20 19-5 


simple comparator and a series of standard solutions 
corresponding to 0-25 mg., 0-5 mg.. 0-86 mg.,... up to 
1-5 mg. of sulphanilamide per 100 c.cm. Such a 
permanent set of standards, whose colour is perfectly 
stable and unaffected by prolonged keeping, is 
obtained by diluting a 1 per cent. solution of 
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potassium chromate as given in table I. The 
colours thus obtained match perfectly those given 
with sulphanilamide. 

RESULTS 


Recovery from urine.—The recovery of sulphanil- 
amide and its acety] derivative added in known 
amounts to urine is illustrated by table II. In all 
cases the recovery is quantitative. 

Recovery from blood.—Sulphanilamide “added in 
known amounts is recovered quantitatively from 


TABLE [V—RECOVERY OF ACETYLSULPHANILAMIDE ADDED 
TO BLOOD 


Acetyl- Acetylsulphanilamide found 


sul hanilamide |——-——_-———_-- - -- —=—— 
B me: pas Dilution | Recovered | Dilution | Recovered 
lin 5 (percent.)| lin 10 | (percent.) 

4:5 90 100 

7 87 100 

6 75 100 

10 | 8 80 100 

8:5 85 95 

| 

12 | 9°5 79 96 

| 9 75 100 

15 11 74 96 

10:5 70 100 


specimens of human and sheep’s blood as shown in 
table III. Both in dilutions of 1 in 10 and 1 in 20 
the amount of sulphanilamide adsorbed by the 
protein precipitate is negligible. 

Marshall, Emerson, and Cutting (1937b) have 
reported the selective adsorption of aceto ulohan]. 
amide on charcoal from urine, and therefore the 
possibility arises that in the protein precipitation 
some of the acetylsulphanilamide present in the blood 


TABLE V—SUMMARY OF ANALYSES OF URINES OF PATIENTS 
RECEIVING SULPHANILAMIDE 


V ne aa ee a a — — m. 


Total dose | | Sulphanilamide 
Average 
E ooo output Free | Total | Total | Elimination 
g- | Dara) ON lang. per 100 com), E (ner cent) 
“ie [ae | 800) 6s) age | as 94 
18 | 12 930 | 70 130 | 14-5 80 
25: 5 | 210 | 90 | 180 | 2 80 
18 10 545 | 100 200 | 11 61 
2 ; 5 | 640 | 160 300 9-5 s0 
15 © 4 540 | 200 | §10 | 11-7 78 
| 2150 60 | | 


may be adsorbed and so escape estimation. This 
point was investigated to ascertain the conditions 
under which this adsorption would be reduced to a 
minimum. It was found that if 0-5 c.cm. of blood 
is added to 4-5 c.cm. of the 5 per cent. solution of 
trichloracetic acid—i.e., dilution of 1 in 10 instead 
of the usual 1 in 5—the amount of adsorption is 
negligible. The actual results obtained are shown in 
table IV. 

To illustrate the elimination of sulphanilamide 
in the urine table V contains a summary of the 
analyses of urines of patients receiving this drug. 
It will be noticed that on the average half the 


sulphanilamide is eliminated free and half in the 
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conjugated form as the acetyl derivative. Hence in 
most cases it is unnecessary to hydrolyse the acetyl 
derivative to determine the total elimination of the 
drug, for an approximate figure is obtained by 
multiplying the concentration of free sulphanilamide 
by two. 

In table VI are collected the results of typical 
analyses of the blood of patients receiving sulphanil- 

@ 


TABLE VI—RESULTS OF BLOOD ANALYSES OF PATIENTS 
RECEIVING SULPHANILAMIDE OR M. & B. 693 


| Content of drug in blood 
(mg. per 100 c.cm. A 


Interval | + - 
Last O 
ır dose a Frec Total 
(g.) (hours) |-— Fee ee et ees 
Before | After ' Before After 
dose dose | dose dose 
1 2 2-5 G | 5 95 
3 ams 3:5 s 5 
0:5 2 | 2-5 4 5 8° 
34 = 2.5 — ! ō 
1 i 0 2 0 3 
24 == 3 = 4:5 
5 — 2 _ 3 
0:5 2 2 4 4 : T 
3} | — 2-5 — | t5 
1 2 | 5 |1 9 | 11 
amide or M. & B. 693. The routine dosage was one 


tablet (0°5 g.) three times a day or once every four 
hours. The blood samples were taken a specified 
time after the indicated dose to study the variation 
of drug concentration in the blood with time. 

In all these cases both the dosage and the concentra- 
tion of the drug in the blood are smaller than the 
figures given by Long and Bliss (1937a and b), who 
believe that the desired concentration in the blood 
should be 10 mg. per 100 c.cm. and attain this by an 
initial dose of 1:5-2°0 g., followed by 1 g. every four 
hours. The figures in table VI suggest that the 
therapeutically active concentration of the drug is 
lower, although this remains to be established. 


CONCLUSION 


The method outlined for the estimation of sulphanil- 
amide and its acetyl derivative in blood and urine 
yields highly satisfactory results; it is highly 
accurate and sensitive and is very suitable for clinical 
purposes. It has two very important advantages 
over the diazotisation methods: (1) its much greater 
simplicity in technique, which results in a considerable 
saving of time in carrying out the estimation, and 
, (2) the use of only reliable reagents long familiar. 
to clinical chemistry. It thus places in the hands 
of the clinician a ready means of controlling the 
concentration of sulphanilamide and allied drugs 
in the blood and of studying their elimination in the 
urine, a point which is of particular importance in 
cases of urinary infections treated with sulphanilamide 
or similar drugs. 

The method can also be directly applied to the 
estimation of two derivatives of sulphanilamide that 
have recently been introduced as chemotherapeutic 
agents—namely, M. & B. 693 (2-sulphanilylamino- 
pyridine) and Uliron (4’-dimethylaminosulphamido- 
4-aminobenzenesulphonamide). Under the condi- 
tions described both these substances react with 
Ehrlich’s reagent to produce a deep yellow colour 
suitable for colorimetric analysis. The reaction is 
of the same degree of accuracy and sensitivity as 
with sulphanilamide itself. The same chromate 
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standards can be used as in the estimation of 
sulphanilamide if small correction factors are used 
to allow for the differences in molecular weight of 
the substances. 

The exact nature of the substance formed in this 
reaction has not yet been definitely established ; 
by allowing equimolecular amounts of sulphanilamide 
and Ehrlich’s reagent to react in acid solution the 
orange precipitate formed can be recrystallised 
from hot water and obtained in the form of dark 
red needles with a melting-point of 244° C. and with 
the empirical formula C,,H?,0,N,S. 


I wish to thank Dr. A. Parsons and Dr. R. A. Q. 
O’Meara for many helpful suggestions and to express 
my indebtedness to Dr. C. McSweeney and Dr. 
W. J. Roche of Cork Street Fever Hospital, Dublin, 
for providing samples of blood for analysis. 
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INTERFERENCE DISSOCIATION 
By ©. W. Curtis Barn, M.C., D.M. Oxfd, F.R.C.P. 


PHYSICIAN TO THE HARROGATE GENERAL HOSPITAL ; PHYSICIAN 
IN CHARGE, CARDIOGRAPHIC DEPARTMENT, HARROGATE 
ROYAL BATH HOSPITAL 


Tue term “interference dissociation ’? was intro- 
duced by Mobitz (1923) to explain a condition in 
which the auricles and ventricles seem to be acting 
independently, and yet the ventricular rhythm is 
interrupted at intervals by early beats arising in 
response to stimuli from the auricle. 

The cause of this apparent anomaly is a nodal 
rhythm at an unusually fast rate with a complete 
retrograde heart-block. None of the nodal impulses 
reach back to the auricles, which beat undisturbed 
to the slower sinu-auricular rhythm ; so the P waves 
are upright. This is in contradistinction to reciprocal 
rhythm, in which there is a partial retrograde heart- 
block and the auricles contract in response to stimuli 
conducted back from the node, and so the P waves 
are inverted. But, as in reciprocal rhythm, there is 
no obstruction to forward conduction, though the 
time taken by the impulse may be prolonged; and, 
if a P wave arrives at a suitable moment, the ventricles 
will respond with an early beat. The number of 
early beats depends on the relative rates of the 
auricles and ventricles. If the P wave arrives much 
before the end of T, the ventricle may have already 
responded to the next nodal beat, or the prematurity 
will be so slight as to be doubtful. The fact that the 
ventricular complexes are faster than the auricular, 
as well as the early beats, distinguishes interference 
dissociation from complete heart-block. 

In the case to be described the patient passed 
successively through phases of interference dissocia- 
tion, auricular fibrillation, reciprocal rhythm, nodal 
rhythm, and partial heart-block, so that the nature 
of the arrhythmia is clearly demonstrated. 


CASE RECORD 


A man aged 25 was admitted to the Harrogate 
General Hospital on Feb. 24, 1938, with a two days’ 
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Fie. 1—Interference dissociation. 


ventricular beats marked x occur every fourth beat. 


history of rheumatic fever following a sore-throat a 
week previously. He had polyarthritis. The tempera- 
ture was 102° F. The tonsils were enlarged and septic. 
The heart was not enlarged ; the sounds were evenly 
spaced, and premature beats without a compensatory 
pause were present. There were no murmurs. An 
electrocardiogram (fig. 1) showed dissociation of the 
auricular and ventricular rhythms, the ventricular 
rate being 114, the auricular 86. The P waves are 
upright. Early ventricular beats occur at every fourth 


Note upright P waves at rate of 86 and upright T waves at 114. 


———S 
ES K te = 3 


i 


IIT 


Early 
Fig. 2—Auricular fibrillation. 


clearly seen at every fourth beat with a P-R interval 
of 0-22 sec. The T wave in lead I is now inverted. 
In lead II P waves are apparent only when they occur 
during the S-T period. This patient was liable to have 
nearly iso-electric P waves in lead II (fig. 7), and 
auricular deflections, as in fig. 2, show better when 
superimposed on T waves. 

An electrocardiogram taken on the same day 
(fig. 4) shows the transition from complete to partial 
retrograde heart-block. The first ‘complex in lead II 


3—-Interference dissociation. 
Early beats are seen clearly when P and T summate. In 


Fic. 
Fic. 5—Nodal rhythm. 


beat and always follow a P wave which falls on or 
about the preceding T. The P-R interval of these 
beats is about 0-22 sec. 

The patient was given sodium salicylate gr. 120 
daily, and in two days the temperature was normal. 
Serial electrocardiograms showed the following 
changes. Fig. 2 (Feb. 25, 1938): auricular fibrilla- 
tion. The T waves are diphasic in lead II; in lead III 
they are inverted. Fig. 3 (Feb. 26, 1938) shows 
imterference dissociation at a slower speed, the 
temperature by now being normal. The auricular 
rate is 64, the ventricular 100. The early beats are 


V = 100. A= 64. 


lead II P waves aro only apparent when P is super- 
imposed on T. In lead I T is inverted. 


T in lead I is just upright. 


has the upright P of dissociation in the S-T interval. 
The second has the inverted P of partial retrograde 
heart-block, the Q-P interval being 0:24 sec. The 
third complex has the same Q-P interval, and the P 
is answered by the next ventricular complex, which 
is early (reciprocal rhythm). The rhythm then reverts 
to dissociation, and in the next complex P slurs the 
upstroke and downstroke of R; and in the last an 
upright P occurs just after R. Lead III shows a 
regular nodal rhythm at a rate of 75, the Q-P interval 
being 0°08 sec. 

Fig. 5 (Feb. 27, 1938) shows nodal rhythm. The 


Fic. 4—Upper strip (lead II) V 1 shows dissociation with upright 
V 2 shows partial retrograde heart-block 
with inverted P (Q-P 0°24 sec.). V 3 shows a similar Q-P time. 
This P is answered by V 4 (marked x), reciprocal rhythm. V 5 


P in the S-T interval. 


Fic, 6—Partial heart-block. P-R 0°26 sec. 


and V 6 show dissociation with P 5 slurring R õ and P 6 following 


R 6. Lower strip (lead IIT) shows nodal rhythm at 75. 


Fig. 7—Normal. Note small diphasic P in lead II. 
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T wave in lead I is now just upright. Fig. 6 
(March 3, 1938) shows partial heart-block with a 
P-R of 0°26 sec. Fig. 7 (March 11, 1938) shows 
normal rhythm; the P waves in lead II are small 
and diphasic. 

No valve lesion developed. The tonsils were 
removed on April 11, 1938. The patient made an 
uninterrupted recovery. At no time did he receive 
digitalis. 

DISCUSSION 

Transitory interference dissociation at relatively 
slow speeds may arise from various causes, though 
_ rheumatic infection is important among them (Cutts 
1937). Regularly recurring cycles of interference 
beats with fast ventricular rates have only been 
recorded in young people with severe infections 
associated with fever. The first example with a cycle 
of seven beats was published by White (1916) under 
another title in a woman of 24 with a peritonsillar 
abscess, Other instances have been recorded in 
rheumatic fever hy Oettinger and Neslin (1932, 
Case 5) in a youth of 19, with a cycle of five beats, 
and by Cutts (1937, Case 5) in a man of 21, with a 
cycle of two beats; in pneumonia by Mobitz (1923) 
in a girl of 19, with a cycle of five beats; and in 
typhoid by Geraudel (1932) in a boy of 11, with a 
cycle of six beats. 

The temporary inversion of the T wave with 
auricular fibrillation in the patient here described 
are evidence of a generalised cardiac infection. The 
later recovery phases of reciprocal rhythm and nodal 
rhythm support the idea of depression of conductivity 
in the auricle combined with a primary depression of 
excitability in the sinu-auricular node as the cause 
of interference dissociation. 


_ SUMMARY 


A case of interference dissociation is described in a 
patient with rheumatic fever, who passed later 
through phases of auricular fibrillation, reciprocal 
rhythm, nodal rhythm, and partial heart-block to 
normal. 

The mechanism and ætiology of the arrhythmia are 
discussed, 
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GOUT FOLLOWING SALYRGAN 
DIURESIS * 


By N. Lioyp Price, M.D. Brist., M.R.C.P. 
LATE DEPUTY MEDICAL SUPERINTENDENT, SOUTHMEAD 


HOSPITAL, BRISTOL ; OUT-PATIENT PHYSICIAN, 
BRISTOL CHILDREN’S HOSPITAL 


(From the Department of Public Health, Bristol) 


ALTHOUGH mentioned by Hench (1936) the 
occurrence of gout after the use of Salyrgan for the 
relief of æœædema in congestive heart failure does not 
appear to be widely recognised. Five such cases 
are described in this paper, and the fact that they 
were observed within a period of little more than a 
year suggests that the association cannot be so very 
uncommon. A possible bearing on certain aspects 
of pathogenesis, which is discussed later, is an added 
reason for recording them. 


® A résumé of the case reports was read to the International 
Conference on Rheumatic Diseases at Bath on April 1, 1938. 
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In all five cases salyrgan was given intramuscularly 
in doses of 1 c.cm. on alternate days and supplemented 
by ammonium chloride gr. 20 three times a day by 
mouth, All the patients were kept strictly at res 
and on a reduced fluid intake. ' 


CASE RECORDS 


CASE 1.—A man, aged 79, had arterio-sclerotic 
heart failure with auricular fibrillation and consider- 
able cedema. The exhibition of salyrgan was followed 
by a brisk diuresis, which reached a ‘‘ critical ” level 
of 4 pints 13 oz. on the ninth day, with great reduction 
in œdema. On the following day a red, cedematous, 
and acutely tender area developed on the ulnar 
aspect of the right wrist and hand, which cleared 
up with colchicum. There was a tophus in the 
right ear and tophaceous deposits in the left olecranon 
bursa, which later became the seat of an acute gouty 
inflammation. The patient gave a history of typical 
gout in the great toe on several previous occasions, 
Radiograms of the hands showed 
characteristic gouty changes in the phalanges and 
metacarpals. The blood uric acid measured when the 
height of the attack had passed was 3:13 mg. per 
100 c.cm. 

This patient died six weeks after the appearance 
of the gout, with return of cedema and increasing 
signs of failure. 


CASE 2.—A man, aged 62, had hypertensive heart 
failure with bundle-branch block and considerable 
cedema. Salyrgan produced a very brisk diuresis 
reaching a maximum of five pints on the seventh day 
and six pints on the eighth day with great reduction 
inthe cedema. On the ninth day this patient developed 
typical acute gout in the right great toe and on 
the dorsum of the right foot. He gave a history of 
recurrent gout over a period of twenty years and a 
strong family history. 

The blood uric acid at the height of the attack 
measured 4:7 mg. per 100 c.cm., and at this time the 
uric acid in the cedema fiuid was 6-2 mg. per 100 c.cm. 
Subsequently with increasing signs of heart failure 
the blood uric acid rose to 8 mg. and the cdema 
fluid uric acid to 10 mg. Despite the high uric acid 
levels in blood and tissue fluid during the later stages, 
there was no return of acute gout. The patient died 
in a waterlogged condition three weeks after the 
appearance of gout. 


CASE 3.—A man, aged 64, who had hypertensive 
heart failure with cedema, developed acute gout in 
both great toes five months after admission to hospital, 
and after rather prolonged treatment with salyrgan 
and ammonium chloride. He gave a history of 
several previous attacks, the last of them seven years 
ago. The largest 24-hour urinary output recorded 
during treatment in hospital (4 pints) occurred 
three days before the onset of the gout. His condition 
deteriorated rapidly after the gouty attack and he 
died one week later. 


CASE 4.—A man, aged 42, had congestive heart 
failure secondary to syphilitic aortitis, Wassermann 
reaction +-+. There was a history of gout in the 
left great toe two years ago. In addition to salyrgan 
and ammonium chloride this patient also received 
potassium iodide in doses up to 30 grains three 
times a day and injections of bismuth. There was a 
good diuresis reaching a maximum of nearly 5 pints 
on the ninth day after commencement of treatment. 
On the day following this he developed acute gout in 
the left great toe. There was a second attack two 
weeks later, when the blood uric acid measured 
3-7 mg. per 100 c.cm. He died six weeks after the 
first attack of gout. 


CASE 5.—A man, aged 73, had moderate congestive 
failure with auricular fibrillation. There was only 
slight cedema on admission, but this became much 
more pronounced later, following symptoms of an 
acute coronary occlusion. The patient was given a 
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few injections of salyrgan on admission and this was 
then discontinued. Later salyrgan was resumed on 
account of increasing cedema. Nine days after 
commencement of the second course of salyrgan, 
and following an exceptional 24-hour diuresis, acute 
gout developed in the right great toe. The patient 
gave a history of probable gout two to three years 
previously. He went out of hospital against advice 
five weeks after the appearance of the gout and ae 
ten days later. 


COMMENT 


The following features are common to all these 
Cases : 

(1) All had previous histories of gout. 

(2) The attacks were always immediately preceded 
by a “critical” diuresis, which in four out of five 
cases occurred 7-9 days after commencement of 
salyrgan therapy. 

(3) The height of the blood or edema fluid uric 
acid did not appear to be of primary importance in 
determining the onset of gout. This was well brought 
out in estimations of blood and œdema fluid uric acid 
in Case 2. In certain other cases of cardiac failure 
which were studied it was not uncommon to find 
blood uric acid figures as high as 10 mg. per 100 c.cm. 
prior to death ; yet these patients did not at any time 
develop gout. The two factors essential for the 
development of the attack appeared to be a previous 
history of gout and a mony brisk diuresis in response 
to salyrgan. 

(4) The onset of gout following the use of salyrgan 
in cardiac failure is of grave prognostic significance. 
It seems to be usual for patients to succumb within a 
few weeks of the attack. It may be that gout only 
develops after forced diuresis in patients in the terminal 
stages of cardiac failure, or gout may have some 
deleterious effect on the cardiac condition. This 
raises the question of the desirability of using mercurial 
diuretics like salyrgan in patients giving a history of 
gout, since it seems possible that too successful a 
diuresis may be dangerous. 


DISCUSSION 


The sequence of a copious diuresis followed by an 
acute gouty attack formed a remarkably constant 
event in this series. The idea that such diuresis 
acts by a mere mechanical concentration of uric 
acid in the tissues must be dismissed. Serial estima- 
tions of uric acid in the edema fluid in Case 2 and in 
certain other non-gouty cases of congestive heart 
failure treated with salyrgan demonstrated con- 
clusively that salyrgan diuresis produces an absolute 
reduction in uric acid concentration in the tissue 
spaces. In other words, when œdema is maximal, 
uric acid concentration is also maximal, and vice 
versa, 

I suggest that this preliminary diuresis is of critical 
significance in salyrgan-induced gout. The fact 
that the ordinary or “‘ spontaneous ” attack of gout 
is also preceded by a diuresis seems in recent years 
to have been overlooked although noted as a clinical 
observation by Scudamore as long ago as 1816, 
by Fothergill (1883), and by Duckworth (1890). 
Most modern descriptions of the disease emphasise 
the scantiness of the urinary output throughout the 
attack. The explanation possibly lies in the transient 
nature of the diuresis, and in the fact that it is 
immediately followed by a marked urinary diminution 
at a time which coincides with the appearance of 
the acute signs of inflammation. The reality and 
importance of this prodromal diuretic phase in the 
gouty cycle have been emphasised by Talbot, 
Jacobson, and Oberg (1935), and more recently by 
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Talbot and Coombs (1938), in a careful quantitative 
study of the water and mineral exchange in acute 
gout. These workers have shown that in a typical 
attack the first event is an increase in urinary fluid 
output together with a greatly increased excretion 
of electrolytes, especially sodium and potassium, 
chloride, phosphate, and urate. The most striking 
feature appears to be the mobilisation and increased 
excretion of sodium chloride and water which precedes 
the appearance of gouty inflammation of joints or 
tissues by one or more days. 

In view of these observations the nature of the 
diuresis effected by salyrgan in the edematous subject 
assumes considerable interest. Fortunately, the 
results of several intensive investigations of this 
question are already available (Herrmann et al. 1932, 
1933, Bryan et al. 1935, Stockton 1936), and, although 
there is evident divergence of opinion as to the site 
of action of salyrgan, there is a general agreement 
that the result of salyrgan activity is a greatly 
increased excretion of water and body electrolytes. 
Particularly remarkable is the enormous output of 
water and sodium chloride, in which the mercurials 
far outstrip digitalis or drugs of the purine group. 

Thus it appears that the ‘critical’? diuresis 
achieved by salyrgan closely parallels a “critical ” 
diuresis preceding the ordinary attack of gout. 
There is, of course, a quantitative difference in terms 
of urinary fluid output, but from the figures of 
Talbot and his co-workers it is evident that there are 
wide variations in urinary mineral concentration 
in the prodromal phase of spontaneous gout, implying 
a coincident disturbance in body electrolytes, almost 


as profound as that induced by salyrgan in the 


cedematous subject. 

If factors are to be sought common both to the 
spontaneous and to these artificially induced attacks, 
attention should surely be directed to this prodromal 
disturbance in electrolyte balance. Many vital 
aspects of the problem of gout are still shrouded in 
uncertainty, and it may well be that their ultimate 
solution-lies here rather than in the restricted terrain 
of uric acid metabolism. 


SUMMARY 


(1) Five cases of congestive cardiac failure are 
described in which attacks of gout followed one 
produced by salyrgan. 

(2) All five cases gave a history of previous gout. 

(3) The development of gout in a patient receiving 

salyrgan indicates a bad prognosis. 

(4) The attacks of gout appear to be aus to the 
diuresis rather than to the level of the blood uric 
acid, and it is suggested that the associated disturb- 
ance of electrolyte balance is of considerable importance 
in their causation. 

Four of the five cases were admitted to Southmead 
Hospital under the immediate care of Prof. Bruce 
Perry, whom I have to thank for much valuable 
criticism and advice. 
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POLIOMYELITIS TREATED BY TILTING 
STRETCHER 


By James A. Kerr, B.Sc., M.D. Glasg., D.P.H. 


MEDIOAL OFFICER OF HEALTH FOR GRIMSBY 


IN view of the widespread interest in the Both 
or Drinker respirator and other types of resuscitation 
apparatus, I think it may be useful to give an account 
of a case of poliomyelitis which was treated by my 
colleagues when I was on leave. 


A boy aged 9 was admitted to the Grimsby Corpora- 
tion Hospital on August 13, 1938, with extensive 
paresis of arms, legs, and abdominal muscles. The 
onset was on August 6 with malaise, headache, and 
vomiting, and the onset of paralysis on the day of 
admission. There was no history of contact with 
a known case. 

On admission the deep reflexes were absent and 
the plantar reflexes flexor, the abdominal reflexes 
were absent, and the patient was unable to sit up 
or flex his neck. The diagnosis was obvious, but 
was confirmed by the findings of the cerebrospinal 
fluid, which were as follows :— 


Cells Nearly 200 mononuclears per c.mm. 
Protein .. 75 mg. per 100 c.cm. 

Globulin .. a e» Trace. 

Wassermann reaction .. Negative. 

Lange curve . 0003410000. 


On August 16 the legs were put up in plaster. 
On the 19th all the intercostal muscles on both sides 
became paralysed and there was weakness of the left 
leaf of the diaphragm, which rapidly led to dyspncea 
and cyanosis: In anticipation of such an emergency 
a stretcher had been fitted on a tilter apparatus 
supplied by the Tor Equipment Co., Ltd., Croydon. 
This was based on the principle of the rocking method 


of resuscitation described by Dr. F. C. Eve of Hull. © 


The boy was at once placed on this stretcher and 
rocking was commenced and dyspnoea and cyanosis 
were relieved within ten minutes. 3 

As no motor apparatus was available the boy was 
swung continuously for five days at the rate of 12 
rockings per minute, and during this period the 
intercostals and diaphragms gradually resumed 
function. The angle through which the stretcher 
was swung was about 35° from the horizontal on either 
side. On the fifth day the tilting was discontinued 
for twenty minutes every two hours, and the time 
of stopping was increased each day until on the 
eighth day he was being swung for twenty minutes 
every two hours. On the ninth day (August 27) 
he was permanently removed from the stretcher. 

Two points of exceptional interest were the relative 
ease of nursing as compared with other types of 
resuscitation apparatus, and the patient’s mental 
reactions to the treatment. The boy fortunately 
had no pharyngeal paresis while on the stretcher 
and was on relatively full diet, his appetite being 
exceptionally good. His diet was roughly as follows : 
for breakfast he had bacon and tomato; for dinner, 
chicken and potato; and for tea, jelly, bread, and 
butter. Besides these he had fruit and adequate 
fluids during the day. 

Tilting was stopped for feeding in the horizontal 
position. For washing and changing he was stopped 
for as much as thirty minutes, and for bed-pans 
five minutes. While on the stretcher he had full 
sphincter control and had a daily motion, but increas- 
ing constipation necessitated an enema on the fifth 
day, for which the rocking was stopped for half 
an hour. 

The boy’s mental reactions were interesting. For 
the first two hours his anxiety was divided by the 
fact that ‘‘ he could not get his breath ” while not 
being swung, and the fact that the swinging tended 


‘require 1-4 c.cm. of urine. 


to give rise to nausea. This latter proved to be 
transient and after the first two hours, when he was 
stopped for general attention, he cried to be swung 
again as there was so much relief to his respiratory 
embarrassment while swinging. 

On Sept. 6 his arms also were put into plaster 
in a state of abduction, and two days later there was 
a sudden alarming onset of tachycardia. As there 
was no cardiac enlargement, a diagnosis of loss of 
vagal control, rather than myocarditis, was made. 
This temporary phase passed off and as soon as the 
international situation settled down he was transferred. 
on Oct. 14 to the orthopeedic annexe of the Grimsby 
and District Hospital. Later, on Dec. 5, in view 
of the better educational facilities there, he was again 
transferred to the Harlow Wood Orthopedic Hospital, 
where he is now making slow and steady progress 
towards recovery. . 


In the opinion of my colleagues there is no doubt 
that this boy would have died had it not been for 
the use of this tilting stretcher, and that it was the 
most suitable type of resuscitation apparatus for 
this particular case, the ease of nursing over such a 
long period being remarkable. No record can be 
traced of any similar type of respiratory paralysis 
requiring such prolonged treatment, and surviving. 


EXAMINATION OF SMALL QUANTITIES 
OF URINE 


By C. E. Doxes, M.D. Edin., M.Sc. Lond., D.P.H. 


PATHOLOGIST TO ST. PETER’S HOSPITAL FOR STONE AND TO 
ST. MARK’S HOSPITAL, LONDON 


\ 


Most urine tests are based on the assumption that 
an ample supply is available for examination, and the 
usual clinical tests are not always suitable when the 
supply of urine is restricted. This is particularly 
true of the methods of estimating urea, most of which 
Just as accurate results 
can be obtained with much smaller quantities, and 
the object of this paper is to describe a method whereby 
urea may be estimated in only 0-1 c.cm. of urine. 
This is useful for the examination of small quantities 
of urine collected by catheterisation of the ureters 
and for the analysis of small quantities of discharges 
to decide whether or not these contain urine. A brief 
description will also be given of a way in which it is 
possible, with 0-5 c.cm. of urine, to carry out a fairly 
thorough examination, including not only the quan- 
titative estimation of urea but also estimation of 
specific gravity, microscopic examination for blood, 
pus, casts, and crystals, and bacteriological tests. 


ESTIMATION OF UREA IN 0-1] C.CM. OF URINE 


The urea is estimated by the hypobromite method, 
the gas being collected and measured in a Van Slyke 
volumetric gas apparatus or in the Fowweather 
modification (in which the two-way chamber below 
the stopcock is replaced by a bulb). Both these pieces 
of apparatus are familiar to laboratory workers and 
so need not be described in detail. The reagents for 
the hypobromite mixture are (1) bromine solution 
prepared by dissolving 60 g. of potassium bromide 
in 100 c.cm. of water and adding 2°5 c.cm. of bromine, 
and (2) a 40 per cent. solution of sodium hydroxide. 
These solutions are kept separately in stoppered 
bottles. For each urine test 0:75 c.cm, of the bromine 
solution is mixed with 1-25 c.cm. of sodium hydroxide. 


In carrying out the urine test the chamber of the 
Van Slyke (or Fowweather) apparatus is first filled 
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with mercury completely, including the channels in 
the two-way stopcock above. About 1 c.cm. of water 


is run into the cup and 0-1 c.cm. of urine measured 


accurately with a teated blood pipette and mixed 
with the water in the cup. This diluted urine is 
admitted into the chamber by turning the upper 
stopcock and the cup washed out with a few drops 
of water and this also admitted. Finally the 2 c.cm. 
of freshly prepared alkaline hypobromite is pipetted 
into the cup and run into the chamber. No bubbles 
of air must be allowed to enter with these liquids. 

The lower stopcock is now closed and the apparatus 
taken from the stand and inverted to mix the contents. 
It is then: replaced in the stand, the lower stopcock 
opened, and the levelling bulb lowered so as to 
reduce the pressure. This causes a rapid liberation of 
nitrogen from the urea. While the levelling bulb 
is still lowered, the stopcock beneath the chamber 
is closed so as to maintain the reduced pressure and 
the whole apparatus shaken for about half a minute. 
It is then returned to the stand, the lower stopcock 
opened once again, and the pressure within the 
apparatus adjusted to that of the atmosphere by 
moving the levelling bulb until the mercury stands 
at the same height in this and in the chamber. The 
lower stopcock is now closed once more and the 
apparatus shaken once again for half a minute. The 
object of this second shaking is to redissolve any 
gases Other than nitrogen which have been liberated 
during the previous reduction in pressure. Finally 
the apparatus is replaced in the stand, the level of 
‘the mercury in the chamber and levelling bulb once 
more set at the same height, and the volume of gas 
read from the scale. | 

Calculation.—When 0-1 c.cm. of urine has been 
taken for analysis, the volume of gas evolved multi- 
plied by 2-8 expresses the urea in the urine as 
grammes per cent. 

Example 
Gas evolved, 0:5 c.cm. 
Then urine urea = 1:4 per cent. 

Explanation of formula.—Expetiment has shown 
that with this method 1 g. of urea evolves 357 c.cm. 
of N (not the theoretical value of 373 c.cm.). 

Since 357 c.cm. of N is derived from 1 g. urea, then 
1 
357 * 

(Where x represents the c.cm. of N found to be evolved from 
the 0:1 c.cm. of urine. 

If 0-1 c.cm. of urine contained 557 x ig. urea, then 


1000 | # 
357 X 1g urea 


T 
x » ” 9” 1 g. urea. 


100 `o ” ” 


= 2°80168 z g. urea. 
For practical purposes this may be accepted as 2°8 x. 


This method of estimating the urea in urine has 
been in constant use at St. Peter’s Hospital for Stone 
for the last ten years and has proved to be the quickest 
and most reliable of several methods tried. Miss 
Douglas, research assistant at the hospital, has 
recently carried out a long series of comparisons with 
other methods for the purpose of testing its accuracy. 
Duplicate tests were undertaken on more than 140 
specimens of urine with the hypobromite method and 
three ditferent urease methods, and the results were 
found to correspond very closely. The urease methods 
chosen for comparison were (1) Cole’s method (1937) 
and two modifications, (2) the direct Nesslerisation 
method described by Taylor, Hayes, and Wells 
(1937), and (3) Conway’s micro method (1933). The 
correspondence was not exact but sufficiently close 
for clinical purposes. If, for instance, the exact 
amount of urea in urine was 2 per cent., all methods 
gave approximately the same result, but if the urea 
percentage was high—say about 3—it was generally 
found that Cole’s method and the Nesslerisation 
technique gave readings of about 2-9 and the hypo- 
bromite method about 3-1 per cent. The fact that 
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with very concentrated urine the reading with the 
hypobromite method may be a decimal point or two 
higher than the correct figure—e.g., 3-5 or 3-6 instead 
of 3-4—is not a serious disadvantage. Such a slight 
inaccuracy as this is of no importance in the examina- 
tion of ureteric catheter specimens, when the main 
object of the test is to ascertain whether each kidney 
is able to excrete a concentrated urine and to make 
a comparison of the concentration of urea in the 
urine from each ureter. For this purpose the hypo- 
bromite method described is thoroughly reliable and 
uses up only 0-1 c.cm. of each urine. 


OTHER LABORATORY TESTS ON SMALL QUANTITIES OF 
URINE l 


Specific gravity.—The best method of estimating 
the specific gravity in ureteric catheter specimens 
is to weigh the urine in a small specific-gravity bottle, 
but at least 5 c.cm. is required for this test alone. 
If only smaller quantities than this are available, 
the specific gravity may be estimated by preparing 
a mixture of carbon tetrachloride and xylol, adding 
a drop of urine, and noticing whether this sinks or 
floats. Carbon tetrachloride or xylol is added until 
the drop remains suspended half-way. The specific 
gravity of the mixture is then taken with a hydro- 
meter. Thorough mixing is essential before each 
addition. 

Microscopical eszaminatioan.—The best method of 
examining for pus, blood, casts, and crystals is to 
use a cerebrospinal fluid counting chamber (Fuchs- 
Rosenthal or similar pattern with a space of 0-2 mm. 
between the coverslip and platform). This is par- 
ticularly suitable for the detection of pus in ureteric 
catheter specimens and for accurate comparison of 
the number of leucocytes in the urine from each 
kidney. A few leucocytes and epithelial cells are 
always found in ureteric catheter specimens. Urine 
may be said to contain a few pus cells or an excess 
of leucocytes if there are between 10 and 100 leuco- 
cytes per cubic millimetre and “large quantity of 
pus” when the cells number more than 500 
(Dukes 1928). 


Bacteriological tests—Films may be made by 
evaporating a thick drop of urine on a microscope 
slide, keeping the drop confined to small limits by 
placing it within a circle marked by a glass writing 
pencil. Bacteriological cultures are made by spreading 
another drop of the urine over culture media. 


ORDER OF PROCEDURE RECOMMENDED IN ROUTINE 
EXAMINATION 


The following is the order of procedure recommended 
for examination of 0-5 c.cm. of urine obtained by 
catheterisation of ureters. Each of the following 
five tests can be carried out on 0-1 c.cm. 


(1) Take a sterile pipette and transfer one drop 
of urine to culture media. 

(2) With the same pipette place another drop of 
urine (approximately 0-1 c.cm.) within a circle on 
a slide and leave this to dry on a microscope lamp 
or in the incubator. 

(3) With the same pipette run a drop of urine into 
the counting chamber (C.S.F. pattern) for micro- 
scopical examination for blood, pus, casts, and 
crystals. 

(4) Measure accurately 0-1 c.cm. of urine with a 
blood-sugar pipette and use this for estimating urea 
by the hypobromite method described. 

(5) The remainder of the urine may be used for 
the specific-gravity test if so desired. It is difficult 
to measure the specific gravity accurately by the 
carbon tetrachloride and xylol method, and in most 
cases the last few drops of urine would be better 


/ 
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spent in repeating the urea estimation or providing 
a more generous portion for culture. 


I am grateful to Miss Hilda Douglas, M.Sc., for 
carrying out the control tests on the hypobromite 
method. . 
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GRANULOMA VENEREUM TREATED WITH 
M. & B. 693 


By A. O. Frereusson Ross, M.D. Edin., D.P.H. 
HON. SURGEON, LOOK DEPARTMENT, ROYAL INFIRMARY ù; MEDICAL 
OFFICER IN CHARGE, SEAMEN’S DISPENSARY ; LECTURER 
IN SPEOIFIO DISEASES, UNIVERSITY OF LIVERPOOL 


GRANULOMA venereum, a venereal disease of the 
tropics, is rarely seen even in the large seaports in 
` this country. The incubation period is 7-14 days. 
The typical lesion develops on the genitals or the 
pubic or inguinal regions and consists of a circular 
ulcer, sharply punched out, with a rolled edge slightly 
undermined and a deeper excavation in one sector 
near the periphery of the ulcer, giving the appearance 
of a sump pit. The base of the ulcer is smooth and 
reddish-brown. There is a copious thin serous dis- 
charge with a penetrating odour but no slough. The 
causal organism is generally regarded as a bipolar 
staining inclusion-body first described by Donovan 
- in 1905, and it is found in scrapings from the actively 
ulcerating portions of the lesions. The ulceration is 
deep, spreads rapidly, and may open into the urethra, 
causing a troublesome fistula. 

Diagnosis is made from the clinical history and 
appearances, by demonstration of Donovan bodies, 
by biopsy and demonstration of the characteristic 
pathology of the active edge of the ulceration,! and 
by the exclusion of syphilis, carcinoma, chancroid, 
and the so-called ano-rectal syphiloma, or esthioméne, 
of lymphopathia venerea. 

Treatment by intravenous or intramuscular injec- 
tions of antimony checks the ulceration, and cica- 
trisation ensues. Thyroid gland orally and X rays 
or 1 per cent. tartrated antimony ointment locally 
are sometimes used to hasten healing. 


1Manson-Bahr, P., and Anderson, S. M. (1927) Brit. J. 
vener. Dis. 3, 12. 


Fic. 1—Granuloma venereum of penis as seen on patient’s 
admission to hospital: A, lateral aspect; B, anterior aspect. 


CASE RECORD 


The patient was an English fireman, aged 24, with 
no history of previous venereal disease. He had had 
intercourse in Para, Brazil, with a native woman 
about Sept. 20, 1938. Ulceration of the penis was 
noted on Oct. 4, 1938. The ship’s surgeon reported 
that in spite of the application of mercurials and 
strong permanganate lotion the ulceration proceeded 
rapidly. The patient reported at the Seamen’s 
Dispensary, Liverpool, on Oct. 19 with extensive 
ulceration of the glans and prepuce. A provisional 
diagnosis of granuloma venereum was corroborated 
by the discovery of Donovan bodies in scrapings 
from the ulcer. 

The glans showed hypertrophic raised areas of 
mucous membrane and moderately deep clean 
ulceration, with a smooth red-brown base, extending 
laterally upwards and backwards from the meatus. 
The prepuce at first sight appeared to have had a 
dorsal slit recently performed, since there was a 


l A E B 
Fig. 2—Same case as fig. 1, after a fortnight’s treatment 
with M. & B. 693:, a, anterior aspect; B, lateral aspect. 


large V-shaped raw wound involving the entire free 
edge (fig. 1). The apex of the V and the broadest 
part of the ulcer were in the ventral middle line. The 
entire distal extremity of the penis was tender, 
swollen, and distorted. There was no inguinal lymph- 
adenitis. The patient was pale and hollow-eyed and 
looked ill and as if he had had no sleep. 

After the ulcers had been cleaned with saline and 
absolute alcohol had been applied, the serum obtained 
on three successive days showed no Spirocheata pallida. 
The Frei and Reenstierna tests were negative, thus 
excluding lymphopathia and chancroid respectively. 
The Meinicke test was negative on five occasions, 
but the Wassermann was ‘“ doubtful ” in 1/5 serum 
and weakly positive in 1/1 serum on four occasions 
and did not become completely negative. till the 
ulceration had healed. Donovan bodies were found 
in scrapings. 

Dressings of normal saline were ordered during the 
period of search for spirocheetes, and thereafter oint- 
ment of zinc oxide was used locally. M. & B. 693 
six half-gramme tablets daily was the only general 
treatment, and administration was continued till com- 
plete epithelialisation had taken place—i.e., 14 days 
after commencement of general treatment. 

M. & B. 693 was begun on Oct. 21, and immediate 
improvement was noted not only of the local condition 
but also of the general condition. By the 26th the 
ulceration of the glans was three-parts healed and 
quite half of the prepuce. On the 31st the lesions of 
the glans had epithelialised, and the raw area of 
the prepuce was reduced to a small oval area, about 
1:5 cm. in length, at the most dependent part, and 
on Nov. 3 healing was complete (fig. 2). There has 
been no recurrence to date (Nov. 14th) and the penis 
is neither cedematous nor tender. 

My thanks are due to Dr. W. M. Frazer, medical 
officer of health for the city and port of Liverpool, 
for permission to publish this case. : 


B 
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Meningiomas : 

Their Classification, Regional Behaviour, Life History 
and Surgical End Results. By HARVEY CUSHING, 
M.D., surgeon-in-chief, Peter Bent Brigham Hos- 
pital, Boston ; Sterling professor of neurology, Yale 
University. With the collaboration of LOUISE 
EISENHARDT, M.D., assistant professor of pathology, 
Yale University. London: Bailliére, Tindall and 
Cox. 1939. Pp. 785. £3 7s. 6d. 


A MONOGRAPH from Dr. Cushing’s pen is an event 
in the neurological world, and the present long- 
awaited work, which surpasses its predecessors in 
bulk and excellence, is no exception. The menin- 
giomas comprise some 14 per cent. of the primary 
intracranial tumours and for the most part lend them- 
‘selves to surgical intervention, though extirpation 
may need heroic measures. The hazardous character 
of the enterprise and the colossal size to which these 
tumours may grow (400 grammes and over) combine 
to stimulate in neurological surgeons an attitude 
reminiscent of the enthusiastic angler. Some such 
sentiment doubtless lies behind the loving care 
‘which clearly has been lavished in compiling these 
records. 

From the preface we learn that the work was first 
projected in 1917 but was then abandoned in order 
to deal with the acoustic nerve tumours. At that 
time 60 tumours in the meningioma group had been 
-collected. By 1932, when the work was resumed, 
the number had grown to 313. This, while magnifying 
‘the labour needed to survey the whole field, has 
also brought a clearer perspective and a more 
-certain knowledge of the end-results of operative 
“treatment. | 

The tumours are divided into groups according 
to their sites of origin and are described in order 
following the direction of flow of the cerebrospinal 
fluid. In each group one case at least is fully 
described and sets of tables provide the essential 
‘features of the rest. The reader is inevitably carried 
-along by the easy, often colloquial, prose so full of 
the humanity and engaging candour of the senior 
author. Precision of statement has sometimes been 
sacrificed to narrative style or even to wit, but 
‘the aphorisms and stray philosophical comments 
on subjects such as euthanasia provide ample 
-compensation. 

In contrast to some monographs of this type 
pathology receives adequate treatment, and in this 
Dr. Cushing has been fortunate in having the close 
and careful collaboration, over a period of many 
years, of Dr. Eisenhardt, now curator of the brain 
tumor registry at Yale. The predilection of the 
-angioblastic meningiomas in this series for the neigh- 
bourhood of the torcula calls for the corroboration 
or otherwise of other workers; as does the greater 
tendency of this type to recur after surgical 
removal. 

The senior author is not averse to a stray dig at the 
pathologists (vide p. 716), but admittedly, as he says, 
** one does not get the whole story from the autopsy ” : 
if one did, a far less lively and attractive account 
of this subject would have resulted. Historical 
matters are fully treated and the authors’ own 
observations are freely interspersed with references 
to the experiences of others, to which the bibliography 
of 531 papers is good testimony. 

The copious and excellent illustrations add to the 
-value of the work. 


who can use his hands. 
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REVIEWS AND NOTICES OF BOOKS 


Minor Medical Operations 
By KENNETH HARRIS, M.A., M.D. Camb., F.R.C.P., 
physician, University College Hospital ; and EDITH 
HARRIS, M.B. Lond., P.H., formerly deputy 
M.O.H., Borough of Hornsey. London: H. K. 
Lewis and Co. 1938. Pp. 198. 7s. 6d. 


A SURGEON can no longer be defined as a physician 
The modern physician has 
to perform various minor operations, some requiring 
considerable manual skill, often upon a fully conscious 
and apprehensive patient who will readily detect and 
complain of flaws in technique. In this book the 
operations which fall within the scope of the physician 
or general practitioner are accurately described. It 
covers a wide range of subjects ; from the application 
of leeches to blood transfusion, from the administra- 
tion of a simple enema to cisternal puncture, and 
from hypodermic injection to the injection of lipiodol 
for bronchography. There are a few errors and 
omissions: for instance, in the note on vaccination 
there is no mention of how the lymph is to be expelled 
from the capillary tube, and it is wrongly stated that 
three or four scarifications are still customary. The 
last two chapters are concerned with the general 
care of patients and with such measures as oxygen 
administration and the application of turpentine 
stupes. An accurate index is appended. 

The authors modestly hope that their book may be 
useful to senior students and the recently qualified. 
It should be of use also to more experienced practi- 
tioners and nurses, 


Form and Causality in Early Development 
By A. M. DAtca, professor of human anatomy and 


embryology, University of Brussels, Cambridge 
Biological Studies No. 1. London: Cambridge 
University Press. 1938. Pp. 197. 128. 6d, 


EXPERIMENTAL embryology is of fundamental im- 
portance. The causes which underlie the pattern and 
organisation of living things are best studied when 
they are making their first appearance. As the 
result of Spemann’s discovery of the “ organiser ”’ 
phenomenon much light has been shed upon the 
physical and chemical conditions necessary for the 
appearance of structural patterns, upon the inter- 
actions between the parts of an embryo, and the 
dependence of these upon the organism as a whole. 
We can now say that certain general and localised 
conditions are necessary at certain stages for the 
appearance of normal structural form, and knowledge 
of the nature of these conditions is rapidly advancing. 
But we are as yet far from explaining the course of 
development completely in these terms and are 
compelled to assume the existence of potentialities 
for organised development which are released by the 
conditions which we are able to investigate. The 
discovery of the nature and manner of realisation of 
these potentialities would be an event as revolutionary 
as any in the history of science, but it will require the 
coöperation of embryologists, geneticists, and experts 
in molecular structure. In the meantime experi- 
mental embryologists find it necessary to study 


‘progressively earlier stages for the first signs of 


organisation, and in many cases events significant 
in this respect have been shown to precede fertilisation. 

Prof. Daleq reviews most of the recent work on 
these important early embryonic events. Much 
of this appears here for the first time in English. 


` 
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He also develops some rather speculative theories 

which should stimulate further investigation. In 
view of the importance of the subject matter and the 
author’s obvious enthusiasm it is nothing less than a 
tragedy that, owing to its style, the book is almost 
unreadable. Even an expert in this particular 
field will have difficulty in grappling with the author’s 
abnormal idiom and use of words. 


Theories of Sensation 

By A. F. RAwpDon-SMITH, 

London: Cambridge University Press. 1938. 

Pp. 137. 10s. 6d. 

THE “‘ special senses ” have for some years become 
a domain for ultra-specialists, who may fundamentally 
be physiologists, psychologists, or physicists. Research 
in this field has been progressing so fast that even the 
experts have been loth to write books about the 
subject which are likely to be out of date before they 
are published, and many of the newer standard text- 
books of physiology omit any information about the 
special senses. But if it is difficult for these authors 
to understand and evaluate the present knowledge 
of eye and ear, it must be a great deal more so for 
the student, the young research worker, and the 
clinician seeking scientific background. 

Dr. Rawdon-Smith has summarised recent 
researches on vision and hearing, describing the work 
in relation to current theories. The hearing section 
is complementary to the recent book by S. S. Stevens 
and H. Davis, in which the authors described the 
discovered facts and tended to leave the theory to 
unfold itself. This small book undoubtedly fills 
a gap in the literature and does it well, but it will 
not be read easily by anyone who is not already 
versed in the subject matter. 


M.A., Ph.D. Camb. 


Schafer’s Experimental Physiology 

(6th ed.) By Wit1t1aAm A. BAIN, Ph.D., reader 

in pharmacology in the University of Leeds. 

Ua a Longmans, Green and Co. 1938. Pp. 184. 

8. 6d. 

TEXT-BOOKS of practical physiology are usually 
written around the course of exercises in vogue in 
a particular laboratory, and as each laboratory 
tends to have its own distinctive set the circulation 
of any one book is likely to be small. The author 
of this book is therefore to be congratulated on having 
created a demand for a new edition after a lapse of 
only four years. This fact tends to offset our 
criticism of the fifth edition, that the experimental 
instructions in the earlier part of the book dealing 
with the traditional nerve and muscle physiology 
are much more detailed than those appended to the 
later mammalian experiments which are actually 
more difficult and more complicated. It must be 
admitted that the latter are described in suflicient 
detail for use in demonstrations, and that the author 
advises the teacher to use his discretion in choosing 
which éxperiments he does himself and which he can 
safely leave to the class. 

The book gives a sound and unusually detailed 
account of those experiments which can be performed 
on frogs and which still remain a necessary part of 
any course in practical physiology. They include 
not only the old classical experiments but several 
new ones, and the mammalian experiments are well 
selected. It seems a pity that in excluding chemical 
exercises gas analysis is omitted, while blood, even 
the enumeration of the corpuscles, is ignored. These 
omissions do not detract in any way from the general 
excellence of the book. 


Symptoms and Signs in Clinical Medicine 
(2nd ed.) By E. NOBLE CHAMBERLAIN, M.D., 
M.Sc:, F.R.C.P., lecturer in medicine, University 
of Liverpool. Bristol: John Wright and Sons ; 
London: Simpkin Marshall. 1938. Pp. 435. 26s. 
A SECOND edition within two years of a book 
essentially for students indicates popularity. So 
often this means an absence of reasoning, unnecessary 
dogmatism, and a simplified shoddiness which attracts 
the time-saver. This is not the case here. The 
text is principled and accurate, and though some might 
alter a few stresses none could quarrel with the general 
proportion. Over-classification is avoided, with the 
exception of one large table of symptoms. The 
illustrations are clear, well chosen, and plentiful ; 
perhaps the special chapter on the examination of 
children is not so well served. ‘There are few altera- - 
tions from the previous edition, though laboratory 
and scientific tests are now grouped together in two 
chapters. It is pleasant to read and free from the 
waggishness of some medical best sellers. This is 
an excellent, if not an indispensable, book for the 
student. It is not a short cut to medicine, but should 
encourage more time to be spent at the bedside and 
less at the fireside. : 


Yaws 

By H. D. CHAMBERS, M.D. Aberd., medical officer, 

Jamaica, British West Indies. London: J. and A. 

Churchill. 1938. Pp. 169. 5s. 

In this little book the author, who has seen 8000 
cases of yaws in Jamaica, endeavours to interest 
teachers, sanitary inspectors, and nurses, all in fact 
who can assist in the campaign against the malady. 
The work is divided into three parts: the first dealing 
with the history, geographical distribution, etiology, 
epidemiology, and pathogenesis; the second with 
symptoms, course, and diagnosis; and the third 
with treatment. There is also an extensive biblio- 
graphy. Much of the material is more than the lay 
reader can be reasonably expected to assimilate, while 
the medical reader will find important omissions. 
For example, the table in the chapter on diagnosis 
contrasting the disease with syphilis pays scant 
attention to the criticisms that have been levelled at 
these very points of differentiation. The author has, 
however, collected a mass of information about the 
disease in a form convenient to all who are brought 
in contact with it. 


Poulsson’s Text-book of Pharmacology and 
Therapeutics 
(2nd Eng.ed.) By STANLEY ALSTEAD, M.D. Lpool, 
M.R.C.P., Pollok lecturer in materia medica and 
therapeutics inthe University of Glasgow ; physician 
to out-patients at the Western Infirmary. London : 
William Heinemann (Medical: Books). 1938. 
Pp. 557. 265s. 

In this new edition of the English version of a 
famous Norwegian text-book Dr. Alstead has had 
to choose between revision so complete that the book 
loses its character and revision so slight that many 
old-fashioned ideas remain. He has attempted the 
middle course, but the changes. he has made have not 
been drastic enough. To anyone acquainted with 
the main trend of pharmacology during the last few 
years it is amazing to find no mention of acetyl- 
choline in the index and only a few lines in the text. 
The vitamins receive less attention than the volatile 
oils, and a discussion on the sex hormones occupies 
scarcely any space (incidentally Prolan B is not the 
same substance as Progestin). The disadvantage 
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of ferric salts in the treatment of anemia (p. 488) 
is not their astringency but their inefficiency, and 
chlorosis (p. 484) is of very little importance to-day. 

Some of the terms—e.g., multiple cerebrospinal 
sclerosis (p. 117)—are not sufficiently anglicised, 
and others—e.g., acetone-chloroform (p. 104)— 
are inadequately modernised. On the other hand, 
certain sections such as those dealing with quinidine 
and digitalis are excellent. For its size the book 
contains references to an unusually large number of 
drugs. It is one of the few text-books in English 
with the continental atmosphere. 


Chemistry of the Amino-acids and Proteins 
By CARL L. A. Scumipt, M.S., Ph.D., professor of 
biochemistry, University of California. London: 
Bailliére, Tindall and Cox. 1938. Pp. 1031. 34s. 
THE members of Prof. Schmidt’s team are all well 

known in the field of protein chemistry and their 
book is the first in the English language to attempt 
_a@ really full review of the physical, chemical, and 
biological properties of amino-acids and proteins. 
It is exhaustive in every direction. Thus under 
chemistry the method of synthesis of each substance 
is given together with full references to the chemical 
papers. .On the analytical side various methods for 
the preparation of amino-acids and proteins are set 
out in considerable detai! and useful sections are 
included on the use of special reagents, such as 
iodogorgoic acid and the Reinecke salt. 

The proteins are treated with great thoroughness, 
the methods of analysis are well described, and in the 
same section there is a valuable chapter on the use 
of the ultracentrifuge and its application to the 
determination of molecular weight and molecular 
size. The physico-chemical side is dealt with in 
detail, and there are up-to-date accounts of the mem- 
brane equilibria phenomena, membrane potentials, 
and similar subjects. The biological aspect of 
proteins is also thoroughly treated, and here the reader 
will find an instructive discussion of the relation of 
proteins to immunity from the purely nutritional 
standpoint. The book will be of real value as a 
reference work for biochemical laboratories, 


Practical Microscopy of the Teeth 
Associated Parts 
By A. W. WELuINGs, M.D.S. Birm., L.D.S. Edin., 
lecturer in histology and pathology of the teeth, 
University of Birmingham. London: John Bale, 
Sons and Curnow. 1938. Pp. 281. 12s. Gd. 
Wuen Mr. Wellings says in his preface that this 

book has no pretensions to be other than a compila- 
tion drawn from all available sources, he is being 
modest. Not only has the vast literature been 
effectively ransacked but the author’s own exceptional 
experience as a microscopist is everywhere in evidence 
and provides those practical tips which the worker 
in histology will find so useful. 

The book is divided into two sections. The first 
deals with fixation and hardening, decalcification, 
section-cutting, stains, clearing, and mounting. The 
technique and underlying principles of each of these 
are described fully, and are annotated in the light of 
the author’s experience. The second part discusses 
in detail the application of microscopic methods to 
the various dental tissues, including such latest 
developments as tissue culture, micro-incineration, 
miicro-dissection, and vital staining. The book con- 
tains an introduction of 30 pages which is a critical 
review of recent discoveries in dental histology ; 
and it is so excellent a summary of our present 
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knowledge that it leads us to hope ‘that Mr. Wellings 
on dental anatomy. 
This is undoubtedly the most: complete manual 
dealing with the technique of dental histology that 
has appeared. It should quickly take its place among 
those books which every worker in the subject 
finds indispensable. . tg FF | 


Oxygen and Carbon Dioxide Therapy 

(2nd ed.) By ARGYLL CAMPBELL, M.D., 

D.Sc. Edin., member of the research staff of the 

National Institute for Medical Research; and 

E. P. Povutton, M.A., D.M. Oxfd, F.R.C.P., 

physician to Guy’s Hospital. London : Humphrey 

KES Oxford University Press. 1938. Pp. 202. 

8. 6d. 

In spite of the increasing popularity of oxygen 
therapy the methods used for its administration are 
often extremely inefficient. This is true of some of 
our teaching hospitals as well as of general practice, 
and it is to be hoped that the publication of a second 
edition of this excellent book is evidence of increased 
interest in the rational use of oxygen in the treatment 
of disease. The text of this edition is essentially 
similar to the first. The various methods of oxygen 
administration are described and the indications for 
its use are reviewed and illustrated by case reports. 
A valuable addendum has been included which 
describes more recent models of the bed and face tents, 
and compares the efficiency of the nasal catheter, 
forked nasal tube, and oxygen tent. 


Textbook of Physiology | 

(6th ed.) By WurumĮm D. ZoETHOUT, Ph.D., 

professor of physiology in the Chicago College of 

Dental Surgery (Loyola University). London: 

Henry Kimpton. 1938. Pp. 714. 18s. 

Turs book, the author states, is intended to fill 
the gap between the larger texts of which there are 
many in the field and those offering a briefer course. 
The whole of physiology is covered in an elementary 
but sound fashion, and in the last two editions the 
greater part of the text has been brought up to date. 
The most attractive feature of the book is its com- 
pleteness, in the sense that the student of average 
education will find in it everything he needs for an 
introduction to physiology. General physiology, 
histology, biochemistry, and a certain amount of 
anatomy all find a place, and the properties of three 
tissues—muscle, nerve, and blood—are studied before 
the reader is asked to grasp the more difficult idea 
of coérdination as manifested in the circulatory, 
respiratory, and nervous systems. The book is not 
sufficiently advanced for medical students, but is 
excellent for science students beginning their study of 
physiology. The glossary of technical terms, prefixes, 
and suffixes will be found useful by those strange 
to anatomical and medical terminology. The book 
in fact fills, and fills well, the gap of which the 
author was mindful. 


NEW INVENTIONS 


A NEW INTRAVENOUS CANNULA 


THE cannula here described (fig. 1) is a modification 
of that described by Marriott and Kekwick (fig. 2a). 
Their cannula was a great advance on previous 
designs, in that it embodied a right-angled bend 
which allowed the tip to he snugly in the vein while 
the shaft lay flat along the skin surface. This disposed 
of the chief difficulty encountered in continuous drip 
transfusions, where it is desired to fasten the cannula 
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to the skin ‘and keep the tip inside the vein in the 
correct alignment., In the older types whenever the 
“shaft was depressed to approximate it to the skin 
‘surface the tip tended to project upwards or sideways 
so that the terminal opening was occluded by the 
- wall of the vein, thus slowing down or stopping the 
flow and predisposing to thrombosis. 

In Marriott and Kekwick’s design, also, the tip 
was expanded so. as to prevent the cannula from 
slipping out of the vein once it had been tied in. 
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This was an excellent idea, but the expanded tip 
was so large that it was very difficult to introduce 
into any but the largest veins. 

A further’ modification was added by R. Officer, 
late resident surgical officer at St. Mark’s Hospital, 
who had the expanded end made somewhat smaller 
and more rounded (fig. 2b). This type was easier 
to introduce but was still too large to insert easily 
into many of the smaller veins that we are in the 
habit of using in order to conserve the larger veins for 
emergencies. | 

In order to facilitate entry into the smaller veins, 
I had a cannula made for me with a narrow extension 


Fre. 2 


(a) Kekwick’s (b) Officer’s 


_ beyond the bulb. The extremity can be introduced 
into very small veins quite easily, and the bulb will 
then slip in without difficulty and the ligature can 
be tied behind it. This cannula retains all the good 
points of Marriott and Kekwick’s design, the only 
alteration being in the tip. There are two forms as 
illustrated (fig. 1). One has the end cut off square. 
This was the first design and it works perfectly well. 
In the second form the tip has been bevelled off more 
to a point with the idea of making it still easier to 
introduce, and it certainly goes very easily into quite 
tiny veins. This is the pattern now used as a routine 
at St. Mark’s Hospital. The second pattern is open 
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to the theoretical objection that the oblique terminal 
opening might be more easily occluded by the wall 
of the vein. Actually this does not seem to happen 
in practice, probably because the cannula can be 
fixed so that it lies in the correct alignment in the 
vein with the tip free. 

The method of use is roughly the same as that of 
Marriott and Kekwick. The ligature round vein and 
cannula is tied tightly, and the bulb prevents the 
cannula from coming out. The ends of the ligature 
are left long to facilitate removal. The cannula is 
further secured in position by stitching its shaft to 
the skin. The stitch is usually of silk thread, and is 
passed round the rubber tubing on the proximal 
end of the shaft and through the skin (fig. 3). It 
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does not seem to give rise to any discomfort. A similar 
stitch is usually used to secure the rubber tubing 
near the wrist, and this is an additional safeguard 
against dislocation of the cannula by any sudden 
pull or movement of the arm. If the vein used is 
below the bend of the elbow it is quite safe to allow 
the patient free movement of the arm if the cannula 
has been secured in this way. Thick-walled tubing 
should be used so that it will not be occluded by the 
weight of the arm if it becomes displaced. 

The actual dimensions of the cannula are as follows. 
The diameter at the tip is 2 mm. and at the widest 
part of the shaft 4mm. The length of those supplied 
is just under 7cm. Other sizes could be made to order 
but a larger size is really unnecessary and a smaller 
size would only be required for babies and very small 
children. The cannula was made for me by A. L. 
Hawkins and Co., Ltd., of 15, New Cavendish Street, 
London, W.1. 

C. J. C. Stccers, M.R.C.S., 


Resident surgical officer at St. Mark’s Hospital 
for Diseases of the Rectum, London. 


REPORTS AND ANALYSES 


V.P. GREEN POINT GINGER WINE: V.P. WHITE 
POINT WHITE SWEET WINE: V.P. AMBER 
POINT BRITISH SHERRY: V.P. RED 
POINT RICH RUBY WINE 

(MESSRS. VINE PRODUCTS LIMITED, 
‘““v.p.”’ WINERY, KINGSTON-ON-THAMES, SURREY) 
WHEN analysed these wines gave the following 
results :— 


vp. | ve. | ve. | ve 
— Green | White | Amber Red 
Point Point Point Point 
Alcohol (volume per 
cent.) .. ae oe | 155 17:2 18-0 17-4 
Equivalent to proof 
spirit (per cent.) .. | 27-0 30-0 31-4 30-4 
Invert sugar (per cent.) . | 15:5 9-03 3°34 9-52 
Cane sugar (per cent.) oe | 5°5 ) 0-50 0°80 0-50 
Fixed acidity (as tartaric , l 
acid per cent.) es 0°54 0:36 0°39 0°39 
Volatile acidity (as acetic 
acid per cent.) ii 0-01 0:02 0-01 0-01 
Mineral matverpercent:) . 0°22 0-25 0:24 0°31 


V.P. Green Point Ginger Wine.—This wine has a 
very agreeable palate and, unlike some ginger wines, 
is not overloaded with ginger. It may be described 
as fairly sweet and the alcohol content is higher than 
in most brands. 

V.P. White Point White Sweet Wine.—The wine is 
sweet and light brown in colour. The alcohol, sugar 
content, acidity, and palate are suggestive of white 
port. 

V.P. Amber Point British Sherry.—The resemblance 
in composition and palate of this wine to sherry is 
very striking. ? 

V.P. Red Point Rich Ruby Wine.—This is a very 
pleasant wine to the palate, and is distinctly vinous 
in character, more so than the White Point, which is 
a sweet wine. It resembles port very closely in its 
composition. 

These four wines are sound, wholesome, and 
matured products; the last three differ only from the 
respective imported wines in that they are made 
in this country. 
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AFTERCARE 


Wuart can be done to prevent the tuberculous 
patient from relapsing? If an answer could be 
found to that question tuberculosis would cease 
to be a social problem. But the replies of a number 
of experts,! recently published, do not hold out 
much hope of an early solution. Pulmonary 
tuberculosis has many manifestations, some of 
them so benign that they do not seriously threaten 
either life or earning capacity. Tuberculous 
pleurisy with effusion may be taken as an example, 
especially when it occurs in the first half of life. 
From this condition permanent ‘recovery is the 
rule and a few months’ detention in a convalescent 
institution is all that is required to establish a 
definitive cure. But consumption is a life sentence. 
Once caseation has led to a breaking down of 
pulmonary tissue, however limited in its extent, 
once tubercle bacilli have been found in the sputum 
or evidence of cavitation in the radiogram, the 
best that can be hoped for is an arrest of the 
disease which at any moment may break out again. 
It is true that a small proportion of sanatorium 
patients are cured in the sense that the disease, 
arrested by a fairly good natural resistance with 
the aid which modern treatment can give, is 
so firmly checked that it is unlikely to break out 
again. But even a relative immunity may be 
overborne by the stresses and strains of any form 
of active life, whether in office, factory, or house. 
And the average consumptive leaves the sanatorium 
in a state which is little better than an equilibrium 
between attack and defence. The patient who 
just holds his own while putting no strain on his 
resources relapses directly he is compelled to draw 
upon them. The credit in the account of the con- 
sumptive is always a very small sum. If relapse is 
to be avoided the consumptive, who as the result 
of treatment is fit to work, must be provided with 
work which puts no tax on his very limited capacity 
for exertion, he must remain under continuous 
medical supervision, he must be able to obtain 
sick leave whenever any flagging of his energies 
indicates that a relapse is threatening, and mental 
anxiety concerning his own future or that of his 
dependants must be reduced to a minimum. 

It is easy to ridicule a system which, as Dr. 
K. N. Irvine points out, provided more complete 
and effective medical aid for the diagnosis and 
treatment of this disease than that provided for 
any other social scourge, and which yet apparently 
does so little to ensure the permanency of its 
results. It is not so easy to find means to secure 
the future of all those who have passed through 
the sanatorium stage but who can only maintain 
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a precarious balance between health and sickness 
if living a life so completely sheltered that social, 
mental, and physical stresses are alike excluded. 
Faced with a problem of this magnitude it was 
perhaps inevitable that the social worker should 
adopt a slogan. We are asked to believe that the 
salvation of the consumptive can be secured by 
“ Care and Aftercare.” A slogan is usually half 
of the truth and is own brother to the Victorian 
white lie. If by aftercare we imply no more than 
the ministrations of a local committee of kind- 
hearted persons doling out dairy produce in limited 
quantities on the instalment system, the suggestion 
that it can be any real answer to our problem is 
fantastic. Papworth and Preston Hall represent 
the minimum of effective aftercare and these, 
admirable as they are, have touched but the fringe 
of a national problem which could perhaps be 
only adequately dealt with by the erection of a 
system of concentration Papworths throughout 
the country and the adoption of compulsion to 
secure their proper working. The consumptive 
seldom leaves the sanatorium in a fit condition to 
take his chance in the open market. But enfeebled 
health is not the only difficulty he has to face. 
The nature of his complaint militates against his 
chances. The employer struggling to develop his 
business against strenuous competition cannot 
afford to employ crocks, and in justice to his 
employees should not permit the risk of infection 
in his office or factory. Tuberculosis workers have 
often protested against the unfairness of regarding 
the tuberculous as lepers. Yet tuberculosis is 
perhaps more infectious than leprosy, a disease 
with which it has some affinity. No’ one would 
condemn an employer who refused to provide 
work for a leper in his office. The danger that an 
office boy or typist may contract tuberculosis 
from close association with a consumptive clerk 
is not negligible. A desire to help the unfortunate 
victims of a social scourge should not blind us to 


- the risks that others may run from contact with 


a patient who may have been a safe companion 
at the time he received a certificate of fitness for 
work, but who after an attack of influenza may 
be spraying the atmosphere of an overcrowded 
and ill-ventilated room with tubercle bacilli. 

If aftercare is to be made effective it will have 
to be planned upon a far larger scale than any 
hitherto adopted, and the care of the community 
as well as the patient will have to be taken into 
account. Both objects can, however, be attained 
by adequate attention to the latter. If able to 
work the consumptive should be provided with 
employment suited to his capacity and in a 
situation where he cannot be a danger to others. 
If unable to work he should be supported either 
in an institution where enforced segregation implies 
no hardships or in his own home where he can be 
treated by his panel practitioner and where his 
welfare, and that of his family, can be supervised 
by the staff of the tuberculosis dispensary. Workers 
in this department might well ask themselves 
whether too much attention has not been directed 
in recent years to the erection of buildings for the 
medical and surgical treatment of tuberculosis 
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and too little to the consideration of tuberculosis 
as an infectious disease. Even the most enthusiastic 
advocate of the scalpel and the hollow needle must 
admit that the results of his treatment are more 
than disappointing. The social worker may well 
ask why the gravest of all the infectious diseases 
known among civilised communities is allowed to 
pursue its devastating course although it could 
be abolished, as so many other scourges have been 
abolished, by the rigorous control of infection. 
Kine Epwarp VII did not say that consumption 
was curable nor ask why it was not cured. He 
observed that it was preventable and asked why 
it was not prevented. If prevention were adequate 
there would be no need to consider the problem of 
aftercare. | 


HEALTH AT SCHOOL 


“The Health of the School Child,” presented by 
Sir ARTHUR MacNatrty,! is an annual review by 
the medical officers of the Board of Education, 
who are in a position to collate the reports and 
opinions of their colleagues in the school service 
throughout the country. Of late years this review 
has tended to be less documentary than philo- 
sophical and its deductions on the development of 
school medicine are not made exclusively from 
the material supplied by the year that is being 
described. Owing to the absence of standards, 
and even of definitions, of most of the functions of 
child life, and the differences in experience and in 
ideas of the many practitioners engaged in school 
work, statistics of school medical inspections are 
in themselves of little value ; but to those familiar 
_ with the factors that give the individual returns 
their bias they yield much accurate information 
on the changing aspects of child health. Some 
_ years, before the retirement of Sir GEORGE NEWMAN, 
the medical officers of the Board of Education 
realised that the reprinting in detail of the figures 
and rates of the ‘“‘defects”’ found in school- 
children was more apt to mislead than to enlighten, 
and that the figures of one locality compared with 
those of another showed up the variations of the 
observers more clearly than those of the defects 
detected. Accordingly the figures are now given 
more generally, and comparisons of rates in 
different areas are quoted mainly to draw attention 
to conflicting methods of recording, or diverse 
views of treatment and prevention. 

The most surprising finding of thirty years’ 
school medicine is the continuous improvement in 
weight, height, and physique in all children, of 
all ages, everywhere, even in the most depressed 
areas. The improvement is masked to some 
extent by the physical and mental fatigue about 
which school teachers are unanimous although 
exact data are not available. The Spens com- 
mittee would like 2 the Board of Education to ask 
school medical officers to inquire and report. The 
physical gains however have been really substan- 
tial: leavers aged 14 to-day are about a stone heavier 


1 The Health of the School Child. Annual Report of the Chief 
Medical Officer of the Board of Education for the year 1937. 
H. M. Stationery Office. Pp. 171. 28. 6d. 

Report of tbe Consultative Committee om ocon dary Educa- 
ton Remy M. Stationery Office. Pp.477. 33.6 
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and three inches taller than those who left school 
at the same age twenty years ago. There are many 
reasons for this improvement, but as the heights 
and weights found to-day in children attending 
the elementary schools are still below those ruling 
in the public schools, it is probable that we are 
seeing a rebound to “normal ” from the stunting 
produced by the deplorable conditions of child 
labour in the last century. Despite this general 
improvement, which is obvious in many directions 
apart from height and weight, the incidence of 
defects and diseases recorded in routine medical 
inspection is remarkably constant. Local depar- 
tures from the general, often considerable, appear 
less from true variation of incidence than from 
differences of search, or recording. Thus the 
recorded percentage of children with ear disease 
will be much influenced by whether the auroscope 
is used as a routine ; that of pulmonary tuberculosis 
by the evidence accepted as proof of that condition. 
(Some years agq more cases of pulmonary tuber- 
culosis in children were recorded from a small 
corner of rural England than from the whole of 
Sweden!) The most constant of all defects is 
organic disease of the heart, which affects 1-6 per 
1000 children seen at routine inspection. The 
commonest “‘defect’”’ is defective sight (about 
80 per 1000), most of which is due to departure of 
the refractive index from. emmetropia. But as 
emmetropia is not the normal index in children, 
departures from it cannot rightly be called defects. 
Most of the so-called refractive errors in children 
are attributable to physiological variation, gene- 
tically determined, and the study of them 
was mainly instrumental in directing preventive 
medicine to the management of variants. What 
the findings mean is not that large numbers of our 
children have diseased eyes, but that the normal 
eye of a child is not designed to read small print : 
the supply of spectacles to school-children is no 
more treatment for defects than is the use of the 
telescope to see objects outside the range of 
unaided vision. Another part of the body in which 
standards vary is the tonsil, and the need or 
otherwise for tonsillectomy is a subject more 
contentious than any other in school medicine. 
The chapter devoted to it in this year’s report 
is, one may guess, written by Dr. J. ALISON 
GLOVER, senior medical officer of the Board, who 
has often spoken emphatically on the abuse of 
the operation. He has not yet found it possible 
however to secure general agreement, and more 
research will probably be necessary before the 
indications for operation can be defined to 
everyone’s satisfaction. 

School medicine started with the avowed object 
of detecting and treating ailments of school- 
children which had been neglected. The care given 
was that of ordinary family practice and the 
service was soon accused of encroaching on the 
work of private practitioners. This accusation 
was not altogether just, for though the work was 
that which private doctors could do, and should have 
done, they had not done it. For a time the treat- 
ment carried out in the school clinics was little 
different from what might be done in a private 
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surgery or out-patient department, but as school 
medicine develops, the tendency will be to give 


to private practitioners as much of this general 


minor medicine as they can manage and for school 
medical officers to pursue the health of the school- 
child in directions other than by the remedy of 
his minor physical diseases. In the conclusion 
to the body of the report, Sir ARTHUR MacNatty 
defines the main object of school medicine as 
training in the laws of health adapted to the needs 
of the individual. This is child guidance in the 
broadest sense and covers many social and biological 
factors besides the treatment and prevention of 
disease. 


. A MAMMALIAN TUMOUR FILTRATE 


In the early days of cancer research trans- 
plantation of tumours was the most popular 
means of investigation, largely because it was the 
one experimental method then known. Today 
the cause of cancer and of tumour induction is 
being vigorously analysed. Probably the most 
puzzling problem facing the experimenter is the 
relationship between the filtrable agents of tumours 
and the chemical or physical means by which new 
growths are obtained. The number of the latter 
now known is considerable; but of the former— 
the filtrable agents—there are relatively few. 
‘The discovery of a filtrable agent in a mammalian 
tumour, or even its confirmation, is therefore an 
event of outstanding importance, and it deserves 
to be dragged into the limelight. 

Embedded deeply in a wealth of histological 
detail under the title “changes in the lymph glands 
of tumour bearing mice,” there is reported in the 
current number of the Journal of Pathology and 
Bacteriology a repetition of the filtration of a 
chemically induced mammalian tumour. In 1936 
L. D. Parsons 1 announced that she had obtained 
tumours in mice by means of a filtrate made from 
æ sarcoma originally produced by the water- 
soluble compound 1:2:5:6-dibenzanthracene- 
9: 10-«8-succinate. One of the original tumours 
was propagated by cell grafts, some of which 
yielded active filtrates. Just as the tumour strain 
was about to be discarded because of bacterial 
infection, yet another attempt was made to filter 
it. On this occasion success was attained by 
subcutaneous injection of filtered extract, plus 
whole blood, into irradiated mice. From the 
tumour revived in this way other filtrates which 
were active alone without added blood were 
afterwards secured.? In both papers Dr. Parsons 
gives details of the preparation of the filtrate. 
The original tumour had certain unusual properties, 
and others have been added during its passage 
from cell graft through filtrate and back again 
to graft. Formerly the tumour, a spindle-celled 
sarcoma, did not metastasise and did not give 
rise to glandular enlargement; it was associated 
with myeloid changes in the blood, spleen, and 
marrow ; and whole-blood inoculations of tumour- 
bearing mice failed to produce sarcomas. Since 


1 Parsons, L. D., J. Path. Bact. 1936, 43, 1. 
3 Ibid, November, 1938, p. 501. 
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the second passage by filtration, the blood changes 
have remained as before but glandular metastases 
and enlargements have become prominent. More- 
over subcutaneous injections of all lymph-glands 
other than the submental (whether or not they . 
showed macro- or micro-scopic changes) and 
also injections of whole blood alone (in 40 per cent. 
of attempts) produced sarcomas. If blood alone 
is active the fact that growths can be obtained 
from apparently normal lymph-glands, from distant 
parts outside the regional drainage area, is less 
strange than it would be otherwise, for these glands 
too contain whole blood. No mention is made of 
attempts with other organs. Successful inocula- 
tions with spleen pulp and blood 4-6 and also 
with lymph-glands and lung ? from rat and mouse 
tumour-bearers have been reported before, and it 
is probable that all have included metastasising 
cells. Interesting as. these results are and also 
the associated morphological appearances in the 
lymph-glands, they are far surpassed by the 
record of yet another success with a mammalian 
filtrate. 

In criticising the description given by Dr. 
Parsons to her report we are happily able to make 
a constructive suggestion. The output of papers 
on experimental cancer research is so great, and 
the viewpoint of the experimenters so various, that 
it has become really important that the titles of 
articles should indicate their content, and the 
index of experimental cancer research which is 
being compiled by the International Cancer 
Research Foundation will accordingly provide a 
guide to appropriate titles. If authors will 
make use of it, both they and their readers will 
be saved much labour and bad language. A 
heading for example in which the phrase “ tumour 
induction ” appears will indicate that the main 
endeavour or result of the work was concerned 
with initiation of the tumour process; while 
“tumour transplantation” will show that the 
behaviour of the tumour after initiation has been 


investigated. ‘‘ Resistance to transplantation,” 
“treatment of spontaneous” or ‘induced 
tumours,’ and “treatment of transplanted 


tumours ”’ are also phrases that show the relation- 
ship between a particular paper and the whole 
subject. Unless some conformity of this nature 
is attained, facts of great importance may be 
relegated to oblivion. 


LIFE-EXPECTATION OF OARSMEN 


GAMES used to be just pastimes ; now they are 
agents of physical culture and must be examined 
as such. Rowing is generally and perhaps 
rightly regarded as the most strenuous form of 
violent exercise. Its comparative slowness is a 
serious physiological disadvantage; for whereas 
in other games the muscles of the limbs act as 
subsidiary pumps by squeezing on the veins, 
and so assist the circulation, in rowing the move- 
ments are too slow to give the heart much help. 

3 Blumenthal, F., and Auler, H., Z. Krebsforsch. 1927, 24, 285. 

t Blumenthal, Auler, and Solecka, M., Jbid, 1927, 25, 229. 


6 Blumenthal, Ibid, 1929, 29, 549. 
* Gross, L., Ibid, 1932, 37, 562. 7 Flaks, J., Ibid, p. 504. 
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Furthermore, the mechanical conditions demand 
that the breath is held in order to keep the chest 
distended and fixed to provide firm points of 
attachment for the muscles during their contractile 
efforts—rigid fulcra for their levers. In running 
` anything over a hundred yards, inspiration and 
expiration follow ‘each other in uninterrupted 
succession ; in rowing, both respiratory acts are 
hurried through during the time in which the 
muscles are relaxed—-i.e., towards the end of the 
stroke and on the forward swing of the body 
preparatory to another. The old-time heavy 
broad boat, with its clumsy and unwieldy oars 
and rowlocks, necessitated a slow protracted 
stroke which has been more and more replaced 
by one of high pressure. When both upper and 
lower limbs had much to do in dragging the oar 
through the water, there was plenty of muscular 
exertion for the whole frame with little distress 
to heart or lungs. As rowing has advanced as 
an art it has necessarily deteriorated as an exercise ; 
the tendency has been towards making the muscular 
effort less and the respiratory effort or strain 
greater. If, then, any form of violent exercise 
could be held responsible for the more or less 
hypothetical “ heart-strain,’’ or for some latent 
disability which might lead to permanent incapacity 
or premature decease, rowing would be the one 
to select. The sudden death at the age of 50, 
a few months ago, of one of the most famous of 
oarsmen has resuscitated the suspicion, inter- 
mittent ever since strenuous athletics and other 
feats of exertion have been popular, that serious 
physical damage can result from an extreme 
feat of exertion or from a continued athletic career. 
In E. v. Bergmann’s “ Funktionelle Pathologie,” 
and in other works such as Breitner’s, the assertion 
is made that men participating in boat-racing 
seldom reach the age of 50, an assertion which 
is vigorously contested by Prof. KNoLL! of 
Hamburg. 

It is incredible that such a statement can possibly 
have taken into consideration the statistics avail- 
able in this country, as Prof. KNoLrL who has 
drawn upon the official centenary history (Drink- 
water and Sanders) of the University Boat Race 
convincingly demonstrates. The average age of 
participants in the race is 21 years 4 months. The 
average age of all old Blues up to 1929 (including 
those living at the present day) is 56 years 1 month. 
Excluding deaths due to the war, and to infections 
and tropical diseases, only 8-1 per cent. of the total 
died prematurely ; at least a quarter passed 70. The 
pioneer investigation of this kind was that under- 
taken in 1873 by JoHN Epwarp Moraan, the 
Manchester physician, published under the title 
“ University Oars’ (Macmillan). Morean’s inquiry 
included a questionnaire addressed to all individuals 
who rowed between 1829 and 1869, thus obtaining 
in all 294 life-histories, 40 having died. The 
subjects were invited to express an opinion whether 
they had derived benefit from their aquatic career 
or were conscious of disadvantages or injuries, 
statements which from the nature of the answers 


1 Knoll, W., Med. Klinik, 1938, 34, 404. 
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would hardly be scientifically acceptable. But 
the comparatively low death-rate was at least 
unequivocal. G. MEYLAN |in 1904 undertook a 
similar investigation upon Harvard oarsmen 
between the years 1852 and 1892 and came to 
the conclusion that the life-expectation was 
considerably longer than that of selected - risks 
from insurance tables. More recently COOPER and 
colleagues ?. considered the oarsmen of Ormond 
College, Melbourne University, between 1885 and 
1905 and found that of 100 men 17 had died 
from natural causes. The expected mortality of 
men of an average age of 21 during the years in 
question is 31-8 per cent. as quoted by the 
Australian Mutual Provident Society. 

It may, of course, be objected that all such 
investigations deal with material that is very 
highly selected, which is not merely first-class 
but so to speak super-class. To this one would 
answer that the practice of rowing in itself has the 
action of a filter separating the inadequate or 
imperfect. It may further be contended that 
even a nonagenarian old Blue may in consequence 
of his exertions 70 years previously have reduced 
his chance of reaching his century. Such an 
argument is unanswerable: not even the most 
enthusiastic supporter of violent exercise who 
sets out to deny any malevolent effect would 
desire to claim that it confers immortality. 


THE HONOURS LIST 


THE selection of citizens for particular honour and 
particular honours is necessarily arbitrary, but none 
would dispute the claims of the men and women 
whose names appear on p. 54. The new medical 
baronet, Dr. J. D. Pollock, has long since strayed 
from medicine but is gratefully known to us all as 
a benefactor of Edinburgh students. The five new 
knighthoods recognise the work of Mr. John Ramsay 
in Australia, of Colonel A. J. H. Russell and Colonel 
K. V. Kukday in India, of Prof. W. W. Jameson in 
London and on his imperial missions, and of Dr. 
Adolphe Abrahams close at hand at the Westminster 
Hospital. Of the two nearest us here Dr, Abrahams 
is a pace-maker, in physique and wit and effort, 
and has worked untiringly for the new Westminster 
medical school: he is also one of those physicians 
who give the last patient as much care as the first. 
Prof. Jameson, as dean of the London School of 
Hygiene and Tropical Medicine, where he has now 
spent nearly eleven years, has won general admira- 
tion by his ability to see, to think, and to act. 
Outside the ranks of medicine we record with pleasure 
the knighthoods conferred on Mr. Frank Pearce, 
consulting dental surgeon to Guy’s Hospital, and on 
Prof. Robert Robinson, F.R.S., of Oxford, who lately 
collaborated with Prof. Dodds in the discovery of 
stilbeestrol ; and we are also glad to note Miss Ellen 
Musson’s promotion to D.B.E. for her devoted service 
as chairman of the General Nursing Council. We 
offer congratulations to all our colleagues, both 
inside and outside the medical profession. 


E. L., O’Sullivan, J., and Hughes, E., Med. J. 
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ANNOTATIONS 


MEDICINE AND A.R.P. 


Tu1s week’s writer of Grains and Scruples tells 
us that not long ago he was watching aerial 
manceuvres, complete with ‘ black-outs,” on the 
shore of the New World close to where the Pilgrim 
Fathers landed. But it is in no mood of panic or 
despair that we open the New Year with a study 
of the precautions which medicine should take in 
the event of aerial attack. The authors of this 
study, though best known as consulting surgeons, 
hold the rank of colonel in the Territorial Army. 
Mr. Mitchiner was resident surgeon to the 5th London 
General Hospital which received all the serious cases 
arriving at Waterloo in the convoys of wounded, 
often within 24 hours of injury; later as surgeon 
to the Serbian Army on the Salonika Front, and in 
the Serbo-Albanian war, he had first-hand experience 
of wounds of all descriptions. The stimulus to 
write these articles was given by inquiries received 
from medical men during the September crisis, asking 
what they were to do and how they were to do it. 
He was struck by the extreme lack of knowledge of 
any war organisation or surgical practice shown by 
_ those inquiries ; and, on his finding that Mr. Cowell’s 
experience was similar, they decided to pool their 
knowledge. Mr. Cowell was surgeon-specialist to 
No. 23 C.C.S., making front-line observations on 
shock, in association with Cannon, Bayliss, and 
others, for the Medical Research Committee. He 
was Red Cross delegate to the Brussels conference 
dealing with the protection of civil population in 
air-raids, and as county director has organised A.R.P. 
personnel in Surrey. Mr. Cowell has just returned 
from Barcelona where he saw the work of Drs. Trias 
and Huerta and inspected the blood-transfusion 
service of Dr. Doran-Jorda. The first instalment 
appearing this week deals with organisation. The 
next will set out the expectation of casualties and the 
effects of aerial bombs; the third will deal with the 
general principles of wound surgery and anesthetics. 
Regional surgery will be covered in the remaining 
numbers of the series, concluding with an article 
on the nursing of casualties, The articles form part 
of a volume which is to be published by Messrs. J. and 
A. Churchill, probably in April next. 


GOUT 


THE advance of medical knowledge within living 
memory has been so rapid, particularly in the last 
fifteen years, that it has become next to impossible 
for the ordinary mortal to keep pace with it. Diseases 
which not long ago were common both in ward 
and out-patient department have now almost dis- 
appeared, and others in their conventional forms 
are likely to vanish before long. Yet in spite of 
these tremendous successes, our knowledge of some 
diseases remains much where it was. Some of the 
recent articles on gout illustrate this only too 
clearly. The etiology of the disease is still obscure? 
and, as Dr. Price reminds us in our present issue, 
even its exciting causes are ill defined. It has been 
established that the mammal can synthesise uric 
acid from proteins, but the identity of the essen- 
tial amino-acids has never been definitely settled.? 
Diagnosis is still made on the same evidence,’ 
though the biochemists and the radiologists have 


1 Copeman, W. S. C., and Samuel, E., Lancet, 1937, 2, 190. 
2 Crandall, W. A., and Young, E. G., Biochem. J. July, 1938, 
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done something to help, and treatment has altered 
very little. Thus the recent paper of Coste, Grigant, 
and Lamotte * on the beneficial effects of purine-free 
diets might almost have been written twenty years 
ago. While this is disappointing, particularly for the 


‘unfortunate sufferers from the disease, the situation 


is far from hopeless. Indeed, the lack of progress is 
largely due to lack of intensive study. In spite of the 
eminence of some of its victims the disease is out of 
fashion. It cannot be reproduced in animals and there 
is little at the moment to tempt the research worker 
to take up the subject. Leads are few, and, for the 
individual, prospects of success are meagre. The 
whole position might be changed, as it was in diabetes 
and pernicious anæmia, by one chance discovery. 
Until this happens, gout will continue to be one of 
the Cinderellas of medicine. 


HEALTH AND SAFETY IN COAL-MINES 


ACCIDENTS, fatal and non-fatal, are more numer- 
ous in coal-mining than in any other occupation, and 
the list of dangers to which miners are exposed reads 
like a litany—sudden death by explosion and fire 
and flood, by falls of earth and shaft cages; 
asphyxiation by gas, electric shock, and entomb- 
ment; injuries and joint troubles of all grades of 
severity ; and less dramatic but equally disabling 
affections such as silicosis and nystagmus. Each 


year one miner in nine hundred loses his life, and two 


in every eleven receive compensation for injury 
sustained or disease contracted during the year. 
Despite regulation and inspection by the Mines 
Department there has been no appreciable reduction 
in these figures for ‘the past 15 years. The Royal 
Commission on Safety in Coal Mines, after an inquiry 
lasting three years, are insistent ë that such figures 
cry out for reduction, and they feel sure that, given 
the necessary effort, substantial improvements can 
be made. Such effort up to a point can be directed 
and controlled by statutory regulation, but in the 
main it must come from the industry itself through 
improved discipline, supervision, and training. At 
present there is little or no organised provision in the 
industry as a whole, or in the separate coal-fields, for 
the education and training of its officials. The 
changes which have taken place in the conditions 
in mines and in mining practice since the passing 
of the Coal Mines Act in 1911 are broadly the result 
of concentration and the intensive use of machinery, 
together with the fact that thinner, deeper, and more 
difficult seams of coal are being worked. The output 
of coal is now obtained from fewer mines and from 
shorter faces in the individual mines. The more rapid 
advance of the coal face increases the rate at which 
firedamp is emitted, a fact which calls for more 
efficient ventilation. There has been an increased 
use of steel arches and girders for roof support, so 
much so that in 1935 over 2000 miles of underground 
roads were supported by steel arches. New factors 
of danger are however introduced by the presence 
of machinery, by the noise it makes at work, and by 
the increased production of coal dust in the operations 
of mechanical cutting and conveying. Over the 
same period of time there have been improve- 
ments in every kind of mining equipment, among 
which'may be mentioned devices for preventing shaft 


‘Coste, F., Grigant, A.,and Lamotte, M., Pr. méd. July 20, 
1938, p. 1129. 

$ Report of Royal Commission on Safety in Coal Mines. 
Cmd. 5390. H.M. Stationery Otfice. 1938. Pp. 520. 7s. Gd. 
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and haulage accidents; scientific instruments for 
detecting and measuring firedamp, dust concentration, 
and humidity; the improvement of various means 
.of controlling both coal and stone dust; and the general 
adoption of protective clothing and of improved 
rescue appliances. 

The commission’s recommendations begin with 
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more effective administration of the law as it stands.’ 


The head of the health and safety division and the 
chief inspector should be relieved of routine work 
and made freer to devote themselves to the larger 
problems. Substantial additions should be made to 
the technical staffs at headquarters including the 
appointment of more specialist inspectors, and in 
particular an inspector of mechanical engineering. 
The salaries of inspectors should be increased so 
as to attract the best type of man, and the number of 
separate inspection districts should be increased. 
In dealing with firedamp standards it is reeommended 
that the withdrawal standards for workmen in safety- 
lamp mines should (after a reasonable period for any 
necessary improvement in the ventilation) be reduced 
from 24 to 2 per cent. In naked-lamp mines men 
should not be permitted to remain at work with 
naked lights if any gas can be found with a flame 
safety lamp in the ventilating district in which they 
are to work or pass. As a general principle every 
seam should be worked by safety lamps unless it 
is proved that naked lamps are safe. Any newly 
opened seam should have three main airways and 
compressed air should only be used for ventilating 
purposes with the express consent of the district 
inspector. Great importance is attached to the 
value of good lighting in the prevention of haulage 
accidents, and attention is drawn to the connexion 
between good lighting and the diminution of 
nystagmus. The problem of limiting the production 
of coal dust (which is a fruitful source of explosions) 
on mechanised working faces has not been solved and 
requires further investigation. An obligation should 
be laid on the management to deal with dust produc- 
tion at conveyor junctions and loading points and to 
keep the roads free from accumulations of dust. In 
regard to silicosis in coal-mines many points in its 
etiology and geographical distribution remain to 
be cleared up before preventive measures can be 
accurately formulated. But the rapid increase in 
the incidence of the disease is too serious to permit 
of indefinite delay, and the commission suggest a 
statutory obligation to keep the dust concentration 
in the air below a prescribed maximum (e.g., 450 
particles per c.cm. as measured by the Zeiss koni- 
meter) (a) in all mines when the driving of stone 
drifts or the sinking of shafts is being carried on, (b) 
in mines where there is a proved liability to silicosis 
while any work is being done in stone. In operations 
and places where it is impracticable to suppress or 
collect dust the persons at risk should wear dust 
respirators of an approved type. 

An obvious recommendation is that all young 
persons under 16 years of age, on entering the mining 
industry, should be medically examined in order to 
obtain certificates of fitness. Such a system has been 
in force in factories for many years and it is surprising 
to learn that coal-mines have hitherto been exempt. 
It is further recommended that in regard to employ- 
ment on heavy work boys below ground should be 
put on the same footing as those who work on the 
surface. Recommendations designed to improve the 
standard of first aid in mines include provisions that 


*Report of the Departmental Committee on Certain 
Questions Arising Under the Workmen’s Compensation Act. 
Cmd. 5657. 1938. 
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attendants should, in addition to holding first-aid 


certificates, receive special hospital training, and 
in every mine a doctor (not necessarily full-time) 
should supervise first-aid arrangements. In order 
to guard against septicemia every person who sustains 
injury, however slight, should report before leaving 
the mine premises. 

The report itself is proof that the three years 
occupied by the inquiry have been well spent; the 
conclusions reached are set out clearly and with vigour, 
and the recommendations are supported by sound 
evidence. There is one however on which the Govern- 
ment should hesitate before taking action—namely, 
that the Safety in Mines Researeh Board should 
lose its present independent position and come under 
the direct control of the Secretary of Mines. The 
whole research organisation would then, it is argued, 
be an integral part of the department ; its staff would 
be part of the departmental staff, subject to the usual 
Civil Service rules; interchange and close codpera- 
tion would be facilitated between the research staff, 
the testing staff, and the inspectorate; the choice 
of subjects in the annual programme of work would 
fall on the Secretary of Mines. While all this is 
convincing enough, one important fact seems to have 
been forgotten. Research work cannot be turned 
out to order; the instinct for research is akin 
to the poetic impulse and does not flourish under 
restraint. One might as well put the Poet Laureate 
under the Board of Education. 


RADIOLOGICAL PELVIMETRY IN RELATION TO 
LABOUR . 


ALTHOUGH pelvimetry by X rays has now an 
extensive literature, there is as yet little agreement 
as to the interpretation of the measurements sọ 
obtained, in assessing the ease or difficulties 
likely to ensue in childbirth. The problem is 
clearly one to be approached by statistical methods, 
and it is from this viewpoint that it is discussed in 
a very careful study reported by Dr. Nicholson of 350 
cases observed by him at Moreton District Hospital.t 
These patients were almost entirely primigravide 
and were drawn from all strata of society in rural 
Gloucestershire. The figures cannot be safely applied 
to the populations of large industrial areas where the 
incidence of malnutrition, and its effects upon the 
skeleton, may be very much higher. The sample 
certainly contains much less than the average pro- 
portion of contracted pelves with which the 
obstetrician has to deal. On the other hand it 
has the virtue of being homogeneous and practically 
unselected. 

Nicholson first sets out his measurements in detail 
and their relationships one to another—the con- 
jugate and transverse diameters (which show no 
relationship one to the other), the pelvic index 
or the percentage ratio of the conjugate to the trans- 
verse, the approximate area at the brim, the antero- 
posterior and transverse diameters of the outlet and 
its approximate area, and the pubic angle. He then 
endeavours to relate these measurements to the 
events observed in labour, restricting the sample to 
250 primipare for whom both measurements and 
details of labour were available. For this purpose 
he divides the women into five approximately equal 
groups on the basis of each of their measurements, 
and determines the proportion in each that had an 
assisted or unassisted labour. He thus concludes 
that variation in the pelvic index is, within the limits 


1 Nicholson, C., J. Obstet. Gynec. December, 1938, p. 950. 
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observed, unassociateéd with difficulty in labour. 
The patient with a flat pelvis had quite as good a 
chance of an easy labour as one with a round or a 
narrow pelvis or one of any other shape. In his 
rural population contraction at the brim was also a 
rare cause of difficulty and he thinks that the line 
below which normal delivery becomes doubtful 
should be drawn somewhere about an area of 90 sq. cm. 
As the approximate area of the outlet declines there 
is a significant rise in the percentage of assistance, 
so that there is a clear association between contraction 
at this level and difficulty in labour. From these 
figures it seems that at this level too the line between 
the chances of normal and difficult labour occurs 
somewhere about 90 sq. cm. An association between 
narrowing of the pubic angle and difficulty in labour 
is also obvious, and normal delivery probably becomes 
doubtful if the angle is less than 75°. 

Nicholson’s general conclusion is that the great 
majority of the minor difficulties of labour, so far as 
these are due to contraction of the pelvis, are due to a 
contraction at the outlet which is unassociated with 
any contraction or any alteration of shape of the 
brim. He makes no claim, of course, that the radio- 
logist must supersede the obstetrician in the judgment 
as to when a cesarean operation is necessary, but 
emphasises that the obstetrician must not neglect 
precise information about the bony pelvis with which 
he has to deal. A carefully planned experiment on 
a larger scale could, he believes, easily and speedily 
assess the real value of radiological pelvimetry and 
lay down the criteria in figures on which possible 
disproportion should be diagnosed. 


STERNAL PUNCTURE IN KALA-AZAR 


THE organism of kala-azar infects the reticulo- 


endothelial system and is difficult to demonstrate’ 


in the peripheral blood. For purposes of diagnosis 
therefore recourse has usually been made to puncture 
of some organ rich in reticulo-endothelial cells, 
notably the spleen. Splenic puncture, however, is 
not without risk ; for example, Giraud and Gaubert } 
performed it in 300 cases of kala-azar, and on 3 
occasions it was the direct or indirect cause of death. 
From this experience they concluded that all other 
methods of demonstrating the parasites should be 
attempted before trying splenic puncture, and that 
this must be carried out with the strictest precautions, 
including immobilisation of the patient and rest in 
bed for twenty-four hours after the operation. 
Alternative methods of demonstrating the parasite, 
such as puncture of liver or lymph-gland, or trephin- 
ing of the tibia, have long been used, but more 
recently the value of sternal puncture has been widely 
recognised, and several workers, including Kassirsky,? 
Lorando,$ d’Oelsnitz,* Schretzenmayr,® Schretzenmayr 
and Lancaster, and Huei-Lan Chung,’ have reported 
on it. This last author, after 350 punctures without 
accident, writes that the method is simple and safe 
and can be used repeatedly without risk on all patients 
suspected of kala-azar, including those with hæmor- 
rhagic tendencies; and it can obviously be used 
in early infections where the spleen is small or 
not palpable. Furthermore, whereas splenic puncture 


1 Giraud, P., and Gaubert. Arch. Med. gén. colon, 1938, 7, 1. 
3 Kassirsky, J. A., Arch. Schiffs- u. Tropenhyg. 1932, 36, °492 : 
Ibid. 1933. 37 $96: Folia hemat., Lpz. 1933, 51, 352. 
* Lorando, N.. Bull. Soc. med. Hop. Paris, 1937, 53, 314. 
4'@’Oelsnitz, M., Mourem. sanit. 1938, 15, 220. 
$ Schretzenmayr, A., Arch. Schiffs- u. Tropenhyg. April, 
1938, p. 149. 
ê Schretzenmayr and Lancaster, R. L., J. trop. Med. (Hyg. ), 
1935, 41, 341. 
7 Chung, H., Chin. med. J. November, 1938, p. 397. 
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cannot be performed safely unless the patient is in 
hospital, a large proportion of Chiumeg’s punctures 
were made either in the out-patient department or 
during a field survey. 


AN AFRICAN SURVEY 


In future no one in search of information on any 
aspect of African affairs can do better than begin 
by consulting Lord Hailey’s massive volume.! The 
book is unique. It is nothing less than a study, 
planned and completed on a grand scale, of the 
problems arising in the whole of Africa south of the 
Sahara (with the exception of Liberia and the Sudan). 
Having spent most of his life in India, Lord Hailey 
brought to his task a mind familiar with the difficulties 
of administering non-Western peoples and especially 
alert to detect analogies between British policy in . 
India in the past century and in Africa now. Experts 
of all kinds assisted him in gathering the enormous 
amount of material he has drawn upon. 

Medical readers will find there a concise history of 
medical work in the continent, followed by a cata- 
logue of its principal diseases, and a brief description 
of how health services are organised in British, 
French, Belgian, and also in Portugese territory. 
It is Lord Hailey’s discussion and comparison of 
British and French methods that will perhaps attract 
most attention. The British, he tells us, tend to 

rely on a series of hospitals with outlying dispensaries, 

To establish such a system in colonies that cover 
vast areas is a costly enterprise, and Lord Hailey 
is doubtful whether we can justify the expenditure 
involved unless by the plea that hospitals provide 
clinical material for teaching purposes. The French, 
by contrast, are content to maintain only a few first- 
class hospitals and a few medical centres with 
dispensaries attached, and to rely mainly on mobile 
detachments for dealing with epidemic diseases. 
They spend much less on buildings and equipment 
generally and even the food is often brought by 
the family of the patient. So far from impairing the 
popularity of medical treatment with Africans, the 
simpler and more homely way seems to overcome more 
readily their reluctance to trust the white man’s 
‘*magic,’? whereas the discipline and comparative 
isolation of British hospitals may increase it. Another 
advantage of the French system is that it lends itself 
more easily to the mass attack which is essential in 
coping with the diseases that affect the mass of the 
people and that cause most mischief. In such circum- 
stances it is clearly not enough to multiply facilities, 
however good in themselves, for treating such indi- 
viduals as come for relief. Nigeria is indeed con- 
templating the use of French methods in areas affected 
by sleeping-sickness. This is not to say that Lord 
Hailey condemns the British way out of hand. He 
recognises that, in the absence of any comprehensive 
expert inquiry on the subject, he would not be 
justified in trying to generalise about the relative 
merits of the two systems ; but, quite apart from any 
comparison, he finds it ‘‘difficult not to desire to 
see in some of the British territories more evidence 
of the spirit which shows itself in a direct attack 
on the health problems of the people.” 

Planning to expand health services in Africa is 
hampered by the sad lack of vital statistics. Although 
Lord Hailey has made use of the latest figures and 
particularly of all R. R. Kuczynski’s work, he 
concludes that ‘‘ in the present state of our knowledge, 


1 An African Surver. By Lord Hailey, G.C.S.I., G.C.I.E. 
ono fiuophrey Milford, Oxford University Press. 1933. 
p 1 7 ls, 
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it is only possible to say that the African population 
is probably now either stationary, or subject to a 
very slow increase.” Official assumptions about the 
extent of infantile mortality cannot be confirmed 
nor can one estimate the effect on the birth-rate of 
certain native customs. The difficulties of enumera- 
tion among primitive peoples are manifold and 
consequently census returns are by no means reliable. 
Now that preparations for the 1941 census in British 
Africa are afoot, the time has surely come to try the 


method of sample surveys as an addition to a tech-. 


nique that has hitherto failed to produce satisfactory 
results. 


SOME NERVOUS COMPLICATIONS OF 
CHEMOTHERAPY 


In a leading article on August 13th we referred to 
some of the unpleasant complications occasionally 
arising from the use of Uleron for gonorrhea, and on 
Oct. 15th we published an example of peripheral 
neuritis attributed to this cause. Further examples 
appear in the Dermatologische Wochenschrift, where 
Schubert 1 records the case of a young man who was 
cured ‘of gonorrhea by taking uleron but developed 
acute transverse myelitis of the spinal cord a fort- 
night later and died after another month. Autopsy 
established “softening” (myelosis) of the cord, and 
although there is a suspicion of over-dosage before 
admission to Schubert’s clinic, and the issues of this 
case are further complicated by the onset of symptoms 
having coincided with the hardships of a long ski 
tour, the facts appear significant. They become more 
so when read in conjunction with another report of 
transverse myelitis, with recovery? and with a 
summary of 31 collected cases of paresis of the legs ê 
possibly attributable to the drug. It is suggested 
that the risk of complications may be relatively 

greater in children than in adults. 


WHITHER THE ALMONER ? 


THE 29th report of the Cecily Northcote Trust 
before us is an example of how “ the ideal of organised 
‘and comprehensive social care for all patients” 
may become an integral part in the life of a hospital. 
The phrase taken from the text of the report is 
the modern equivalent of Sir Thomas Browne's: 
*‘ There are infirmities, not only of body but of soul 
and fortunes, which do require the merciful hand of 
our abilities.” A series of case reports shows the 
almoner at St. Thomas’s Hospital not only inquiring 
into means and assessing payments but also giving 
the patient that social help contemporaneous with 
and shaped by medical treatment which is so necessary 
in most cases for carrying out the recommendations 
of the medical staff. Careful study of the individual 
patient in hospital helps to show his existence 
not as a series of unconnected crises but, in the main, 
as an inexorable sequence of cause and effect. This 
is a big task already, but the new Westminster 
Hospital envisages yet another sphere of work for the 
almoner. Mr. Rock Carling proposes that in the out- 
patient department to be opened in the coming May 
it should be the almoner’s task to organise the 
consultations and subsequent treatment. She is 
to arrapge the work by appointment and if, by a 
slip, a patient should arrive on the wrong day, it 
would fall to her to get one of the whole-time medical 
staff to make preliminary investigation, pending 
consultation with an honorary. But that is not all. 


1 Schubert, M., Derm. Wschr. Nov. 19, 1938, p. 1361. 
2 Lilienthal, W., Ibid, July 9, 1938, p. 833.. 
3 Döllken, H., bid, Oct. 29, 1938, p. 1273. 
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At the recent annual school dinner the chairman 
described a plan of decentralised organisation in 
which a social welfare office under the direction of 
an almoner would be placed on each floor of the 
hospital. She would then have the threefold duty 
of (1) providing the honorary concerned with a 
preliminary report from the practitioner together 
with such other information as may be necessary ; 
(2) arranging the visit so as to reduce waiting to 
a minimum; (3) finally supplying the practitioner 
with a report. To these duties the chairman added 
yet another—that of arranging for the patient’s 
admission to hospital. These cumulative functions 
will place upon the almoner in the new Westminster 
a great weight of responsibility. At a first glance — 
she seems to be the most suitable person for the 
job, since she is in touch with all departments of the 
hospital and knows what hospital attendance means 
to the patient. Whether it is altogether a step in 
the right direction remains to be seen. Inquiry 
into means has probably gone far enough and the 
almoner’s training fits her for administration. But 
reporting to local doctors and arranging admission to 
the wards are medical matters, and anything that 
weakens contact between hospital staff and. practi- 


tioner is to be deprecated. The almoner should 


not claim medical knowledge, nor is it in the hospital’s 
interest to employ her on work which does not use 
her special knowledge of social problems. It looks 
as though the honorary staff could do with efficient 
secretarial assistance, without taking the almoner 
off the medico-social work which is her primary 
function. Actually the taking of social histories is 
increasing in the same ratio as the realisation of the 
effect of environment on the patient’s condition. 
It is this part of the almoner’s work which is essential 
to the medical staff. Coéperation between medical 


-and social welfare units should ensure a well-balanced 


RELIEF OF PAIN IN ARTHRITIS 


For many years Leriche and others on the 
Continent have been in the habit of injecting local 
anesthetics into or around joints in order to relieve 
the pain of chronic arthritis and kindred conditions. 
The relief obtained in this way lasts considerably 
longer than would be expected and can be further 
prolonged by the use of oily solutions which are 
absorbed slowly and allow a gradual liberation of the 
anesthetic. It has also been found that when the 
pain returns it tends to be less severe, and that after 
one or more injections the relief is sometimes more or 
less permanent. The explanation of this is doubtful, 
but such drugs as procaine clearly produce an 
analgesia that long outlasts their anesthetic effect, 
and it has been suggested that they act by inter- 
rupting some reflex vicious circle of pain, spasm, and 
congestion. In the last four years Tarsy 1 of Brooklyn 
has treated 172 cases of chronic painful conditions in 
and around joints by local and regional injections, 
and he reports that 126 of these were improved, 
most of them very definitely, and that-in many the 
improvement has been maintained for from one to 
two years. He used either a 1 per cent. solution of 
procaine or a solution of Eucupin in oil. He recom- 
mends the former for general use because of its ease 
of administration, the oily solution being reserved 
for intractable cases. The method is most satis- 
factory in degenerative and traumatic rather than in 
infective arthritis, though Tarsy obtained a few 
exceptionally good results in rheumatoid arthritis, 


1 Tarsy, J. M., Med. Rec. Oct. 5, 1938, p. 2 69. 
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and it is not suitable for extremely debilitated or 
apprehensive people or those with uncompensated 
diabetes or heart lesions. For the first day or two 
after injection there may be some local stiffness or 
swelling, but Tarsy had little trouble from reactions 
and saw none of the sloughing with the oily solution 
that has been reported in the treatment of pruritus ani. 

The injections are made into the point of maximum 
pain. A weal’is raised over this point and 2—5 ¢.cm. 
of the aqueous solution or 1 c.cm. of the oil is then 
injected close to the periosteum, care being taken 
not to pierce the joint capsule. In arthritis of the 
knee the injections are given at seven sites, two or 
three at each sitting, five being around the capsule, 
one in the popliteal fossa, and one under the patellar 
ligament. Some cases do better when the injection is 
given into the joint. Tarsy found that 10 c.cm. of 
eucupin given in this way produced severe local and 
general reactions and he does not now give more than 
0-5-2 c.cm. No ill effects arose from the injection of 
procaine into joints. Many of Tarsy’s cases had 
brachial, intercostal, lumbar, or sciatic neuralgias, 
and in these relief was obtained from nerve-block. 
Here the technique is rather more difficult, and 
Tarsy advises that these delicate procedures should 
be approached with caution. Usually, however, the 
method is simple, and devoid of danger. Tarsy claims 
that, while not a complete therapy in itself, it forms 
a valuable accessory to physiotherapeutic and other 
more radical measures. | 


HERMAN BOERHAAVE 


THE University of Leyden has recently celebrated 
the bicentenary of the death of Boerhaave, and 
the festival has served as an occasion for a re-estima- 
tion of the true greatness of the Dutch physician. 
In his life-time, and in fact from a comparatively 
early age, he was a giant out-topping in celebrity 
not only his contemporaries but the great majority 
of his predecessors. Indeed 
some of his followers so 
exalted his merits that in 
their eyes in him medicine 
was reborn and raised to 


and their enthusiasm 
extended his influence over 
the whole civilised world 
not merely during his life- 
time but for several genera- 
tions after his death. That 
so grandiose a reputation 
should suffer some eclipse 
was inevitable, and in the 
nineteenth century Darem- 
berg of Paris questioned his pre-eminence, ‘‘ The 
Aphorisms and the Institutiones possess neither 
profundity, nor anything that surpasses the ordinary 
human understanding,” he wrote. ‘It would even 
appear to me that the elucidations of the pupil 
van Swicten are of much greater value than the text 
of the teacher.” 

Now Dr. Schoute,! in an oration at Leyden, has 
examined afresh the almost miraculous growth and 
persistence of Boerhaave’s fame. It was due, he 
contends, to the fact that Boerhaave early in bis 
career had precisely formulated a course of medical 
education that was not only revolutionary but so 
eminently reasonable, and so attractively elaborated 
by the master, that no student of the art could fail 


1 Commemorative speech delivered in the Aula of the Leyden 
University Hospital on Sept. 23, 1938. 


a new heaven of excellence ;. 


to grasp its superiority to the established usage. 
Hence came the enormous influx of students to 
Leyden from the whole world, including many from 
this country, and the resounding glorification of their 
teacher. This revolution, Dr. Schoute holds, was 
neither more nor less than the decisive passage from 
the medicine of authority to the medicine of precise 
and accurate observation, founded on a sound 
preliminary training in ‘mathematics, on which 
Boerhaave strongly insisted, chemistry, anatomy, 
and pathology, succeeded by careful accuracy at 
the bedside and painstaking dissection in the dead- 
house. Thus interpreted Boerhaave takes a new 
place in the Hall of Fame, and must be regarded as 
one of the earliest founders of modern medicine. 


B.C.G. VACCINATION IN SWEDEN 


IN September, 1927, the Swedish National Asso- 
ciation against Tuberculosis undertook a carefully 
planned campaign of vaccination of the new-born 
against tuberculosis with BCG. The campaign was 
carried out in Norrbotten, a county in the north of 
Sweden where tuberculosis has for long been very 
prevalent. The vaccine was given by the mouth in 
three successive doses as a quite voluntary measure, 
the cost of which was borne by the association. This 
large-scale experiment has now been in operation for 
ten years and Prof. Carl Naeslund! of Stockholm 
has attempted to draw conclusions from it. By the 
end of 1937 13,103 babies had been given BCG at 
birth, whereas the parents of 34,845 babies had 
declined treatment. The proportion vaccinated 
varied considerably from year to year, and the 
Lübeck disaster reduced the percentage in 1931 and 
1932 to a little over 20. 

Prof. Naeslund has disregarded morbidity-rates as 
an index to the action of BCG and has confined 
himself to the less questionable evidence of mortality- 
rates. In the ten-year period there were 754 deaths 
from all causes among the vaccinated (6-10 per cent.) 
and 3501 deaths among the controls (11-17 per cent.), 
calculated on the basis of the number of children 
surviving at the beginning of 1938. The greatest 
difference between the two groups was observed 
during the first year of life when the rates were 5-97 
and 9-71 per cent. respectively. After the age of 
7 years there was hardly any diflerence between 
the two groups. When the deaths from various 
infectious diseases were considered by- themselves, 
it was found that the mortality-rates were higher 
for the BCG children than for the controls—an 
observation that disposes of the notion that BCG 
confers a certain non-specific, blunderbuss immunity, 
The calculations with regard to the tuberculosis 
mortalities were to a certain extent vitiated by the 
lack of confirmatory post-mortem examinations and 
the smallness of the figures. With these reservations 
it is noted that the tuberculosis mortality for the 
BCG children was 1-5 per 1000 compared with 
6-3 per 1000 for the controls, the actual number of 
tuberculosis deaths in the two groups being 18 and 
199 respectively. Prof. Naeslund has also shown 
that the decline in the tuberculosis death-rate in the 
period investigated was much more definite in 
Norrbotten than in the neighbouring counties. Ie 
concludes that BCG vaccination has seemed to 
effect a remarkable diminution in tuberculosis deaths, 
and that, whatever may be the explanation, there 
has also been an obvious fall in general mortality 
among the vaccinated. 


1 Nord. med. Tidskr. Dec. 17, 1938, p. 1990. 
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THE SIZE OF RED CELLS IN ANÆMIA 


IN 1933 Price-Jones summarised the then available 
knowledge of the significance of variations in red-cell 
diameters.! Dr. Erik Mogensen 2? has now made a 
further review of the literature of red-cell measure- 
ment, to which he has added many fresh observations 
of his own. He concludes that the Price-Jones or 
red-cell distribution curve of Addisonian pernicious 
anæmia may be split into three components. The first 
is a main component, consisting of large blood-cells, 
which includes the majority of the cells : the standard 
deviation of this main component ordinarily exceeds 
the largest normal standard deviation but is not very 
large, the characteristic large deviation of the whole 
curve being dependent on the presence of one or two 
minor components. The second (which is always 
present) is a left component consisting of small cells; 
and the third (which may be lacking) a right com- 
ponent made up of extremely large blood-cells. 
A curve of this last type was found, apart from 
Addisonian pernicious anæmia, only in cases of 
megalocytic hyperchromic anæmia, associated with 
idiopathic steatorrhea, which responded to liver 
extract. Five cases of megalocytic anæmia in asso- 
ciation with liver disease showed only a slight increase 
in standard deviation and a homogeneous curve. 
Further analysis of four cases of achrestic anæmia 
published by Israëls and Wilkinson 8 in 1936, though 
they showed an increased standard deviation, proved 
that three of them had homogeneous curves with no 
left component, while the fourth, which was more 
typical, had at times responded to liver extract. 
Mogensen believes therefore that achrestic anæmia is 
not due to deficiency of the pernicious-anæmia 
principle, but has some other origin. He suggests 
that though the characteristic type of curve he has 
described is not specific for Addisonian pernicious 
anæmia, it is nevertheless the result of a specific 
anæmic condition—namely, that caused by lack of 
the pernicious-anæmia factor, no matter what the 
cause of this deficiency may be. It would be of 
particular interest to have an analysis of the com- 
ponent parts of the curve in those cases of megalo- 
' cytic hyperchromic anemia that respond to 
Hepastab and Campolon, but not to anahæmin 
—that is to say, the nutritional megalocytic anæmia 
observed in India by Wils and in Macedonia by 
Hamilton Fairley. In straightforward iron-deficiency 
anzmia Mogensen found a curve of normal structure 
showing a reduction in mean diameter and some 
increase in standard deviation. 


NEW LIGHT ON CORTICAL ACTIVITY 


INVESTIGATION of cortical activity by the electro- 
encephalograph has opened up a wide field for 
exploration, and already papers are appearing 
pretty fast in the neurological journals. Rubin 
and Cohen * have recently called attention to the 
possible value of electro-encephalography in the 
diagnosis of bromide intoxication by a study of the 
alpha rhythm. This rhythm is normally recorded 
at a rate of about 10 cycles a second from the occipital 
lobes, when the subject’s eyes are closed. In a case 
of bromidism which they observed the frequency 
was definitely lower (8-3 per second) when the blood 


Pp. 216. 123. 6d. 
3 Israëls, M. C. G., and Wilkinson, J. F., Quart. J. Med. 


5 . 
Rubin, M. A., and Cohen, L. H., Arch. Neurol. Psychiat., 
Chicago, November, 1938, p. 922. 
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bromide was as high as 59-6 mg. per 100 c.cm. As 
the blood bromide lessened under treatment the 
alpha frequency rose, until at 36-4 mg. it was 10-9 
per second. At the same time the percentage of the 
record occupied by the alpha rhythm, and the 
amplitude of the alpha cycles also rose. The authors 
give reasons for their belief that alpha frequency 
occurs at the optimum physiological rate, and that 
a lowered frequency means decrease in metabolism 
in cortical cells. In other words an amount of 
bromide sufficient to reduce alpha frequency means 
bromide intoxication. The _ electro-encephalogram 
would thus help us to an easy decision whether 
bromide intoxication was or was not present. This 
paper deals with only one case, and confirmatory 
observations are required. 

Grinker, Serota, and Stein 5 have observed and 
reinterpretated myoclonus epilepsy in the light of 
electro-encephalographic findings. They have taken 
electro-encephalograms of five members of a family 
suffering from typical familial myoclonus epilepsy 
of Unverricht. Before an ordinary major fit there 
are often rhythm disturbances, of increasing quality 
and frequency, which lead up to the fit. These are 
not accompanied by objective manifestations, and 
have been termed subclinical seizures. In myoclonus 
epilepsy there are small bursts of rapid spike waves 
which, increasing in amplitude and duration, lead 
up to the major fit, and these spikes synchronise with 
the typical lightning muscle spasms of the disease. 
They resemble the rapid spike waves of the clonic 
stage of a major fit, and seem to originate in the 
frontal lobe and radiate over the cortex. 

In some ways myoclonus and petit mal 
(** absences’) seem to be variants of major attacks 
in opposite directions. In petit mal the waves are 
slow, consciousness is blurred or absent, and there 
are usually no muscle twitchings. In myoclonus 
the waves are fast, consciousness is retained, and 
muscle twitching is the cardinal feature. Hyper- 
ventilation increases petit mal waves, while in 
myoclonus it produces only slow waves. The focusing 
of attention diminishes petit mal waves and the 
liability to attacks, while in myoclonus attention 
and voluntary movement have the opposite effect. 


On theoretical grounds therefore one would expect 


that phenobarbital and sedative drugs would be 
useful in myoclonus, and stimulants in petit mal. 
Phenobarbital is certainly effective in myoclonus, 
but it is often equally effective in petit mal, while 
stimulants, of which Benzedrine (amphetamine) is the 
drug of choice, diminish or abolish the attacks only 
in exceptional cases. 


Dr. J. H. HARLEY WILLIAMS, medical commissioner 
of the National Association for the Prevention of 
Tuberculosis, has been appointed secretary-general of 
the association in succession to Lieut.-Colonel E. D. 
Caddell, M.C., M.B. 


5 Grinker, R. R., Serota, H., and Stein, S. I., Ibid, p. 968. 


PETER CAMPER.—On April 29 and 30 the Uni- 
versity of Groningen is to commemorate the 150th 
anniversary of the death of Peter Camper, the great 
physician, anatomist, obstetrician, and artist, who for 
ten years was professor of medicine at the university. 
There will be an exhibition at the Academic Hospital 
at Groningen of Camper’s drawings of anatomical and 
anthropological subjects and of the sketches he made 
during his European journeys. A number of his 
anatomical preparations, which happily escaped des- 
truction in the fire at Groningen University in 1906, 
will also be on view. 
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THE AIR-RAID 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mitcuiner, C.B.E., T.D., F.R.C.S., and E. M. Cowen, D.S.O., T.D., F.R.C.S. 


I—ORGANISATION OF MEDICAL AID 


WAR surgery may expect to deal chiefiy with 
civilians of both sexes rather than with members 
of the fighting services. For this purpose a vast 
air-raid precautions organisation is necessary. The 
medical services will require an immense personnel ; 
in crowded areas a proportion of 1 doctor to 50 
civilians may be necessary. The medical profession is 
probably the best organised section of the community 
in this country. Thanks to the efforts of the British 
Medical Association a register of all doctors has 
been compiled, indicating what service each doctor 
is prepared to render in the event of a national 
emergency. Some 90 per cent. of the profession, 


whether members or non-members of the Association, 


had replied by the end of July (1938) and the register 
was brought up to date again in the recent crisis. 
Further steps in this organisation should be undertaken. 
The doctors should be notified in peace time as to how 
they may be employed, not only in what capacity 
but also in what locality. These volunteers include 
doctors with service experience and large numbers 
of medical men belonging to a new generation, who 
have no knowledge of the treatment of war wounds, 
the management of large numbers of casualties, or 
air-raids. These articles are addressed primarily to 
the latter. 

The Ministry of Health has set up a special depart- 
ment to prepare hospital accommodation, to advise 
on equipment, and to control medical personnel. 
Under this A.R.P. scheme London and the Home 
Counties have been divided into three zones. In a 
crisis the inner-zone hospitals will remove their 
ordinary patients to make room for mass 
surgery, evacuating the wounded to the outer zone 
as soon as possible after operation. The outer-zone 
hospitals will be placed in situations of reasonable 
safety and will act as base hospitals. Some of them 
will be set apart as special centres—neurological, 
orthopedic, and so on. The control of all these 
arrangements will be in the hands of a specially deputed 
medical officer at the Ministry, with presumably 
regional decentralisation. 


MEDICAL PERSONNEL 


As regards the administration of each unit, it is 
most important that the right doctor be chosen as 
senior medical officer (S.M.O.). This official, with his 
deputy, should have all the qualifications necessary to 
carry on under every conceivable difficulty and at times 
in face of danger. The S.M.O. must have personality, 
preferably war or service experience, tact, and 
tireless energy. He must be a good organiser, know 
A.R.P. thoroughly, and be prepared by his example 
of fearlessness to quell panic, inspire devotion to duty, 
and when necessary take the responsibility of making 
important decisions, either after reference to higher 
authority or on his own initiative. Although these 
medical units are composed of a civilian personnel 
and are not military dressing stations or hospitals, 
it is essential that an atmosphere of discipline be 
created. Medical officers should wear some kind of 
distinctive uniform, even if only an armlet. In air- 
raids panic may be produced, and in controlling 
crowds of patients and perhaps a frightened personnel 


the appearance of officials in uniform undoubtedly 
has a quieting and beneficial effect. 

To correlate details of professional technique, to 
give experienced advice in difficult cases, and to 
impart the special knowledge necessary for the 
treatment of war wounds, senior members of the 
profession should be appointed and recognised as 
consultants. These appointments should be made 
now, in peace time. One consultant will probably 
be responsible for a group of hospitals. Each hospital 
staff should also appoint and recognise a senior 
surgeon, who will act in an advisory capacity in his 
own hospital. This will secure some uniformity of 
surgical procedure, and the senior surgeon will 
always be at hand to operate on any particularly 
difficult case. 

All members of the profession, whether specialists 
or general practitioners, should now prepare them- 
selves for the part they may be called upon to play 
in a national emergency. The Home Office has 
already educated many doctors and nurses in ‘ gas.” 
The professional study of the problems of war wounds 


- due to air-raids is equally important. Large numbers 


of doctors are required to lecture and train the new 
medical personnel provided by the voluntary aid 
societies of the Order of St. John and the British 
Red Cross Society and those members of the public 
who have volunteered direct to the local authority. 
A good voice, carefully chosen words, personality, 
and a knowledge of the art of teaching are as essential 
as familiarity with the subject. In many instances 
it would be desirable that the instructors themselves 
be instructed before being allowed to lecture, as is 
the case with “‘ gas.” Doctors should interest them- 
selves in the practical side of first-aid teaching and 
not be content with handing over this part of the 
training to a layman. Apart from doctors in charge 
of administration, many surgeons and anesthetists 
will be required. Surgical assistants may be obtained 
by training senior medical students and dental 
surgeons. Doctors will be required in the reception 
departments of these A.R.P. medical establish- 
ments. This work is very responsible and calls 
for both quick judgment in diagnosis and clinical 
insight. 

When the non-effectives are evacuated, conditions 
of medical practice will be greatly disturbed. Very 
many women and children will be sent to the country 
from industrial centres, where crowded conditions 
may cause‘serious epidemics, needing extra hospital 
accommodation and extra medical and surgical 
staff. It will also be necessary to reinforce the staffs 
of the medical officers of health in these refugee 
districts by extra doctors and sanitary inspectors. 

Medical units must be provided in all vulnerable 
spots and arrangements made to reinforce attacked 
areas by mobile sections from areas free from attack. 
The headquarters staff of each local authority should 
coérdinate and control the following services : 
(1) police ; (2) fire; (3) engineering, including rescue 
and demolition, water, gas, and electricity repairs, 
sewage disposal, repair and decontamin ation of roads, 
and provision and repair of protective trenches ; 
(4) air-raid wardens; (5) medical; (6) transport ; 
(7) communications, intelligence, and warning signals ; 
and (8) evacuation. 
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The following units will be required to deal with 
casualties: (a) police, wardens, and others who render 
immediate first aid ; (b) first-aid parties, made up of 
medical volunteers ; (c) casualty posts; (d) dressing 
stations; (e) casualty clearing hospitals (centres for 
mass surgery); and (f) base hospitals. 

All A.R.P. personnel should possess an elementary 


knowledge of first aid, including arrest of bleeding - 


and the application of splints and shell dressings. 
These dressings should be available in large quantities 
for use by persons called on to render first aid. Every 
soldier on active service carries his own dressing, and 
civilians should be encouraged to do the same. 


FIRST-AID PARTIES AND “DRESSING STATIONS 


Having received first-aid treatment at the earliest 
possible moment, the casualties are collected by 
first-aid parties, each consisting of four bearers, as 
laid down by the Home Office. These parties will 
be in readiness at the dressing station or other 
recognised depét. In a well-organised town there is 
one warden’s post for each 250 inhabitants. These 
posts should be in telephonic communication with a 
controlling centre and may be fitted up as casualty 
posts holding small supplies of dressings, splints, a 
few stretchers, and blankets. Casualties may be 
collected and brought to these posts by the first- 
aid parties and thence, after necessary attention, 


evacuated to the dressing stations by ambulance .- 


cars.’ An effective system of communication is 
essential. If the telephone service breaks down 
short-wave two-way wireless sets or a supply of 
runners should be available. If there are sufficient 
doctors, one should be on call for, say, each 30 
casualty posts, to supervise the work of the first-aid 
parties and to give morphia to casualties trapped 
under fallen debris. 

Each party should be provided with a gas-proof haver- 
sack fitted with a zip-fastener. The following contents 
are suggested: 12 shell dressings, 12 triangular 
bandages, 2 sets of splints, 1 tourniquet, 1 electric 
torch and refill cell, 2 pairs of stout scissors, a note 
book, and a pencil. Members of the first-aid parties 
wear protective clothing and are provided with steel 
helmets and respirators. If there is a shortage of men, 
a proportion of women may be enrolled for this work 
and will be useful in dealing with casualties among 
the women and children. 

All casualties should be taken to the nearest 
dressing station and not to a hospital direct. Full 
details of the organisation of these establishments 
will be found in Home Office publications. The official 
name for this medical unit is “ first-aid post,” and 
the original plan visualised a short stay only at the 
posts, which were to be entirely under lay control. 
These ideas are being revised, however, and it is 
suggested the term ‘dressing station’? is to be 
preferred. A doctor will be in charge of each station, 
and besides the voluntary personnel medical officers 
and nurses will be available. 


The problem of an efficient lay-out is complicated 
by the possibility of gas casualties and the presence 
of both sexes and all ages. Schools are the most 
adaptable and in most localities are already prepared 
to be taken over as first-aid posts at short notice. 
Some of the smaller civil hospitals will be more 
suitable for dressing stations, and some of the larger 
hospitals will be in too dangerous a position to act 
as surgical centres and can also be used for this 
purpose. In a large town it is impossible to find an 
absolutely safe site. Proximity to railway centres, 
power stations, gas works, and factories should be 


avoided ; but dressing stations are required to be 
near the spot where casualties are expected. Alterna- 
tive sites should always be in reserve, in case existing 
establishments are damaged. Casualties may have 
to be handled at night under black-out conditions. 
Dull illumination signs should be prepared, entrances 
for ambulance cars be widened if necessary, and plans 
made for simultaneous admission and evacuation, 
with entrances and exits clearly marked ‘‘in” and 
“ out ” respectively to allow the ambulances to load 
or unload without turning. Attendants in uniform 
should be on duty at the gates, with orders to prevent 
any panic, to direct traffic, and to guide walking 
patients. So that the stream of casualties should 
proceed smoothly, direction signs should be painted 
on the floors or walls and all departments clearly 
labelled. 


A large dressing station should be designed to 
accommodate 100 lying and 200 walking cases. It 
is most important that these two categories be kept 
apart. It may be necessary to duplicate the lay-out 
for the sexes or merely to separate them by a line 
of movable screens. It may not be possible to 
evacuate a dressing station for many hours, and 
arrangements must be made to feed the patients and 
make them as comfortable as possible. The following 
departments should be allowed for, and clearly 
marked by notice boards :— 


(1) Stretcher and blanket dump, at entrance. 

(2) Reception (canteen, clerks, antitetanic serum). 
M.O. to sort cases. Duplicated for gas cases. 

(3) Treatment for minor cases only. 

(4) Dressing-room for serious cases (operating theatre). 
Operations only of extreme urgency should be done here. 

(5) Resuscitation (and blood transfusion). (Beds.) 

(6) Evacuation, walking cases; evacuation, stretcher 
cases. , 

(7) Office for M.O. in charge, 
St. John or Red Cross.) 

(8) Stores for quartermaster (supplies and equipment, 
patients’ valuables, clothing, &c.). 

(9) Kitchens, Feeding for patients and personnel. 

(10) Quarters for personnel, dining-rooms, washing, and 
changing. 

(11) Waiting-room for friends. 

(12) Mortuary. 

(13) Trenches for protection of walking wounded and 
personnel, 


(Clerks and duty officers, 


The personnel consists of four doctors, four trained 
nurses, and members of a voluntary aid society, 
details of which will be given in a subsequent article. 
If the work lasts more than twelve hours, a second 
shift will be required. A casualty card in a waterproof 
envelope will be made out and attached to each 
patient. On this will be entered details of the wound 
and administration of serum, morphia, or other drug. 
This card will accompany the patient when he is 
evacuated. It is neither advisable nor possible to 
segregate different types of surgical cases at this stage. 
Unwounded gas cases if slight may be sent home 
after treatment, with orders to report to their own 
doctors or a hospital next day. ‘‘ Shell-shock ” cases 
should. be evacuated direct to a special neurological 
hospital, unless they are wounded. 


CASUALTY CLEARING HOSPITALS 


Certain existing hospitals will be organised to 
deal with large numbers of casualties. Experience 
in the Great War showed that the best results were 
obtained by opening groups of hospitals and admitting 
convoys of 150 lying cases to each in turn. Walking 
and sitting cases are more conveniently dealt with 
at separate hospitals. From the point of view of 
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risk of bombing, no single building should accom- 
modate more than 200 cases at a time. A hospital 
with room enough for 200 patients should be able 
to receive convoys of 150 at atime. The bulk of the 
patients remain on their stretchers; 75-100 actual 
beds are required. Most of the patients can be made 
comfortable on their stretchers. All wards and 
departments should be clearly marked and frequent 
direction signs be displayed. To save labour and to 
give protection, the main departments should be on 
the ground floor. They should be planned so that 
the casualties. are moved on in a definite sequence, 
like goods in a mass-production factory. The following 
departments will be necessary, the sexes being dealt 
with as in the dressing stations :— 


(1) Entrance for ambulance cars, with easy get-away 
and separate entrance and exit. 

(2) Stretcher and blanket dump. 

(3) Offices for S.M.O. and clerks, house governor, 
matron, &c. 

(4) Reception room, duplicated for wounded and on a 
smaller scale for gas cases. 


In the reception room for wounded accommodation 
should be provided for 40 stretchers and 20 sitting 
cases. An experienced doctor examines all cases, 
looking for penetrating abdominal or chest wounds, 
which may have been previously missed, signs of 
nerve injuries, and so on. The envelopes of casualty 
cards are marked in chalk with the destination of the 
patient, and priority cases are selected. On informa- 
tion received of the numbers of casualties expected 
and the number of surgical teams available, a decision 
is reached as to how many cases to send for operation 
and how many to evacuate at once for operation at 
the next hospital. A rough guide is given in table I. 


TABLE J—OPERATION FIGURES (CONVOY OF 150 CASES) 


Class of operation Percentage Number 
Total requiring operation .. 60... 90 


To save life 15-20 23-30 
To save limb .. 20-40 30-50 
To save man-power .. 40-60 50-90 


The first class in table I contains many patients 
who are moribund or suffering from such injuries as 
surgery cannot assist. The second class includes 
abdominal injuries and wounds of blood-vessels. 
Many of the third class can wait 12-24 hours, but 
only at the risk of subsequent amputation. The 
fourth group is really the most important. Early 


TABLE II—NUMBER OF TEAMS REQUIRED TO DEAL WITH 
A GIVEN NUMBER OF CASUALTIES 


Operations 


No. of ae rong in 10 hours 
teams PE HORE (with rest) 

l 1-8 bn 15 

2 i 3-6 ei 30 

3 5-4 Za 45 

4 7-2 = 60 

5 9-0 eA 75 

6 10-8 si 90 

7 12-6 105 

8 14-4 120 


surgery ensures early restoration of function and 
therefore does not deplete the ranks of industrial 
workers. 

The other figures required to regulate the supply 
to the theatre department are the number of surgical 


teams available and their performance per hour. 
A skilled practised team may be expected to operate 
on 1:5 to 2 cases per hour. With 1-8 cases per 
hour as an average, table II shows the number 
of teams required to deal with a given number of 
casualties. 


Careful records must be kept of all casualties, 
whether trivial or serious, that pass through each 
medical unit. A casualty card in a waterproof 
envelope will be prepared at the warden’s post 
(casualty medical post) or dressing station and 
accompany the patient to the casualty clearing 
hospital and outer-zone hospital, appropriate notes 
being added at each hospital. As each patient is 
admitted, a slip, bearing a serial number, should be 
pinned on the card. These slips are collected on 
evacuation and provide a useful method of checking 
numbers. Identification of unconscious patients and 
the dead will be difficult unless some universal system 
of identity discs is introduced. Casualty returns will 
be required for (1) the direct information of relations, 
(2) the headquarters of the local authority, (3) the 
Ministry of Health, and (4) the Ministry of Pensions, 
and duplicates will be kept at the hospital con- 
cerned. Records even of the most trivial injuries 
must be kept so that claims arising at a later date 
may be dealt with. 


A team of orderlies and nurses should be available 
in the reception room to give antitetanic serum to 
all patients with flesh wounds who have not received 
an injection at the dressing station, remedies being 
at hand to deal with anaphylaxis. This must be 
given as a routine to all wounded and an entry 
stamped on the casualty card. A canteen should be 
available to supply hot drinks, biscuits, chocolate, 
and cigarettes, and milk and sweets for the children. 
Casualties having been recorded, sorted, and given 
serum are passed on to the resuscitation ward or 
the pre-operation ward. Only the slight cases should 
be sent to the evacuation ward. 


Cases contaminated with mustard gas or with 
lewisite are admitted by a separate entrance into 
the gas reception room and put through a series of 
undressing-, cleansing-, and dressing-rooms. In the 
last rooms they are checked in and then join the 
main stream, being sent on to the treatment, resusci- 
tation, or pre-operative department as required. Care 
must be taken to identify any contaminated clothing 
and valuables removed from the patients. 


From the reception department a few minor injuries 
may be sent on for re-dressing, and simple fractures 
may be splinted after being radiographed (if pressure 
of work permits). These casualties are then ready 
for the evacuation department. 


The resuscitation ward is a very important depart- 
ment. Thirty beds should be available, with experi- 
enced doctors, nurses, and assistants on duty. It 
should be provided with all the apparatus for blood 
transfusion and gum-saline infusion, hot-air cradles, 
and devices for combating shock. 


In the pre-operation ward room for at least twenty 
stretchers will be required for each sex, and ten 
actual beds should be available for the more serious 
eases, since they may have to wait several hours 
before their turn for operation comes. In this ward 
the patients are put into pyjamas, made comfortable, 
and given pre-operative medication with morphia 
or one of the barbiturate group. Clothes and boots 
are tied in bundles, labelled, and either sent to store 
or, better, put on the stretcher as a pillow for the 
patient. Personal valuables are put in labelled linen 
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“ Dorothy bags ” or stout paper bags and accompany 
the patient. Priority cases are kept apart, and the 
theatre is notified hourly of the numbers awaiting 
operation. This ward should be as near as possible to 
the theatre and will be visited at short intervals by 
the senior surgeon. 


MASS SURGERY 


The clearing hospital is the unit on which the 
success of mass surgery depends, and it is the careful 
organisation of the theatre block which in time 
determines the successful working of the hospital. 
The central controlling authority will provide enough 
surgical teams, including a sufficient auxiliary 
personnel, The responsibility for organising the work 
in the theatre should rest with the senior surgeon, 
working with the S.M.O. Very few hospitals contain 
sufficient theatre accommodation to permit of mass 
surgery. Moreover, the present theatres, with their 
skylights and large windows and usual situation on 
the top floor, are entirely unsuitable for work in 
air-raids. Either additional huts may be erected in 
the hospital grounds, large wards may be taken over 
as big theatres, or large buildings may be found in 
the hospital precincts or in the immediate neighbour- 
hood. In these adapted theatres care should be taken 
that the drains for the disposal of waste water are 
in order. There must be a supply of water, preferably 
hot and cold; but it is not necessary to make 
elaborate plumbing arrangements. Two sunk Nissen 
huts 60 ft. by 20 ft. may be erected as theatres and 
a third 40 ft. by 20 ft. as a sterilising and preparation 
room. These can be rendered gag-proof and splinter- 
proof and may be provided with self-contained 
lighting sets. In peace time they provide useful 
store rooms for the extra equipment required by the 
hospital. The performance figures of a well-trained 
team (see table II) are only possible if each surgeon 
is provided with two operating tables (twin-table 
system described below) and the necessary theatre 
equipment and furniture. 

The team should consist of nine persons: surgeon, 
assistant (junior surgeon, medical student, or dentist), 
anesthetist (occasionally duplicated), sister, two 
trained orderlies (male or female), two stretcher 
bearers who may also act as untrained helpers, and 
one clerk to function for two or more teams. Teams 


will be classified as ‘‘ A ” Senior, prepared to under- 


take head cases, abdominal wounds, and chest 
operations, and ‘‘B.” Junior, to deal with the 
simpler wounds. 

In any given wound operation the greatest part of 
the time is taken up in the induction of anssthesia, 
cleaning up the damaged parts (often multiple), 
adjusting dressings and splints, and taking the 
patient to the ward. Much time can be saved if the 
preliminary details of the operation are carried out 
on the second of the twin tables, while the surgeon 
is doing the main part of the previous operation on 
the first table. As soon as possible the operator 
leaves the first table, where the assistant and orderly 
apply the dressings, and begins work on the second 
table. By the time the first patient has been taken 
away to the ward and a fresh patient has been 


prepared, the anzsthetist can be spared to start the 


new induction. A surgeon who works rapidly can, 
indeed, keep up with two anesthetists, provided his 
assistant is sufficiently competent. Thus the per- 
formance-rate can be increased from 1-5 to 2-5 cases 
per team per hour. Notes are dictated to the clerk 
and details entered on the patient’s casualty ‘card 
and in the operation book in all cases. 
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Most of the patients go straight from the operating 
theatre to the evacuation department on their 
stretchers. Here they recover from their anzsthesia, 
are kept warm and comfortable, and are ready for 
evacuation in a few hours. Accommodation for 10 
sitting and 40 lying cases (33 stretchers and 7 beds) 
for each sex—i.e., total accommodation for 100 
cases—should be provided in the evacuation block. 
A medical officer should be in charge and should 
inspect all patients before evacuation. 

Some 10 per cent. of patients after operation will 
not be ready to be moved for many days, and among 
these there will be a mortality of 5-10 per cent. in 
the first few days after being wounded. For these 
cases 15-20 beds at least (duplicated for the sexes) 
should be available, and a large nursing staff will 
be required. 


A MANY-SIDED PROBLEM 


The proportion of gassed to wounded will probably 
vary inversely, so that it will not be necessary to 
provide great accommodation for gas as well as high- 
explosive casualties, but to be ready to convert 
wards as required. If phosgene has to be dealt with, 
oxygen in large amounts will be needed and a large 
nursing staff must be in attendance. The auxiliary 
“Tor” operating table may be useful in posturing 
patients in whom the secretions of the lungs are so 
profuse that the patient is being drowned in his own 
expectoration. If large numbers of gas cases occur, 
it will be in the best interests of the patients to 
provide a special gas hospital, with a staff of physicians 
and trained nurses in attendance. 

Work in hospital on civilian cases resulting from 
air-raids will be very different from military surgery. 
Not only have the two sexes to be catered for, including 
children, but patients’ relations and anxious friends 
may come in large numbers. Adequate waiting-rooms 
with canteens must be provided. This accommodation 
may be found by taking over a neighbouring building, 
such as a church hall, which has been rendered 
splinter-proof. 

A well-staffed dispensary will be necessary, and 
large supplies of oxygen, serum, anesthetics, nitrous 
oxide, dressings, and perhaps bleach paste must be 
available. The disposal of clothing and valuables 
has already been mentioned.. Kitchen arrangements 
for patients and personnel are important. The hospital 
laundry must be prepared to function with an extra 
staff, or outside contracts secured. 

Besides the regular nursing staff, extra nurses will 
be required and a large. auxiliary personnel pro- 
vided by the Order of St. John and the British 
Red Cross Society. The latter will probably live 
in their own homes and work in 8- or 12-hour 
shifts. They will require rest-, changing-, and dining- 
rooms, and perhaps extra. washing and lavatory 
accommodation. 

Extra mortuary accommodation will be required, 
with an augmented staff of orderlies. The provision 
of funeral arrangements and extra cemetery accom- 
modation is being dealt with by a special Government 
department. 

Medical transport plays a very important part 
in the handling of mass casualties. The present 
supply of ambulance cars may not be sufiicient, and 
auxiliary vehicles will be needed. Moreover, the 
existing ambulances are not as a rule fitted to take 
four stretcher cases or even adapted to take our 
standard stretcher (7 ft. 9 in. by 23in.). This fault 
should be rectified as soon as possible. 
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CONTROL OF THE COMMON FEVERS 


DIPHTHERIA 


Reviewed by Dr. E. H. R. HARRIES, medical superin- 
tendent, North Eastern Hospital, D.C.C. 


In an admirable paper Fitzgerald, Fraser, McKinnon, 
and Ross (1938) gave statistical chapter and verse 
to justify their conclusion that ‘‘the extent of the 
decline in several of the large cities and in certain 
of the provinces of Canada shows indubitably that 
diphtheria is a preventable disease.” As yet, diph- 
theria is not prevented in this country. For all 
practical purposes the disease continues to pursue 
its way unrestrained by the time-honoured measures 
of “ notification, removal, and disinfection,” from 
which Sir Arthur MacNalty (1938) says it is doubtful 
whether any marked diminution is to be expected. 
Years of great prevalence still alternate with those 
during which the numbers of notifications and deaths 
are somewhat fewer, but at best the annual toll of 
morbidity and mortality, with all that is implied in 
suffering, grief, and expense to the community, 
must seem almost fantastic to observers in those 
parts of Canada and the United States of America 
which have adopted active immunisation. Thus, 
in England and Wales in 1937, 61,341 cases were 
notified : rather more than in 1936 (57,795); rather 
less than in 1935 (68,759) and 1934 (68,839). Accord- 
ing to a provisional report of the health section of 
the League of Nations (1938), diphtheria is on the 
increase—not, of course, in this country alone. Up 
to Oct. 8, 1938, 54,490 cases were notified in 
England and Wales, as compared with 48,926 during 
the corresponding period of 1937. 


In 1937, 2963 deaths from diphtheria occurred 
in England and Wales (in some years the figure 
ranges around 5000). Of every 1000 deaths from all 
causes 6 were due to diphtheria, and of these 5 were 
those of children under fifteen years of age 
(MacNalty 1938). The case-fatality rate based upon 
the notifications was 4-8 per cent. (5:3 per cent. 
in 1936; 5-4 per cent. in 1935). It has always been 
the practice in this country to remove to hospital 
a high proportion (90 per cent. or more in some 
cities) of patients notified as suffering from diphtheria, 
and in 1937 (London County Council 1938) the 
infectious diseases hospitals of the L.C.C. admitted 
5679 cases of clinical diphtheria (figures corrected 
for diagnosis) besides 453 verified carriers. The 
case-fatality rate of clinical diphtheria in those 
hospitals was 3-37 per cent. at all ages, or 5 per cent. 
among those under 5 years of age. But, although 
patients admitted to these and other fever hospitals 
have the advantages of skilled treatment and, above 
all, of skilled nursing, which between them effect the 
saving of many lives, hospitalisation does not 
diminish incidence and therefore does not control 
diphtheria but only promotes the salvage of the 
diphtheria patient. In 1939 it is trite to remark 
that there is only one rational means of control, and 
that is by active immunisation of the child population, 
particularly those of pre-school age (fig. 1). Fitzgerald 
and his co-workers say that prior to the use of toxoid 
there was no effective control of the disease in 
Canada, and that, in spite of free distribution of 
antitoxin for prevention and treatment, morbidity 
persisted at its previous high levels, and mortality, 
although falling, presented one of the most important 
public health problems. That problem, in Canada, 


_these deaths there 


has ceased to be important. In Toronto (650,000 


| population) 104,000 children had been immunised 


since 1926 until the date of Fitzgerald’s paper. 
In 1930 the morbidity-rate was 164 per 100,000; 
in 1934 only 3-5. From 1921 to 1925, pre-toxoid 
years, an average annual number of 65 deaths from 
diphtheria occurred in Toronto. From January, 
1934, to March, 1935, and again in 1937 nobody died 
from diphtheria in that great city. 


MacNalty (1938) reports that immunisation in 
this country makes continuous if slow progress, 
but no city, he says, has yet succeeded in immunising 
the 50-60 per cent. of the child population which . 
is necessary before incidence is affected. In 1937 
Chester headed the list with 45 per cent. ; Birmingham 
is included in the 35-40 per cent. group. Acton led 
Greater London with 30 per cent. The London 
metropolitan boroughs vary greatly in their local 
circumstances and difficulties; some are going 
full speed, others half-speed, and others distinctly 
“slow.” The average figure for them all in 1937 
was 53 per cent. of the child population immunised 
(MacNalty 1938). 

The dissatisfaction of medical officers of health 
with the present condition is reflected in a trenchant 
leading article in - 
the Medical Officer 
(1938). “To the 
health officer,” the 
writer says, 
“whose business 
it is to prevent 
disease, the three 
to five thousand 
deaths a year are a 
persistent reminder 
of a failure which 
rankles more than 
any other. For 


B 


is no valid excuse ; 
they occur because 
we have not done 
what we know we 
should have done; 

Our children 
die from diphtheria 
because we let them 
die; not because 
we cannot prevent 
them from dying. 
The blame may 
be upon public 
apathy, but it is 


NUMBER OF CASES AND DEATHS 


our business to 

remove that 0  §* ® FD 4 

apathy.” It can- à ù A y& È 

not be assumed, a 
AGE-GROUPS 


however, that the 
depressing rates for 
the community as 
a whole represent 
all the immunisa- 
tion that is taking 
place. There must 
now be few resi- 
dential schools 
(other than the 
public schools 
which, despite a 


Fic. 1—Diagram showing impor- 
tance of immunising children of 
pre-school age against diphtheria, 
Immunisation on an adequate 
scale before school entry would 
reduce not only column A but 
also columns B and C, whereas 
immunisation only on or after 
schoolentry cannot affect column 
A. Columns represent total cases 
of diphtheria, and black portions 
the number of deaths. 
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high Schick-positive rate, are strikingly free from 
diphtheria) where the childfen are not immu- 
nised. Certainly in the residential schools of the 
L.C.C. the children are so protected, with parental 
consent of course, and as a result cases of 
clinical diphtheria from these establishments have 
become very rare indeed. Needless to add, the 
nursing staffs of all large fever and many other 
hospitals have, for years, been offered and, with few 
exceptions, have accepted immunisation if they 
proved to be Schick-positive, with the result that, 


Diphtheria 
Admissions 


“a 
9 
& 
Š 
i 


A 


Immunisation 


Fic. 2—Diagram showing effect of immunising the staff 


of the Birmingham City Hospital against diphtheria. - 


Columns represent diphtheria admissions, and curve 
the cases among the staff. Inoculation of nurses began 
at A, and of domestic staff at B. Shaded area represents 
average strength of nursing and domestic staff each 
year. (See Harries, Lancet, 1930, 1, 802.) 


as O’Brien showed some years ago, the incidence of 
diphtheria among nurses in diphtheria wards, which 
was formerly about 10 per cent., is now a fraction 
of 1 per cent. (fig. 2). Medical students are similarly 
protected. It does not fall within my province to 
discuss the extraneous conditions which may make or 
mar the success of any immunisation scheme, but it 
may serve a useful purpose to consider, very briefly, 
current views upon, and practice in, technique. 


THE SCHICK TEST 


Those of us who in the early days of immunisation 
pinned our faith to the Schick test were perhaps too 
dogmatic as to its infallibility in all circumstances. 
But although the conclusion of Parish and Wright 
(1938) must be accepted that a negative reaction does 
not always indicate ability to withstand a virulent 
infection, especially of the ‘gravis’? or ‘‘inter- 
mediate’? types, there can be few biological tests 
that through the years have so proved their general 
reliability. The old antitoxin level, 1/30 unit per 
c.cm. of blood, which was believed to be consistent 
with a negative reaction, no longer holds. Parish and 
Wright found that the test might be negative, even 


if carried out with a fourfold reagent, with antitoxin 
titres varying from 0-01 to 0-002 unit per c.cm. of 
blood. Therefore to ensure a high level of immunity 
they advise periodical injections of the prophylactic 
even to negative reactors. Schwartz and Janney 
(1938) found 22 relapses among 122 pre-school 
negative reactors who were retested six to seven 
years later, and they consider that as a routine 
measure either a retest at school entry or a dose of 
prophylactic is desirable. Having regard to Parish 
and Wright’s work the latter would appear to be 
preferable. But which prophylactic ? — 


PROPHYLACTICS 


Immunisation being such a tender plant in this 
country, one severe reaction may prejudice a clinic, 
and so the choice of prophylactic must be based not 
only upon its possession of antigenic potency but 
also upon its lack of anti-propaganda value. In all, 
the antigenic stimulus is provided by toxoid—i.e., 
diphtheria toxin modified by treatment with formalde- 
hyde—but particular circumstances may decide 
whether formol-toxoid (F.T.), toxoid-antitoxin 
floccules (T.A.F.), alum-precipitated toxoid (A.P.T.), 
or toxoid-antitoxin mixture (T.A.M.) is used. The 
first three are potent ; the last less potent and there- 
fore slower, but since it gives rise to but few reactions 
at any age it has played an important part in 
immunisation in this country and is still preferred 
by some workers. F.T. is used in Canada and 
in London. Among children, under eight years 
few reactions occur, and potential reactors are 
detected in Canada by a preliminary Moloney test 
(the intradermal injection of diluted toxoid)— 
not much used in England. Mitman (1936) has 
shown that comparable information is afforded by 
the pseudo -+ positive Schick reaction (when this has 
been performed). For older children and adults 
TA.F. is largely used; very few reactions occur, 
and these are rarely severe. Present indications 
are that A.P.T. is the prophylactic of the future, 
especially for children. Chesney (1938) considers it 
superior to F.T. and T.A.F. “for consistent and 
rapid production of a high grade and durable 
immunity with a minimum of injections.” He is 
not convinced of the reliability of the Moloney test, 
preferring to use a “detector” dose which also 
serves as a first immunising dose. The detector 
dose may be 0-2 c.cm. (0-1 c.cm. in children over 
ten) followed four weeks later by 0:4 c.cm. A.P.T. 
If the detector dose elicits sensitiveness to the 
prophylactic, the amount of the second dose is 
reduced in proportion to the degree of the local 
reaction. Parish (personal communication), how- 
ever, prefers, if considerable sensitiveness has been 
elicited by a detector dose of A.P.T. in children or 
a pseudo-+positive Schick test in adults, to use 
another prophylactic—e.g., T.A.F. Whatever the 
prophylactic and the dose, at least two injections 
must be made at intervals not shorter than two weeks ; 
many prefer three weeks; Chesney and others four. 
The ‘one-shot’? method is not sound practice ; 
it may act virtually as Glenny’s “ primary stimulus ”’ 
among communities with a high Schick-positive 
rate; the “secondary stimulus”? provided by an 
additional dose should be regarded as essential to 
secure a high level of protection, Chesney found that 
of 1300 children injected by his method only 3 were 
Schick-positive two months later. That immunity 
was of a high level is shown by the fact that of 768 
children tested with a fourfold Schick toxin 765 
were negative. Although nearly 100 per cent. of 
successful results may be counted upon with A.P.T., 
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no child should be certified immune until it is known 
that a Schick test is negative. 


PASSIVE IMMUNISATION 


It should not be forgotten that for the immediate 
but temporary protection of exposed children, 
especially familial contacts, passive immunisation 
has been available for more than forty years. From 
1000 to 2000 units of antitoxin will protect over an 
average period of three weeks. With modern con- 
centrated sera reactions following this dose need 
cause no anxiety. If possible it is better to carry out 
preliminary Schick tests and to inject only the 
positive reactors. A few weeks later active immunisa- 
tion may be considered or, if the contacts are under 
daily observation, may be at once substituted for 
passive immunisation, since there is no evidence 
that this procedure causes a negative phase. Although 
sensitisation to serum results very rarely indeed 
from passive immunisation, any fear on this score 
may be dismissed by choosing F.T. or A.P.T. as the 
prophylactic, since neither contains horse serum. 


THE SWAB 


In diagnosis.—Diagnosis, which must precede 
“ notification, removal, and disinfection,’ unfor- 
tunately waits too often upon a bacteriological report. 
Reliance upon the bacteriologist to perform a task 
he has never claimed to undertake—viz., the diagnosis 
of the disease diphtheria as distinct from the 
O. diphtherie—leads, on the one hand, to admission 
to hospital only when the disease is hopelessly 
advanced and, on the other, to the unnecessary 
occupation of beds by those who have been sent in 
merely upon the strength of a bacteriological report 
without clinical evidence of diphtheria. Further 
investigation often reveals that the organism is 
a harmless diphtheroid. In 1937 in the L.C.C. 
fever hospitals it was necessary to revise the diagnosis 
in 26-2 per cent. of the patients notified as suffering 
from diphtheria or carrying diphtheria bacilli, and 
in the same year in the Birmingham City Hospital 
743 of 2049 cases (31-3 per cent.) were similarly 
revised, but of 70 fatal cases of diphtheria McGarrity 
(1938) reports that 19 died within forty-eight hours 
of admission. In the diagnosis of diphtheria swabbing 
should be merely a confirmatory procedure; never- 
theless confirmation is much to be desired at the 
earliest moment, and to this end the prepared Solé 
swab retrieved by Parish (1935), and of which a 
modification is on the market, is said to enable a 
morphological diagnosis of the organisms to be made 
in about four hours if necessary. A method was 
recently described (Lancet 1938) which consisted in 
rubbing a swab dipped in a 2 per cent. solution of 
potassium tellurite upon the suspected exudate in 
situ; blackening occurs within five to ten minutes 
if the exudate contains diphtheria bacilli, but 
unfortunately an unpleasant odour of garlic is 
produced. 

In the detection of carriers.—The true function of the 
swab being the collection for examination of the 
diphtheria bacillus if present upon the mucosa, it is 
for the detection of carriers that its use is essential. 
Most diphtheria patients rid themselves of organisms 
by or before the time they are clinically fit, and it 
is customary to secure two consecutive negative 
swabbings from both nose and throat as presumptive 
evidence of clearance. Some, however, continue 
to harbour organisms and become “convalescent ”? 
carriers, but it is not legitimate to declare anybody 
a carrier whether “ healthy ” (contact) or convalescent 
until it is known that the organisms are virulent. 
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Before agreeing that a true carrier is cured of carrying 
it is usual to obtain a consecutive series of three or 
more negative swabbings from nose and throat. There 
is evidence that carriers aggregated in open wards for 
treatment may become reinfected, as shown by the 
change in the type of organism recovered—e.g., 
mitis to gravis—a process identical with the reinfec- 
tion of convalescent scarlet-fever patients with 
different serological types of the hemolytic strepto- 
coccus. Carriers clear more readily in the open 
air and in any case should be housed in airy wards 
with wide-spaced beds. They nearly all have some 
abnormality of the nasopharyngeal mucosa, and 
this should be diagnosed as soon as they come under 
treatment, because, although many clear spon- 
taneously, or as the result of the use of alkaline 
douches or snuffs, some in the end require rational 
surgical measures. If clearance is not obtained in a 
reasonable time, it is desirable to segregate the child 
in a cubicle or chamber and, if this fails, to consider 
the surgical rectification of such abnormalities 
as have already been noted. The removal of tonsils 
may be relied upon to cure the throat carrier; the 
nasal carrier is a more difficult problem ; the removal 
of adenoids may be the solution, but a carrier at 
present under my observation, who suffers from lupus 
of the nose, seems likely to become the oldest 
inhabitant. It may be added that the most 
dangerous source of infection is not the occult carrier 
but the child with the overt blood-stained yellowish 
nasal discharge characteristic of anterior nasal 
diphtheria. 

Alleged effect of immumnisation.—It has been objected 
that active immunisation increases the number of 
carriers, and Dudley (1934) has concluded that 
under certain conditions artificial immunisation may 
increase the risk of infection to the unprotected. 
He also foresaw that this statement might be twisted 
to serve anti-propaganda. Clearly, immunisation 
cannot prevent the carrier state, but it does ensure 
that the chronic carrier, himself immune, if he spreads 
infection only among immunes performs a useful 
service by maintaining the average level of immunity. 
In closed communities, such as residential schools, 
if all are immune, carriers are no menace; if all are 
not immune they may be. It seems obvious also 
that the introduction of a carrier to a closed com- 
munity whose natural immunes have been increased 
artificially, even if all are not immune, is likely to 
lead to fewer clinical cases than would be the case, 
under identical conditions of exposure, in an institu- 
tion where no artificial immunisation had been 
attempted. There is no evidence that the immunisa- 
tion of nurses in fever hospitals has increased the 
carrier-rate among them (Harries 1935). 

In the open community Fitzgerald et al. (1938) 
found no evidence in support of the suggestion that 
immunes increase the hazard of diphtheria. Fraser 
and Halpern (1937) examined 7800 nose and throat 
cultures from school-children in Toronto between 
May, 1934, and June, 1936; only 4 cultures were 
found to contain virulent diphtheria bacilli. 

No real progress in immunisation is possible in this 
country without the approval and coöperation of 
the general practitioner and the enlightenment of 
the general public. The most hopeful sign that a 
preventable disease will before long be prevented 
is the concern of the clinical and preventive branches 
of the profession for the unnecessary loss of children’s 
lives. Although the labourer is worthy of his hire, 
occasions have arisen, as quite recently at Ripley, 
Derbyshire, when the local doctors have renounced 
any fees for immunising children so that, in the 
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presence of an epidemic, the work might not be held 
up on the score of cost to the rate-payers, who 
expressed warm appreciation of their action. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various ocewpations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A PHYSIOLOGIST IN AMERICA 
I 


July 25.—Yesterday was a lovely day, but rather 
chilly. We spent most of the time on deck watching 
the south coast of England unfold before us and drop 
behind. I woke up to see Dover at about 5 A.M., 
and later recognised Beachy Head and the Isle of 
Wight. Last night we could see the dim shape of 
Dartmoor, and at about midnight the Eddystone 
Light flashed us a long good-bye. 

July 26.—People are beginning to pair off a 
little, and we are amused at one obviously “ brilliant 
young doctor ” who now has three girls in tow. They 
hang with open mouths and eyes a-goggle on his 
lightest word, and occasionally we catch “ metabolism” 
and “‘ acidosis ” drifting by on the breeze. According 
to the ship’s surgeon, he is going to America to make 
his fortune. 

July 27.—The captain said that directly the wind 
got round to the N.W. the sea would be flattened out, 
but this-morning the wind is N.W. and the sea is 


terrific. 
* * * 


August 1.—To-day the great event has been our 
arrival, We are now riding at anchor in the Narrows, 
between Staten Island and the end of Long Island. 
At about 5.30 p.m. a lighthouse on Long Island was 
sighted on the horizon, and promptly disappeared 
again. Then everything began to happen. We were 
met by a ship which delivered a pilot in a small 
boat. Lots of other ships appeared from nowhere, 
and the sea became dotted with buoys: silent buoys, 
bell buoys, moaning buoys, and flashing buoys. 
More lighthouses on little islands loomed up. Coney 
Island (?) with a large hotel and a magnificent 
gasometer rose out of the sea to starboard, and a 
long cloud on the port bow materialised into the 
heights of New Jersey. We were soon in a channel 
with land on both sides, and could plainly see the 
cars on Long Island. Manhattan itself, straight 
ahead, remained bashful and refused to emerge from 
the haze. We could dimly make out a few per- 
pendicular shadows, and then the sun went down 
like a red ball behind the trees of Staten Island and 
we were at anchor. When the lights came on the 
mist must have lifted, for we could see the floodlit 
Statue of Liberty, and lights on the top of a couple 
of high buildings. The river swarms with all kinds 
of boats. The ferries going over to Brooklyn look 
like little floating islands, and brightly lit boats with 
an incredible number of decks, rather like mint 
humbugs, keep up a constant procession, probably to 
Coney Island. 

August 2.—Up at 5 A.M. ... the Normandie at 
anchor with her floodlit red funnels . . . the Statue 
of Liberty . . . the New York sky-line (sheer, sheer 


majesty!) . . . the immigration officials (deep anti- 
climax). So they don’t want us in America. What, 
they wish to know, is Marjorie, aged 5, doing here ? 
I distinctly remember writing on a form that she was 
not an anarchist. Do they suspect the truth? Have 
we any money? (I could have sworn that I had 
suppressed the fact of my being a physiologist, but 
murder will out.) On seeing the large blue paper I 
got from the Consulate, bearing photograph, birth 
certificate, and endless other details, they seem to 
think better of us and we are allowed to go... . The 
Customs, easy but endless. Two dollars fifty to 
pay. What for? Heaven alone knows: anything 
to get away from this place. ... Why didn’t some- 
one tell us what ‘‘ Express’’ means on this side of 
the world? (To the uninitiated—it means the 
painless disposal of baggage.) We took our trunks 
with us. There was no provision for them on the 
stream-lined taxi until the driver, assisted by several 
interested passers-by, put down a luggage grid. Our first 
real misgivings about ‘‘ American efficiency.” Fare to 
the Grand Central Terminal, 85c—plus a trifle of 50c 
for each trunk. Misgivings about the taxi-driver. 

Outside. the luggage room, by a ridiculously short 
low metal counter, we had to leave our pile of eleven 
pieces in everybody’s way while I went to get the 
railway tickets. The Grand Central Terminal has 
an enormous central hall with a gallery round the 
top, on which we had been deposited. It took a 
long time to get the route from the inquiry office, 
and then the tickets had to be laboriously written 
out for each of us—train to Providence—’bus to 
New Bedford—steamer to Woods Hole. Had to wait 
another hour at the baggage room counter in swelter- 
ing heat before the man behind the counter 
condescended to notice our collection. I don’t 
blame him. He had to weigh everything and write 
out duplicate labels for each piece. By the time 
he had finished it was our train time, and as far as 
the eye could see were throngs of passengers from the 
Normandie with loads and loads of luggage. Can 
this be the land of the slick ? l 

Out of the marble hall through a door into a gloomy 
cavern ... trains dimly discernible . . . long coaches, 
beautifully clean with immaculate decorations .. . 
seats on each side of a central aisle, all facing forwards. 
Nosmoking. Four hours of purgatory, not on account 
of the “no smoking,” which was rather pleasant, 
but because the air-conditioning plant had broken 
down. Heat appalling. Luncheon car perpetually 
full. Is there any such thing as efficiency in this 
blistering country? Ah. yes. A boy. with coffee 
and aseptic sandwiches, And Marjorie has dis- 
covered a tap of ice-cold water, an ingenious device 
delivering sterile paper cups and a fascinating trap- 
door for disposing of them after use. . Attendants 
with magazines, with ice-cream, and with chocolates. 
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Strangest of all, a youth soliciting telegrams. .. . 
Thank God for Providence. 

We were able to breathe again during our break- 
neck ride to New Bedford. The country is wooded, 
uncultivated and, near the road, prettily untidy. 
Houses are built on little clearings, have no hedges 
or fences, and their lawns stop abruptly and give 
way to scrub. Almost without exception the houses 
are of wood, so that their walls look like enormous 
venetian blinds, with picturesque steep roofs and 
overhanging eaves. Most of them have a loggia 
round two sides. When not properly painted or 
stained they tend to look a bit dilapidated. 


* + + 
Woods Hole, Mass. 
Sept. 1. 


DEAR JOHN,—You would enjoy this place. Can 
you imagine a massive L-shaped brick building, 
three stories high, set in the middle of a little seaside 
village ? No, it is not the local hotel, though if you 
could imagine an hotel in which all the bedrooms were 
laboratories you would not be far from the mark. 
People from all over the country bring their work 
here for the summer, renting a lab and enjoying the 
library, which is amazingly good. I have forgotten 
how many hundred periodicals they take, but there is 
everything here one is likely to need except a few 
surgical journals. Once a week there are “ seminars 
in the big lecture theatre—quite the biggest I have 
been in—when “investigators”? report on their 
work. (Weare classified as Investigators or Students.) 
There are also frequent lectures by visitors and those 
of us who are sufficiently distinguished. No, I 
didn’t give one, I use “us” in the democratic sense. 
We are a true democracy, and I am secretly proud 
of the fact that I like it; it shows I have Decent 
Instincts. There is a sort of skeleton permanent 
staff, but everything is worked with the aid of 
students—the supply rooms, the cleaning, the waiting 
at table, &c. And they enjoy it thoroughly and 
have heaps of enthusiasm left over for their classes. 
A number of vacation courses are run here, such as 
embryology, invertebrate zoology, physiology, and 
so on. I should like to take the physiology course 
myself; micro-dissection is only one of the things 
they do. There are over 300 of us all told, all 
thoroughly mixed three times a day at the Mess, 
and undergoing diffusion at tea-parties, beach 
parties, tennis, concerts, and meetings. And Boy! 
do we enjoy whatever we happen to be doing at the 
moment? [Dll say we do. When we work we work, 
and when we play we play. Yes Sir! 

But you don’t want to hear about work; one 
laboratory is much the same as another. Though 
I must say it is novel to me to have salt water laid 
on and a tank in which I can keep a shark if I want to. 
Most of the people here affect the more highbrow 
types of biology, but there is quite a sprinkling of 
physiologists and biochemists and it is not forbidden 
to work on the mammalia. The supply department 
will produce practically anything. A girl we knew 
ordered some snakes, and a few were duly rounded 
up. She used to keep them on ice in a state of 
perpetual coma and remove bits of muscle when 
necessary. Only on her last day did she discover 
that she had been harbouring the only poisonous 
variety on Cape Cod. An attractive idea, don’t 
you think? Anesthesia by just popping the patient 
into a refrigerator; and a pint of ice-cream as a 
sedative instead of a dose of bromide. Sorry, I 
seem to be talking shop again. | 

Our uniform is simple. The maximum is a shirt, 
a pair of trousers and sneakers (that’s got you guess- 
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ing), You’d be surprised how it shortens the time 
of getting up in the morning, and how pleasant it is 
to loaf into the lab at about 8.30 a.m. I took the 
opportunity of wearing out a pair of white flannels, 
and didn’t realise until I had almost succeeded 
that I had been wearing what was to all intents and 
purposes evening dress. When invited to a party 
it is sufficient to add shoes, socks, and tie, and wear a 
respectable pair of trousers. Flannel is highly 
respectable, and almost too good to wear in a holiday 
place like Woods Hole, the reason being that it is 
very difficult to get in this country. A pair of 
“ flannel bags ” I am told costs about £3—4. 

In the afternoon we go to the beach en famille 
and steep ourselves in sun and water. I got left 
behind the other day, and in my haste to catch up 
with the others I leapt out of the door of the apart- 
ment house clad only in a pair of bathing trunks 
almost into the arms of a distinguished German 
professor I had once met in London. ‘‘ Oh, hello!” 
I said, gave one look at his face, and fled. I am 
weak enough to hope he didn’t recognise me. The 
water here is warm—really warm—owing tô the 
Gulf Stream, which, incidentally, seems responsible 
for everything in this part of the world. The Captain 
never ceased referring to it on the way across. They 
say, however, that on the north shore of the Cape the 
water is ice-cold on account of the Labrador Current. 
It is probably the Gulf Stream in disguise. 

Cape Cod is an interesting place, and would be 
even more so if we knew a little more about its history. 
Did you know that the Pilgrim Fathers landed here 
first ? We were taken to see the spot the other day— 
Provincetown, right on the northernmost tip of the 
Cape. At least, it would have been on the tip if the 
last spit of land had not curled affectionately round 
it in the shape of a hook and made it into a harbour. 
But for the smell of dead fish the Pilgrims might 
have stayed there. As it was, they pushed off again 
and settled at Plymouth, on the mainland. There 
is a rather fine granite monument—the Pilgrim’s 
Memorial—at Provincetown. It is ‘‘ 252 feet, seven 
and one half inches in total height ” and is a copy of the 
Torre del Mangia in Siena. We walked up to the top 
by means of a gentle slope which circulates round the 
interior and which is much more pleasant than climbing 
steps. Needless to say, “the view from the top 

. is superb. The entire Cape is spread out below 
the observer like a map, and the view extends many 
miles out at sea. One of the conditions upon which 
the government appropriation was granted was that 
the Monument should be given over to the govern- 
ment, in case of war, aS an observation station.” 
They take war quite seriously over here, and were 
having aerial manœuvres, complete with ‘“‘black-outs”’ 
long before all the recent crises. 

Cape Cod seems to be more or less of a holiday 
resort, nearly every inch of coast being occupied by 
country clubs or film stars. The towns are charming, 
with a strange mixture of English and Indian names— 
Falmouth, Hyannis, Yarmouth, Harwich, Chatham, 
Barnstable, Pocasset, Sandwich, &e. At Chatham 
a long sand-spit runs south into Nantucket Sound 
and is said to have diverted the P. Fathers from their 
original intention of landing in New Jersey. 

Nantucket is an island which we set out to explore, 
but we failed to get bevond the quaint town of 
Nantucket itself. How refreshing it was to see a wide 
cobbled main-street-cum-market-place again! And 
trim little gardens with hedges round them. But 
the chief interest of the place lies in its whaling 
history. Apparently they produced a happy breed of 
captains in days gone by, for there is quite a gallery 
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of their portraits in the museum, and the town is 
full of houses with ‘‘ widows’ walks ” on top of them. 
These railed-in platforms seem to have been the 
prerogative of captains’ wives. I wish I had time to 
tell you about the whaling museum—shades of 
Moby Dick! There were life-size exhibits of a fully 
equipped whaleboat (the small boat in which they used 
to put off and chase the brute), and the brick fire- 
place which used to be built on the deck of the ship 
to melt the blubber. Part of the building itself was 
an enormous old press for squeezing oil out of 
spermaceti. It was of the beam variety, and said 
to be the only one of its kind. It was actuated by 
a box of heavy stones—and this was in use in a 
flourishing industry less than 100 years ago! I may 
say it looked extraordinarily effective, and the tree 
from which it had been cut must have been a monster. 
Whaling was by no means a local pursuit; the 
whalers seem to have ranged the seven seas. We 
saw Eskimo, Maori, and Polynesian trophies, and 
interesting relics of Captain Cook and Robert Louis 
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The Registrar-General’s Reports 


WHEN students of population trends estimate that 
the inhabitants of England and Wales in the year 
2039 will number, say, a miserable 5 millions, their 
calculation is apt to have the opposite effect to that 
intended. It does not make our flesh creep or move 
us to instant action on what is actually one of the 
most important questions of the day. It is all too 
remote, and though the sums are right they naturally 
depend on assumptions about the future behaviour 
of the birth, death, and migration rates.. The hard 
facts of the present and the prospects of the near 
future are infinitely more impressive, as a few broad 
figures may show :— 


Age-group : A=0-14; B=15-34; C=35-64; D =65 and over; 
E =All ages. 


= Population of England and Wales 

E 

D G.’ 

a 1921 1931 estimates 1931-21 1937-31 

for 1937 
10,500,455 | 9,520,198| 8,930,600|— 980,257 |— 589,598 
12,415,725 | 13,341, 374 13, 417, 600] + 925, 649 + 176,226 
14, "127, '596 15, 208. 300 | +1,448, 182 +1,080,704 


2,291,105 
37,886,699 


2,963, 209 3,474, 500|+ 672,104 | + 511,291 
39,952,377 | 41,031,000 | +2,065,678 | +1,078,623 


A 
B 
C | 12,679,414 
D 
E 


According to the estimate for 1937 lately published 
by the Registrar-General,! the total population of 
England and Wales was a little over 41 million, or 
rather more than a million above the figure revealed 
by the census of 1931. But this total change conceals 
the profound changes at different ages. Of children 
(ages 0-14) there were nearly a million less at the 
census of 1931 than at the census of 1921; between 
1931 and 1937 there has been a further fall of nearly 
600,000. Clearly no change of heart can alter the 
fact that there will be fewer to replace the present 
generation, fewer to produce the subsequent genera- 
tion, and fewer to produce the goods and comforts 
required by the rising numbers in the old-age group, 
shown in the last line of the table. Even at ages 
15-34 there was a negligible increase in numbers 
between 1931 and 1937 and this too must shortly 


1 The Registrar-General’s Statistical Review of England and 
Wales for the year 1937 (New Annual Series, No.17). Tables. 
Part I. Medical. H.M. Stationery Office. 1938. Pp. 406. 6s. 
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Stevenson. In one of the streets was a willow tree 
taken from the grave of Napoleon at St. Helena— 
involuntary humoral transmission ? 

Some of the old log-books were written in beautiful 
handwriting and many of them were illustrated with 
excellent drawings of whales as seen from the ship. 
.Often they had a distinct literary quality, and some 
of these old whaling captains must have been cultured 
as well as wealthy. One log-book recorded the first 
finding. in 1808, of the colony on Pitcairn Island 
founded by mutineers of the Bounty. The sea was so 
important to Nantucket that they have the town 
meridian line marked out in the street. If ever 
the island gets blown away, it will be possible to 
put it back in exactly the same place. Cheap 
humour, say you; youve right, say I. People who 
lay down meridian lines are all too few, and the 
hours I’ve spent on this letter all too many— 
unprecedented in fact. 

As ever, 
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become a decrease (in the absence of immigration). 
A stationary and stable population may be a desirable 
end, but we are likely to traverse a hard path in 
reaching it. 

For those who prefer to eat, drink, and be merry 
the Registrar-General provides a wealth of detail 
as to how we died on the yesterday, if not on the 
morrow. His report for 1937 shows that year to have 
been in no way remarkable in its vital statistics. 
Owing to the influenza epidemic of the first quarter 
of the year—to which nearly 16,000 deaths were 
attributed—its crude death-rate of 12-4 per 1000 
persons was the highest since 1929. In the first year 
of life 35,175 infants died, and the consequent rate 
of 58 deaths per 1000 live births differs little from 
the rates of the previous three years. At school 
ages (5-10) the death-rate of 1-9 per 1000 was the 
lowest yet recorded, the incidence of measles, scarlet 
fever, and whooping-cough being very low. At all 
ages a relatively high incidence of dysentery is 
noticeable, over 4000 cases being notified or 3—4 
times as many as in 1935 and 1936. It is also worthy 
of note that 1937 was the third year in succession in 
which no death from small-pox was registered. 

The Registrar-General’s analysis of the half-million 
deaths tabulated in this volume necessarily follows 
at a later date, in his text volume. At the moment 
he has just issued the corresponding analysis of the 
records of 1936.3 Besides the many routine tables of 
death-rates by different causes and at different ages 
this volume contains a large number of special studies 
relating to such features as mortality in the great 
towns grouped according to their size, the problem 
of deaths classed in 1931-35 to congenital malforma- 
tions, deaths from rheumatic fever and associated 
heart disease, and the seasonal distribution of 
mortality in the quinquennium 1931-35. 

Comparing the mortality-rates in different adminis- 
trative areas in 1911-14 with those recorded in 
recent years it is found that owing to the more rapid 
reduction in urban than rural mortality the handicap 
imposed by urban residence is now little more than 
half as great as it was a quarter of a century ago. 
On the other hand the Registrar-General can find no 
support for the hypothesis that from the standpoint of 


2 The Registrar- General’s Statistical Review of England and 
Wales for the year 1936 (New Annual Series, No. 16). Text. 
H.M. Stationery Office. 1938. Pp. 204. 3s. 
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resulting healthiness there is some optimal population 
` for towns which is intermediate between the smallest 
and the largest ; as judged by the standardised death- 
rates, the healthiness of towns outside Greater London 
tends to improve progressively with diminishing size. 

The special study of rheumatic fever shows that 
its mortality amongst children of school age has 
declined since 1925-27 by 25 per cent. for boys and 
18 per cent. for girls, and for young adults by about 
a quarter. Analysis of the deaths attributed to 
diseases of the liver and gall-bladder shows that the 
number debited to “ acute yellow atrophy ” changed 
little between 1921 and 1933 but has increased each 
year since. The general trend of mortality from liver 
affections of obscure origin needs to be watched, the 
Registrar-General concludes, in view of the large 
number of new chemical and other substances which 
are being employed in therapeutics, some of which 
may have unsuspected toxic actions upon the liver. 

As usual, his reports need careful study by those 
who would venture into the field of vital statistics ; 
and many more venture there than would freely admit 
it or even realise it. 


Poliomyelitis at a Public School 

On Dec. 16 a case of poliomyelitis was diagnosed 
at Wellington College and confirmed after consulta- 
tion ; on the following day a second case was isolated. 
As term was to end on Dec. 19, the school authorities 
decided, after consultation with the local M.O.H., 
to inform parents by telegram of the situation, telling 
them that all boys would be detained at school till 
the 20th unless previously sent for or fetched. A 
circular letter followed entering more fully into 
details and giving advice as to quarantine. The 
postponement of school closing by one day was 
dictated by the difficulty of communications over 
the Sunday and the desire to allow parents time to 
arrange for quarantine. Parents of known immediate 
contacts were given the option of leaving their sons 
in quarantine at the school. Actually nearly all of 
the 650 boys were personally fetched on the 17th, 
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18th, and 19th; six contacts being left behind on 
Dec. 21. Two doubtful cases under observation 
proved to be definite cases on Dec. 20, and one boy 
subsequently developed the disease among the 
contacts on the 22nd. The cases at the college are 
generally of a reasonably mild type, the degree of 
paresis being not very high. The outbreak will no 
doubt in due course come under review by the 


Ministry of Health. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC. 24, 1938 

Notifications.—The following cases * of infectious 
disease were notified during the week: Small-pox, 
0; scarlet fever, 1402; diphtheria, 1124; enteri¢ 
fever, 31 (22 “ expected”); pneumonia (primary 
or influenzal), 825 ; puerperal pyrexia, 120 ; cerebro- 
spinal fever, 14; acute poliomyelitis, 29; acute 
polio-encephalitis, 2; encephalitis lethargica, 2; 
dysentery, 27; ophthalmia neonatorum, 72. No 
case of cholera, plague, or typhus fever was notified 
during the week. 


The combined notifications of acute poliomyelitis and acute 
polio-encephalitis tota] as follows for the current week and the 
previous 22 weeks (working backwards): 31, 32, 30, 37, 42, 47, 
53, 73, 74, 88, 85, 68, 56, 63, 83, 76, 82, 76, 83, 87, 63, 41, 29. 

The number of cases in the Infectious Hospitals of the London 
County Council on Dec. 30 was 3308, which included: Scarlet 
fever, 712; diphtheria, 1116 (carriers, 42); measles, 11; 
whooping-cough, 567; puerperal fever, 10 mothers (plus 5 
babies); encephalitis lethargica, 296; poliomyelitis, 11. At 
St. Margaret’s Hospital there were 24 babies (plus 12 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 2 (0) from measles, 3 (0) from scarlet fever, 
12 (4) from whooping-cough, 31 (3) from diphtheria, 
47 (15) from diarrhoea and enteritis under two years, 
and 41 (1) from influenza. The figures in parentheses 
are those for London itself. 

East Ham reported the only death from typhoid. Fatal 
cases of diphtheria wero scattered over 21 great towns, 3 each 
at Bootle, Liverpool,and Birmingham. Ten deaths at Liverpool 
were ascribed to influenza. 

The number of stillbirths notified during the week 
was 289 (corresponding to a rate of 56 per 1000 total 
births), including 39 in London. 
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Voluntary Health Insurance in Germany 


Tue desire for social security, which is an important 
element in contemporary western civilisation, is 
finding expression in various extensions of social 
insurance. The number of countries in which com- 
pulsory health insurance has been introduced is 
increasing, and in the countries where it is well 
established the tendency is to enlarge its field of 
operation, a recent example being the inclusion in 
the British scheme of workers between the ages of 
14 and 16 years. It is interesting to note also that 
voluntary as well as compulsory social insurance is 
extending its scope. The voluntary pensions insurance 
scheme, which came into operation in this country 
last year, is an important new development, hospital 
contributory schemes are becoming more and more 
popular, and public medical services are steadily 
gaining ground.. . 

Our Munich contemporary gives! a useful 
précis of the stages by which social insurance 
has reached its present status Even in Germany, 
the home of compulsory social insurance, where 
the persons insured under the compulsory health 
insurance scheme make up with their dependants 
about two-thirds of the total population, voluntary 


1 Haedenkamf, K., Münch. med. Wschr. Dec. 30, 1938, p. 2028. 


health insurance is an important factor in the 
life of the community. This is shown in a 
recent report summarised in the National Insurance 
Gazette of Dec. 29. At the end of 1937 there were 720 
voluntary health insurance institutions in Germany 
with 9-37 million members, who were for the most 
part persons working on their own account, or officials 
or salaried employees not coming within the scope 
of the compulsory insurance scheme. Some were 
insured for cash benefits only, and a small number 
for special benefits such as hospital treatment, but 
91 per cent. were members of institutions providing 
benefits similar to those provided by the state scheme. 
The bodies undertaking voluntary health insurance 
are of three kinds: mutual societies, incorporated 
institutions, and insurance companies, and the members 
of each kind of body form respectively 65 per cent., 
21 per cent., and 14 per cent. of the total membership. 
The total premium income in 1937 amounted to 
372.670.000 marks, or 39-75 marks per member, the 
corresponding amount in the state scheme being 
64-47 marks. The average premium charged by the 
bodies providing full health insurance benefits was 
41-45 marks per member, as against 22:98 marks 
charged for cash benefits only and 13-38 marks for 


* The all-round diminution in this week’s figures should be 
attributed to delay in posting returns rather than to a sudden 
diminution of infectious disorders. 
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special benefits. The. total value of the benefits paid 
in 1937 was equivalent to 76-7 per cent. of the 
premium income, the corresponding figure in the 
state scheme being 87-6 per cent. 

The following table shows that there are wide 
differences between the voluntary institutions and 
the compulsory funds in regard to the distribution 
of expenditure on the different benefits provided. 


Percentage expenditure 


Benefits Voluntary | Compulsory 
mags) | (1935) 
Medical and dental treatment .. ' 53-7 33°5 
Medicines .. 11-6 13-3 
Hospital treatment 15-1 18-9 
Maternity .. ee ee 2-5 9-0 
Sickness benefit .. oe ee 4°9 23-0 
Death benefit  .. oe ee 3°8 1:0 
Other benefits .. as és - 8-4 0-5 


Since the great majority of the voluntary insurers 
are independent workers or salaried employees whose 
incomes ordinarily do not cease when they are 
attacked by disabling sickness, it is not surprising 
that they make less provision for sickness benefit 
than is made in the compulsory insurance scheme, 
which applies chiefly to wage-earners. 


Advice on Specialist Treatment 


An insurance committee has had to deal with a 
curious case where an insurance practitioner made a 
charge for surgical treatment. The patient was 
suffering from a carbuncle, which the doctor excised, 
making a charge of two guineas and submitting form 
G.P.45 to the committee the same day. The patient 
applied to the committee for assistance towards the 
payment of the account, the grounds of complaint 
being that the practitioner gave the patient no advice 
as to other ways in which he might have obtained 
treatment. The terms of service provide that if a 
patient requires treatment which is not within the 
scope of the practitioner’s obligations the prac- 
titioner shall advise him as to the steps which he 
should take to obtain that treatment. 

At the hearing the complainant’s wife said that 
both she and the complainant were dissatisfied at 
his progress, and they asked the practitioner’s 
assistant if it was advisable for the patient to go into 
the local Royal Infirmary. According to the wife, 
the assistant said that the voluntary hospital would 
not admit the complainant, and advised continuance 
of fomentations. On the following morning the 
practitioner visited the patient and made arrange- 
ments for the operation to be performed that afternoon, 
but no alternative course was mentioned. The 
assistant denied that he had said the patient would 
not be admitted to hospital, but agreed that he might 
have said it was not a suitable case for .a hospital. 
‘The practitioner himself said that he had told the 
patient that he could be done either at hospital or 
at home, but that it was not a suitable case for 
a voluntary hospital, and if it were necessary for 
him to be admitted it would have to be to the 
municipal hospital. The alternative was that he 
himself should operate, and he had explained that 
the operation would probably be held to be outside 
the terms of service, and a fee would be payable. 
It was then agreed that he should perform the 
operation. 
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Although there was conflicting evidence as to what 
was said at the interviews with the assistant and 
with the principal practitioner, the committee found 
that at one or other or both of those interviews 
hospital treatment was mentioned, but the case was 
not one which would have been readily admitted to 
a hospital. They decided that the respondent acted 
in the best interests of his patient, and that there 
was no breach of the terms of service. 

A similar point arose in another case. A man 
consulted his insurance practitioner about an inflamed 
eye. The man said that he had felt a piece of grit 
hit the eye a day or so previously but the doctor 
could find only congestion, which he thought might 
be due to a “‘cold ” in the eye, and could not detect 
any foreign body. As a precaution he gave the man 
an introduction to a centre of the Ophthalmic Treat- 
ment Board, by whom the insured person was sent 
to another doctor. According to the patient this 
practitioner spent about half an hour on the case, 
applying cocaine twice and eventually finding 
the grit embedded in the eye. An account was 
rendered to the man, who applied to his society for 
a grant to meet the bill. The society referred him to 
the insurance committee, and when writing to the 
committee the man complained that his doctor had 
not given him the option of going to a hospital, 
where as a contributor to the Hospital Saturday Fund 
he could have obtained treatment without charge. 

The advice given by the insurance practitioner was 
of course quite proper, and there is no suggestion 
that he failed to comply with the terms of service, 
but unless the society can and will admit the case 
for a grant under the additional benefits scheme the 
man himself will have to pay the bill, and doubtless 
will feel aggrieved at having to pay for something 
which he appears to have had the forethought to 
cover by his contributions to the H.S.F. If there is 
a hospital within easy reach it seems that it would 
be better, in a case like this, to give the patient the 
option of going either to the hospital or to one of 
the eye centres. It should be remembered that not 
all societies make grants for optical benefit. 


THE LANCET 100 YEARS AGO 


January 5, 1839, p. 564. 
From a report of the Medical and Surgical Society of 
Newcastle-on-Tyne on the state of the medical profession. 


This Society, on surveying the condition of the medical 
profession, cannot but be strongly impressed with the 
varied and incongruous materials of which it is composed ; 
they find its members, notwithstanding the perfect 
identity of their avocations, consisting of practitioners 
authorised by many different colleges and corporate 
institutions, from whom have been required unequal courses 
of study, and dissimilar examinations into the extent of 
their professional and scientific attainments... . l 

There are in the United Kingdom of Great Britain and 
Ireland, not fewer than 19 corporations having power to 
grant degrees in medicine and surgery,'and differing 


' essentially in the extent and duration of the curricula 


they enjoin. The Society is of opinion that all of these 
might be advantageously superseded by one institution 
being placed at the head of the profession in each division 
of the empire... that such institutions should have 
entire control over education, and the granting of 
degrees and licenses to practise, together with all other 
matters relating to the medical profession; that the 
course of instruction and test of qualification should 
be the same in each; that, from one or other of them, 
all persons engaged in the practice of medicine and 
surgery should be required to possess a diploma or license ; 
that, to individuals thus authorised, the law should extend 
a suitable protection; and that proper measures should 
be enforced for the suppression of unqualified practitioners. 
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SPECIAL ARTICLES 


MEDICINE AND THE LAW 


The State as Heir 


Last month the Times published an interesting 
article by its Stockholm correspondent on the 
Inheritance Law adopted by Sweden in 1928. If a 
Swede dies intestate, cousins and more remote 
relatives are excluded from inheriting his property. 
The money falls in to the state and is earmarked for 
appropriation to various objects on the borderline 
between social welfare and public health. In ten 
years, it seems, Sweden has thus inherited a total of 
nearly £300,000. The money has been devoted to 
establishing or aiding ‘‘summer colonies”’ for poor 
children, particularly those who are weak and under- 
nourished in towns and industrial centres and those 
who, though free from disease, come from tuber- 
culosis-stricken families. Kindergartens, maternity 
and child welfare clinics, technical schools, and boy 
scout clubs are other causes which have’ benefited 
from the General Inheritance Fund. The law requires 
that the money shall be used for the care and educa- 
tion of children and young persons. In this fashion, 
the Times correspondent explains, the social function 
of inheritance is fulfilled though the fulfilment is 
transferred from the individual to the social plane. 
The fund does not finance any purpose for which 
public money must anyhow be granted. The state 
can renounce its right to inherit in favour of a relative 
or other person connected with the deceased in cases 
of hardship. 

If Britain has not adopted a similar plan, the British 
Treasury takes what it can for the Exchequer. One 
must move with caution amid the mysteries of the 
English law of property, but it is broadly true that, 
if anyone dies intestate without near relatives, his 
possessions will fall to the Crown as bona vacantia 
in lieu of the now abolished process of escheat. 
Relationship for the purposes of intestacy now ceases 
with the descendants of uncles and aunts; more 
remote relations are disestablished and disendowed. 
If the deceased has made a will, legacy duty varies 
in steepness according to the degree of relationship. 
But what the Exchequer takes in this fashion in 
England is applied to the general relief of the tax- 
payer and is not earmarked to any specific object. 
In the history of local taxation grants there was once 
a somewhat incongruous association between *“‘ whisky 
money ” and local education. The halfpenny per ton 
which coal-owners pay into the Mining Welfare Fund 
is applied by statute to benefit conditions in mining 
districts and to finance research. The totalisator 
fund established in 1928 under the Racecourse Betting 
Act can be made available for charities and for 
improving the breeding of horses. A prescribed 
percentage of the profits of Sunday cinemas is trans- 
mitted to a fund for encouraging the cinematograph 
“as a means of entertainment and instruction.” 
Otherwise the state, reaping where it has not sown, 
pools the takings in a common reservoir to pay for 
the country’s needs as a whole. The entertainment 
tax is not planned to support a national theatre or 
to subsidise an opera-house. Court fees do not go 
directly to finance the pauper litigant. If there is 
an attractive surplus in the Road Fund, if the Post 
Office or the proceeds of wireless licences show a 
handsome profit, the Chancellor of the Exchequer 
raids this like any other hen-roost to provide general 
relief for the taxpayer. A recent government bill 


proposes to divert into the Treasury the not inconsider- 
able sums made by the Public Trustee in the invest- 
ment of certain trust moneys. Nothing is said about 
applying this fortuitous harvest to maintain the 
voluntary hospitals, to help the boy scouts, or to 
provide playing-fields. State lotteries in the past 
have done much for public objects like the British 
Museum. Whatever other countries may do, the 
voluntary hospitals in England must mainly rely 
on private generosity. The Inheritance (Family 
Provisions) Act of last July daringly violated the 
sanctity of testamentary disposition. Whether- we 
are ready to go further and to substitute the state 
as heir after the Swedish pattern remains to be seen. 
A total of £300,000 in a ten-year period may not be 
thought to justify revolutionary proposals. Even 
the threat may -be useful, however, if it reminds 
people of the duty to make a will. | 


A Missing Link in Medical Evidence 


There was a curious case at assizes last month 
where a pathologist’s evidence, through no fault 
of his own, failed in its significance. The charge 
was one of manslaughter. A car had mounted the 
pavement in a Cardiff street, had knocked down a 
septuagenarian pedestrian named Evans, had struck 
a wall, rebounded and proceeded some distance 
further before being brought to a stop. The driver, 
according to the police, made a statement admitting 
that he was drunk, that he was unable to drive, and 
that he had taken the car without the owner’s 
permission. Evans died soon afterwards. A patho- 
logist explained to the jury the results of the post- 
mortem examination. Evans had not been a healthy 
subject; he suffered from disease of the kidneys ; 
the effect of the injury inflicted by the impact of the 
car was to accelerate death. Counsel for the prosecu- 
tion must have felt that a conviction was now inevit- 
able. When, however, the case for the prosecution 
had been completed, counsel for the accused made a 
submission. The prosecution, he said, had omitted 
to prove that the body which was the subject of the 
pathologist’s evidence was the body which was 
injured by the car. The judge felt obliged to direct 
the jury to return a formal verdict of acquittal— 
a result which he described as an unsatisfactory 
ending. 

Is the Patient to be Told? 


If divorce is sought on the ground of incurable 
insanity, ought the patient to be informed of the 
petition ? The point cropped up in Randall v. Randall, 
a case decided in the first week of December. The 
patient had been detained under a lunacy order since 
May, 1932. His defect of mind was a mere absence 
of will power. The president of the court, Sir 
Boyd Merriman, held that the unsoundness of mind 
was incurable; it was a mild case; but, once incur- 
able unsoundness of mind was established, the 
question of degree was immaterial. The court 
required independent medical evidence since it was 
a borderline case and an order for release might 
perhaps have been made during the statutory period 
of five years. On the presentation of the petition 
the receiver of the patient’s estate was appointed 
guardian ad litem. The keeper of the licensed house 
wherein the patient was detained was a layman; 
he seems to have decided, after a casual question to 
a local general practitioner, that the patient should 
not be told of the petition. The President, in grant- 
ing a decree nisi, said that the decision not to inform 


; 
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the patient was “ manifestly wrong.” The patient 


was quite capable of understanding what was going 
on. If he was not to be informed, it meant that he 
was unable to give any instructions to his guardian 
ad litem. The President pointed out that the duties 
of a guardian ad litem were not a mere formality. 
The guardian had to consider the patient’s interests 
at every step of the proceedings and to make his own 
personal decision. Apparently the responsibility for 
deciding whether the patient shall be told or not 
rests with the guardian ad litem. 


NEW YEAR HONOURS 


THE honours list issued last Monday contains 
the following names of members of the medical 
profession :— 

Baronet 


John Donald Pollock, 0.B.E., M.D. 
Benefactor of the University of Edinburgh. 


Knights Bachelor 


Adolphe Abrahams, O.B.E., F.R.C.P. 
Dean of the medical school, Westminster Hospital, 
London. 


William Wilson Jameson, F.R.C.P. 
Professor of public health in the University of London 
at the London School of Hygiene and Tropical 
Medicine. 
Colonel Krishnaji Vishnoo Kukday, C.I.E., L.R.C.P.E., 
I.M.S. (retd.). 
John Ramsay, C.B.E., F.R.A.C.S. 
Consulting surgeon, Launceston Public Hospital. 
Colonel Alexander James Hutchison Russell, C.B.E, 
M.D., K.H.S., I.M.S. l 
Public health commissioner with the Government of 
India. l 


C.B. (Military) 
Surgeon Rear-Admiral Francis J. Gowans, M.B., K.H.S. 


Major-General Frederick Duke Gwynne Howell, 
D.S.0., M.C., M.R.C.S., K.H.S. 
Deputy director of medical services, Aldershot 
Command. : 


C.M.G. 
Erroll Aubrey Neff, M.D. 


Director of medical services, Cyprus. 


Frank Victor Gordon Scholes, M.D., D.P.H. 
Medical superintendent of the Infectious Diseases 
Hospital, Fairfield, state of Victoria. 


‘ 


C.L.E. 
Lieut.-Colonel Gordon Covell, M.D., I.M.S. 


Director, malaria survey of India. 


Lieut.-Colonel J. B. Hance, O.B.E., F.R.C.S.E., I.M.S. 


Residency surgeon in Mysore. 


Lieut.-Colonel E. W. O’G. Kirwan, F.R.C.S.I., I.M.S. 
Professor of ophthalmic surgery, medical college, 
Calcutta. 


Major-General N. M. Wilson, O.B.E., M.R.C.S., I.M.S. 


Surgeon-general with the Government of Madras. 


C.V.O. 
Charles Paul Wilson, F.R.C.S. 


Surgeon to the ear, nose, and throat department, 
Middlesex Hospital. 
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C.B.E. (Military) 


Colonel W. A. Robertson, M.C., M.D. 
Assistant director of medical services, 5lst (Highland) 
division, T.A. 
Colonel G. L. Thornton, M.C., T.D., M.R.C.P. 
Hon. colonel, medical units, 43rd (Wessex) division, 
T.A. 
l C.B.E. (Civil) 
Arthur Stanley Griffith, M.D., D.P.H. 
Bacteriologist, Medical Research Council. 
Charlotte Leighton Houlton, M.D., F.R.C.0.G. 
Chief medical officer, Women’s Medical Service, 
India. 
James Livingstone Thompson, M.B. 
Surgeon, Castlemaine Hospital, state of Victoria. 


M.V.O. (Fourth Class) 


Bertram Cohen, M.B. 
Hon. physician, Victoria Cottage Hospital, Sidmouth. 


O.B.E. (Civil) 

Major D. P. Bhargava, M.B., F.R.C.S., I.M.S. 
Professor of surgery, Prince of Wales’s Medical 
College, Patna, Bihar. 

Eric Donaldson, M.D., D.P.H. 

Medical officer, Ministry of Health. 

Ethel Adelaide Douglas, M.B. 

Medical officer, Kinnaird Hospital, Lucknow. 

William Mowll Frazer, M.D., D.P.H. 

Medical officer of health, Liverpool. 
Lieut.-Colonel K. R. Krishnaswami Ayyangar, M.D., 
D.P.H., I.M.S. (retd.). 
Lately director, Pasteur Institute of Southern India, 
Coonoor. 

John Sutton Webster, M.B. 

Radiologist, medical department, Straits Settlements. 

Alexander Wilson, M.D. 

Physician, Scio House Hospital. 

Alice Woodward-Horsley, M.B. 
Medical practitioner, Auckland. 


M.B.E. (Civil) 

Avice Mary Cam. 

Medical missionary, Maubin district, Burma, 

Dines Chandra Chakravarti, L.M.S., F.R.C.S.E. 
Professor of clinical and operative surgery, medical 
college, Calcutta, Bengal. 

Robert Thomas Mansfield Hayter, I.M.D. 

Assistant director, School of Tropical Medicine, and 
resident medical officer, Carmichael Hospital, Calcutta. 

Catherine Frances Taylor, M.B. E 
Universities Mission, Central Africa, Masasi, Lindi, 
Tanganyika Territory. 

Captain Harold D. R. Zscherpel, M.R.C.S., I.M.S. 


Superintendent, central jail, Peshawar, North-West 
Frontier Province. 


Kaisar-i-Hind Gold Medal 
Nilakanta Sivakamu, M.R.C.P.I. 


Principal Zenana medical officer, Bikaner state, 
Rajputana. 


Theodore Howard Somervell, F.R.C.S. 
In charge of the London Mission Hospital, Neyyoor, 
Travancore. 


Bar to Kaisar-i-Hind Gold Medal 


Ida Sophia Scudder, M.D. 
Principal, The Missionary Medical College for Women, 
and superintendent, The Missionary Medical College 
Hospital, Vellore, North Arcot district, Madras. 
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(FROM OUR OWN CORRESPONDENT) 


NOISE 


THE noise nuisance commission, with Prof. Tanon 
as its mouthpiece, gave its opinion at a meeting 
of the Academy of Medicine on Dec. 6 on the proposals 
of the Touring Club de France to deal with traffic 
and other noises. The Academy withheld its uncon- 
ditional endorsement of the suggestions pending the 
issue of a more complete report by the commission. 
Paris police regulations have already done much to 
sweeten the harsher notes of motor-horns between 
8 P.M. and 8 a.m. The church, too, has contributed 
its mite, Cardinal Verdier having recommended 
confinement of the Angelus to 7 o’clock. But certain 
places, such as railway termini, where the luminous 
signal has apparently to be supplemented by the sound 
signal, continue to offend the ears of their neighbours. 


HEALTH OF FRENCH EQUATORIAL AFRICA 


Prof. Achard, secretary-general to the Academy of 
Medicine, has lately paid a visit of inspection, under 
the auspices of the Ministry of the Colonies, to French 
Equatorial Africa. He took the Belgian Congo 
in his stride and was thus able to compare the colonial 
administrations of two different countries. French 
Equatorial Africa has a population of 3,450,000 and 
only one doctor for every 36,000 inhabitants and for 
every 23,000 square kilometres. Hitherto complete 
failure has followed the attempt to dilute the colonial 
medical service with native orderlies required to 
manage stations without any doctors. Until this 
system can be made to work satisfactorily—and many 
years will be needed—Prof. Achard suggests that 
fully qualified European nurses should be sent out 
to care for the sick. There is need for a better supply 
of mobile field health units composed of one doctor, 
one European orderly, and 15 native orderlies, with 
two motor-cars at their disposal. He thinks that 
the air ambulance services should also be expanded 
because of the vast spaces and the impassable condi- 
tion of the roads during part of the year. Malaria 
remains the great colonial scourge with a general 
morbidity of 3-6 per cent., but it is trypanosomiasis 
which is most dreaded by the natives. Experts 
in both the Belgian Congo and French Equatorial 
Africa were reassuring as to the efficiency of the 
rational treatment of the latter. On the other hand, 
Prof. Achard was disappointed with the results of the 
treatment of leprosy. 


PENALTY FOR IGNORANCE OF LEGAL NICETIES 


A doctor who cures all ills by tickling the sympa- 
thetic nervous system in the nose has just been 
involved in a law suit. It was advertised that he 
would himself give treatment in the provinces, and 
when the patients discovered that their treatment 
was actually administered by someone else they 
brought an action against both the doctor and his 
substitutes. The case went in the doctor’s favour in 
the first instance, but on appeal several thousand 
francs damages were awarded to the patients. 
The sifting of black sheep from the medical fold is 
in the hands of the ‘* Office de Répression de ]’Exercice 
Illégal de la Médecine ” directed by the Seine Medical 
Syndicate. Last year this body lodged 53 complaints 
with the prefect of police, dealt with 222 affaires and 
secured 36 convictions with damages amounting 
to 39,450 francs, though only 10,700 francs was 
finally paid. 
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AUSTRALIA 
(FROM OUR OWN CORRESPONDENT) 


NATIONAL INSURANCE POSTPONED 


THE introduction of national insurance in Australia 
has now been postponed until Sept. 4, 1939, nine 
months later than originally contemplated and four 
months later than the date fixed under amended 
legislation which has now been withdrawn. This 
is the upshot of a crisis following a demand by a 
powerful section of the Country Party, which claimed 
that: record defence expenditure of £63,000,000, 
combined with low price levels for primary production, 
made an indefinite postponement necessary in the 
interests of the people. There is a growing feeling in 
many circles that the scheme may never be put into 
execution, for it has been the subject of vigorous 
attack from several quarters. First, there is the 
Federal Labour Opposition. When the measure was 
placed on the statute book a few months ago it was 
passed only by a very small majority after one of the 
longest debates in Australian history. Since then 
the nationalist government, by several of its actions, 
has suffered considerable loss of public confidence. 
Next, there is a section of employers who regard 
with misgiving the charge they will be required to 
carry as contributors to the scheme on behalf of 
their employees, and a body of rural opinion which 
voices the grievances of small farmers who will have 
to pay contributions for persons they employ, but 
who will not themselves, as self-employing persons, 
be eligible to become insured. Finally, there is the 
difficulty of determining the remuneration of insurance 
practitioners. The royal commission set up to investi- 
gate this last question has not yet made any decision. 
In presenting evidence to the commission, the British 
Medical Association in Australia has been particularly 
unfortunate. A recent plane disaster in Victoria was 
responsible not only for the destruction of a large 
portion of: this evidence, collected and prepared at 
great expense of time and money, but also for the 
death of four of their solicitors and an accountant. 
This has been a severe handicap in the presentation 
of their case. 

Whatever the finding of the commission it is 
doubtful whether coöperation between the govern. 
ment and the profession will be obtained. A resolu- 
tion carried in Melbourne by the federal council of 
the British Medical Association, for instance, presages 
serious delay to the operation of the present Act. 
Under this motion members of the association are 
asked to pledge themselves not to accept service 
unless 70 per cent. of members agree to do so. One 
Melbourne doctor has distributed 3500 eight-page 
anti-insurance pamphlets to British Medical Asso- 
ciation members all over Australia—an action which 
has considerably perturbed the federal treasurer. 
It is felt that the profession can only coéperate fully 
in a scheme of health insurance which is entirely 
separated from any scheme for the provision of cash 
benefits. It is also contended that medical service 
should be complete—that it should include the 
insured man’s wife and family, and that it should 
provide all forms of medical treatment. Now, it is 
said, is the time for collaboration in the evolution of 
a scheme of health insurance which will be a true 
health insurance, designed for the welfare of the 
poorer people, and including in its scope not merely 
a few services for the wage earner, but good general 
services for the unemployed and the unemployable, 
and for the breadwinner and his dependants. 
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It may reasonably be doubted whether national 
health insurance will now be implemented in 
Australia. Whether it be or no, the medical profes- 
sion has not been sparing in its efforts to obtain a 
worthy and efficient health service. 
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UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


INDICTMENT OF THE AMERICAN MEDICAL 
ASSOCIATION 

A SPECIAL federal grand jury sitting in the district 
court for the District of Columbia today (Dec. 20) 
concluded its session and returned an indictment 
naming as defendants the American Medical Asso- 
ciation, the medical societies of the District of 
Columbia and of Harris County, Texas, the Washing- 
ton Academy of Surgery, and 21 individual physicians. 
Among the latter are five officials employed by the 
American Medical Association, including Dr. Olin 
West, its secretary and general manager, and Dr. 
Morris Fishbein, editor of its journal. These five 
full-time officials are said to ‘‘have been largely 
instrumental in forming and effectuating its policies,” 
a charge which definitely implies that they have 
usurped the authority of the house of delegates of 
the association. As ‘‘ background” to the con- 
spiracy the indictment notes that : 


“In the last few decades great and unprecedented 
advances in medical knowledge have occurred. No 
single doctor now knows or can know enough 
medical science to enable him to render complete 
and adequate medical care. Specialization in the 
_ rendition of medical care has necessarily resulted. 
Costly diagnostic and therapeutic equipment and 
facilities have now become essential for the rendition 
of complete and adequate medical care. The cost of 
com lete and adequate medical care has increased 
substantially.” 


Experiment with group practice may contribute to 
the solution of the problem of providing complete 
and adequate medical care to all of the people. 


-~ “ There is reason to believe, and a large body of 
informed opinion holds, that the supplying of medical 
care in this manner ... may be so organized as to 
obtain qualified doctors and to afford those doctors 
conditions of practice which are conducive to a high 
quality of medical service satisfactory to both doctor 
and patient and which enable the said doctors to 
find satisfaction in their work and to obtain a stable 
adequate net income... .” 

The indictment proceeds to review the advantages 
of association in medical societies, the importance of 
consultation in medical practice, the method of staff 
appointments, and the significance of exclusion from 
the staffs of the Washington hospitals. It then 
proceeds to relate events which have to a large 
extent already been reported in these letters and 
which it is charged constitute evidence of a con- 
spiracy to restrain Group Health Association, Inc., 
in its business of arranging for the provision of 
medical care and hospitalisation to its members. 

Informed of the indictment, Dr. Fishbein drew 
attention to the following report of a reference 
committee of the house of delegates adopted by the 
house at its special meeting on Sept. 17 last :— 


“ Your reference committee highly commends the 
Board of Trustees for its willingness to submit to 
investigation by any authorized agency on the nature 
of its organization, work, conduct and activity. 
Firm in a belief in the probity of our officers, and 
confident of their adherence to established federal 


UNITED STATES OF AMERICA 


[JAN. 7, 1939 


law, your reference committee recommends that, in 
the event of an indictment, this House of Delegates 
give full support to the Board of Trustees in defending 
such litigation to the utmost, with every means in 
its power, exhausting, if necessary, the last recourse 
of distinguished legal talent, to establish the ultimate 
right of organized medicine to use its disciplines to 
oppose types of contract practice damaging to the 
health of the public.” 


The suggestion has been made that the attorney- 
general’s office may find two serious stumbling-blocks 
in the way of securing a conviction under this indict- 
ment. Since the proceedings are taken under the 
Sherman Anti-trust Act it will be necessary, it is 
said, for them to prove first that medicine is a trade, 
and secondly, that it is involved in inter-state 
commerce, | 


MEDICAL INSURANCE IN THE DISTRICT OF COLUMBIA 

A dispatch from Houston, Texas, states that four 
charges of unethical practice made against Dr. 
Raymond Selders have been dismissed by the Harris 
County Medical Society. Dr. Selders is medical 
director of Group Health Association of Washington, 
D.C. The pædiatrician in this association, Dr. Mario 
Scandiffio, has appealed against his expulsion from 
the District of Columbia Medical Society. Hearing 
of the appeal has been postponed by the judicial 
council of the A.M.A. from Dec. 10 to Jan. 13. At 
the present time pledges to the Community Chest 
Fund in Washington this year are being endorsed 
by large numbers of people with the condition that 
they will become payable only when the Chest ceases to 
patronise hospitals that discriminate against Group 
Health Association. On Dec. 10 the District of 
Columbia Medical Society announced a plan of 
“ mutual health service ” for low-income groups. The 
service will be directed by nine trustees, one to be 
nominated by the U.S. Public Health Service, two 
by the subscribers, one by the district health depart- 
ment, and five by the medical society. Subscribers 
will be accepted in groups of not less than ten, but 
business houses may combine if necessary to make 
up this minimum. At least 70 per cent. of persons 
in any eligible group must join. Dues, subject to 
revision, will be $1.50 per month for a single person, 
$2.50 for husband and wife, $3.50 a month for a 
family. Drugs and appliances are not included, but 
consultant, X ray, and laboratory services will be 
provided. No treatment will be given for mental 
illness, epilepsy, alcoholism, drug addiction, and con- 
ditions covered by the workmen’s compensation law. 
The announcement states: “It is conceivable that 
there may not be as great a demand for a prepay- 
ment medical service program as is anticipated. 
However this can only be determined by trial. The 
important thing is that the medical profession make 
a serious effort to meet the apparent needs and 
demands of the people.” 


MEDICAL INDEMNITY INSURANCE 


Dr. C. G. Heyd, a former president of the American 
Medical Association, outlined a plan for medical 
indemnity insurance which is now sponsored by the 
medical society of the state of New York and which 
accords with the resolution taken by the recent 
special session of the house of delegates. The sub- 
scriber who pays $1 per month becomes entitled to 
a credit of $150 for his doctor’s bill; or he may 
pay $2 and obtain $300 credit. He may even insure 
himself up to $500, but Dr. Heyd points out that 
the credit of $150 will be just as good as one of $500 
since doctors always have adjusted their fees to the 
patient’s financial resources, 
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The plan was presented to the Bronx County 
Medical Society and was criticised by Dr. Kingsley 
Roberts, medical director of the Bureau of Coéperative 
Medicine, because it offers no adequate diagnostic 
Service beyond that which can be rendered in a 
physician’s office, because it disregards the necessity 
for preventive medicine, and on other grounds. 


THE IRISH ARMY MEDICAL SERVICE 
(FROM OUR DUBLIN CORRESPONDENT) 


THE executive committee of the Irish Free State 
Medical Union has taken strong action in advising 
members of the medical profession to refrain from 
applying for any appointment in the Irish army 
medical service or army medical reserve without first 
communicating with the medical secretary of the 
union. The step has been forced on the union by the 
unsatisfactory conditions of the service as regards 
both pay and pensions. 

The army medical service was first got together in 
1922 when the established government was faced by 
an armed revolt. The organisation was at first 
inevitably experimental and crude, and the personnel 
consisted mainly of young men who offered their 
services as a patriotic duty in a time of emergency. 
They were men of good quality and when organised 
a little later formed a service, small in numbers, but 
of high efficiency. They had joined the army without 
waiting to consider terms, but when rates of pay 
were settled these were not considered unsatisfactory, 
and were probably, taken all round, on a par with 
those current in the Royal Army Medical Corps. 
The rates of pension remained unsettled and it was 
only in 1937 that an army order fixing pension rates 
was issued, without any previous consultation either 
with the army medical officers or with representatives 
of the civil profession. In the meantime the strength 
of the service as regards commissioned ranks had 
been gradually reduced from over a hundred to a 
little over twenty. As no officer could retire without 
the permission of the army authorities, the small 
number remaining probably included those of the 
highest efficiency. 

When however the order fixing pensions came to 
be issued toward the end of 1937 it caused dismay 
to the serving officers. The rate of pensions was 
fixed relative to rank in the army, and had no relation 
to the pay at time of retirement. In consequence of 
the adoption of this principle it was found that a 
medical officer on retirement after full service would 
be entitled to a maximum pension of a little over 
one-third of his pay at time of retirement, while a 
line officer would receive approximately two-thirds of 
his retiring pay. Not only were the rates of pension 
unsatisfactory, but the conditions under which 
pensions were to be granted were more so. In the 
first place an officer could not leave the service 
without receiving the permission of the minister for 
defence, and in the second, if permitted to retire he 
could not leave Ireland without the minister’s per- 
mission. As the scheme stood, a retired officer could 
not live without obtaining employment to supplement 
his pension. There is little or no market in Ireland 
for the professional services of a medical officer who 
had spent several years in military life, and a retired 
otlicer’s only chance of gaining a livelihood would 
have been by migrating to Great Britain or abroad. 
The pensions scheme was strongly criticised in the 
Dáil, and was criticised in the press by the medical 
union, but the minister persisted. He even refused 
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to hear the representatives of a deputation from the 
union. After the delay of a year, however, he relented 
on the latter point, and. on Nov. 19, 1938, he received 
a deputation from the executive committee of the 
union, who put the case fully before him. He held 
out no hopes of any amendment in the scheme of 
pensions but promised to give careful consideration 
to the arguments he had heard. He also informed. 
the deputation that he had it in contemplation to 
reduce the serving pay of future entrants to the army 
medical service. This intention he carried into effect 
by an army order issued only twelve days later. 

This order has caused even more dissatisfaction 
than the order concerned with pensions. The basic 
principle of the scheme is to fix a scale applicable 
to officers of every branch, the scale running from 
8s. a day for a second lieutenant to £1000 a year for 
a lieut.-general, a rank which is unoccupied at present. 
Additional pay will be given to officers for whom a 
professional education was necessary before entering 
the army. In the case of medical officers the addi- 
tional pay will be £150 a year in the case of a second 
lieutenant and £120 a year for all higher ranks. 
The maximum pay attainable in the ranks of captain, 
commandant, and major will in future be £448 10s., 
£558, and £631 respectively, whereas the maximum 
rates at present attainable are £730, £857, and £1100. 
In fact the maximum pay of a major—the highest 
rank at present held in the army medical service— 
will be lower than the maximum pay at present 
attainable by a captain. The new rates of pay came 
into force on the date of the order. It is true that 
the present pay of existing officers is not interfered 
with, but on the other hand in no case will promotion 
to a higher rank bring any increase of pay. In such 
circumstances it is unlikely that an officer will be 
willing to accept promotion, since promotion will 
increase responsibilit} without any increase of 
remuneration. 

The executive committee of the medical union is 
dissatisfied also with the creation of a rank of second 
lieutenant in the medical service, a rank which does 
not usually exist in the medical or other professional 
branches of an army. Moreover, there is discontent 
over the fact that there is no regular procedure for 
admission to the army medical service. Vacancies 


‘are few but they have occurred and are apparently 


filled privately, for no public announcement of 
vacancies is made, and young medical men in general 
are not given an opportunity of offering themselves 
as candidates. It is held that the appointments to 
an important public service should be made by a 
recognised machinery and not by patronage privately 
exercised. 
As a rule it is in the late forties or early fifties 
that the greatest ethical demands are made upon the 
individual. He must consent finally to the surrender 
of some personal ambitions for himself, he must abandon 
the last vestiges of narcissism, he must find a philosophy 
to meet the needs of his advancing years. He is at the 
parting of the ways, one way being a process of continued 
sublimation, the other of regression, lost courage, and 
futile depression. . . . Difficulty of adaptation to the 
approach of declining bodily vigour, with failure of 
satisfactory sublimation, may result in injudicious 
enthusiasm for some special theory or cult in place of a 
real philosophy of life. A sound philosophy of life, 
practical as well as theoretical, harmonising biological 
and psychological needs and leading up to a supra- 
temporal and duly coérdinated system of values and a 
serene and courageous spiritual outlook, gives the highest 
degree of unity, vigour and permanence of the personality, 
and leads to true happiness.—WILL1amM Brown, J. ment 
Sci. November, 1938, p. 1066. 
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LETTERS TO 


DAMAGES FOR NERVOUS SHOCK 


Srr,— Under the heading Medicine and the Law in 
your issue of Dec. 24 it is shown that there is a 
gradually increasing tendency on the part of the 
courts to award damages for mental or nervous 
shock. The Court of Appeal holds that mental or 
nervous shock may be less obvious to the layman 
than a broken limb but that “ nowadays it is equally 
ascertainable to the physician.” Your comment on 
all this is that ‘‘ as medical science has become better 
able to describe and classify. mental and nervous 
symptoms, the courts have appreciated their signifi- 
cance.” It is not unfair to deduce that you approve 
of this tendency on the part of the judges. From 
this opinion of yours I beg to offer respectful dissent. 
I do not think that the majority of those who have 
specially studied these cases would agree with you. 
There are many who think that recent decisions, 
where damages have been awarded, have caused a 
great multiplication of these cases—not only a multi- 
plication of cases brought before the courts but of 
the actual incidence of these special neuroses, 


Shock, whether due to physical or psychical trauma, 
is a temporary affair, lasting from a few minutes to 
a few days at farthest. It ends either in death or in 
recovery. In the latter event the amount of damages 
to be awarded should surely never be great. Shock 
may be followed by severe neurosis, but I should 
have thought that by now it was agreed that neither 
the trauma nor the shock was the cause of the 
neurosis—that there was always something else, most 
commonly some advantage to be gained by the 
person who developed an illness which could be 
attributed to the trauma, At present the commonest 
causal factor is the possibility, rapidly becoming a 
certainty, of monetary gain. Between 1914 and 1918 
the chief factor was the hope of escape from intolerable 
danger. Those of us not exposed to these inducements 
towards illness need not feel superior about these 
things. These factors are almost always unconscious ; 
nevertheless it is our duty as doctors to strive that 
they shall not be fostered. 

Compare all this with the freedom from subsequent 
neurosis after severe physical trauma when no gain 
will follow illness, as in hunting accidents, winter- 
sports accidents, amateur-football accidents, and we 
can have little doubt that trauma and shock by 
themselves do not cause neurosis, and that the 
present alarming increase of these cases is due to 
illness having been allowed to acquire value. 

Names are of some importance, and it is time that 
we dropped the misleading term “‘ traumatic neurosis ”’ 
and substituted the more truly descriptive one of 
“ compensation neurosis.” 

What has been said of physical trauma and shock 
is equally true of psychical trauma and shock. There 
is always another psychical factor. In the past this 
was often something like self-reproach or remorse ; in 
future we shall have to add cupidity. 

Lastly, it would be interesting to know who are 
the physicians who can as easily measure in figures 
the effect of fear as the surgeon can the shortening 
or angular deformity of a limb; that would be 
“ equal ascertainability.”” They do not write papers 
on the subject, so most of us are left in the dark, 


I am, Sir, yours faithfully, 
| T. A. Ross, 
Devonshire Place, London, W.1, Dec. 31. 
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THE EDITOR 


THE FEET OF THE INDUSTRIAL WORKER 


Sır, —The symposium published in your issue of 
Dec. 24 shows how many considerations enter 
into the subject of foot incapacity. In regard to the 
prevention of foot-strain and flat-foot, statistics 
are available showing the advantage of preventive 
measures in special classes of workers who have to 
spend long hours on their feet. Thus at a certain 
large hospital in the United States the nurses have a 
detailed examination of the feet done under the 
following headings: (1) previous history of rheuma- 
tism or foot trouble; (2) number of hours a day on 
feet previously ; (3) flexibility of feet with especial 
reference to dorsal flexion ; (4) points of tenderness ; 
(5) examination of the forefoot ; (6) height of arches 
during weight-bearing; (7) callosities and corns ; 
(8) type of shoe being worn; (9) muscle balance, 
with test of abductor and adductor groups; and 
(10) remarks and recommendations. The need for 
a proper shoe is explained—namely, one that is 
sufficiently long and allows clearance for the great 
toe on weight-bearing. The point of the toe can 
be neat and yet be carried inwards to be opposite 
the great toe. The heel is broad and about 1} in. 
in height, or a little lower. Lasts suitable for indi- 
vidual needs are made, and Thomas or “ crooked ”’ 
heels may be prescribed. The shoe has to have a 
stout sole. -Of 133 nurses examined at the hospital 
in question, 84 were in need of advice. Of a group 
of young women at college, 80 per cent. showed 
potential foot-strain and 10 per cent. active pain. 
Not a few people are just careless about shoes. For 
example, someone may be observed doing a full day’s 


` hard work on stone floors wearing thin-soled dancing 


slippers. 


As to curative measures, stirrup strapping to 
support the main arch may tide the patient over an 
awkward period. The ordinary adhesive strapping 
is used and it may be kept up for quite a long time. 


. A Thomas or “‘ crooked ” heel requires that the front 


inner corner of the heel be advanced 1 in. and elevated 
by in., along with } in. raise all along the inner border 
The tip should be capped with steel or 
rubber composition to prevent wear. This exerts a 
direct supinating thrust beneath the longitudinal 
arch, and its action and corrective physiological 
effect may be increased by elevating the outer side 
of the sole by 3/16in. When the muscles are poor— 
and very often this is an expression in part or in whole 
of poor bodily mechanics generally—a foot support 
of the Whitman e can be of great value in selected 
cases. The tilted foot-plate of Lloyd Brown acts also 
in assisting a physiological cure. The plate is made 
from a plaster model, and can consist of lighter- 
gauge steel than the ordinary plate. The tilting of 
the heel part of the plate is done by making an inside 
flange at the back of the heel, which in finishing is 
twisted underneath to extend half-way across the 
heel-plate. The outside of the heel 1s thus kept low, 
while the inside can be made of any height wanted. 
An outside flange keeps the foot from sliding off the 
plate. The rest of the plate is made to fit the arch. | 
While the head of the talus tends to pass downwards 
and inwards in the pronated position of flat-foot, 
it has to be realised that the calcaneus, cuboid, and 
navicular tend to tilt and roll outwards. It is 
analogous in some respects to the opposite state of 
affairs that occurs in congenital club-foot or talipes 
equinovarus. The tilted heel-plate prevents valgus 
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of the calcaneus when the foot is put on the ground 
and so places the muscles in a position of advantage. 
The muscular force for supporting the main 
longitudinal arch has to come not only at the attach- 
ments of the muscles but also, and even more so, at 
the medial malleolus and the sustentaculum tali. 
The action of the flexor longus hallucis must be 
emphasised. As it extends behind the medial 
malleolus it passes beneath the sustentaculum tali, 
which serves as a pulley to change the direction of the 
pull. With the great toe fixed, contraction of this 
muscle elevates the sustentaculum tali and supports 
the arch. It will be evident, therefore, that in 
hallux valgus, and especially in the type of hallux 
valgus associated with an inherently weak forefoot— 
i.e., where the first metatarsal bone is congenitally 
short, hypermobile, and set obliquely at its basal 
joint—the flexor longus hallucis muscle cannot act 


properly. ` Balancing the posterior part of the foot 


in some early cases of hallux valgus may go far to 
alleviate the condition. I consider that an under- 
lying cause of hallux rigidus is not infrequently the 
unavailing and almost spastic effort of the flexor 
longus hallucis muscle to exert its proper function 
in bracing up the sustentaculum tali in an unbalanced 
foot. The muscles of the foot have not a simple 
action. While their action is supportive in the 
supinated foot, the action is reversed in the pronated 
foot. Preservation of normal foot balance depends 
upon the supinating muscles being stronger than the 
pronating muscles. Osgood has shown that in the 
normal foot the ratio is 5 : 4in favour of the supinators. 
In weak feet the balance is even, and in foot-strain 
the ratio is reversed. 

The bones, joints, fascia, ligaments, and muscles— 
especially the two last named—have to work as a 
synergic unit during weight-bearing and progression. 
It is of particular importance to recognise the correct 
common inter-relationship which must be imposed 
upon the talus, calcaneus, cuboid, and navicular if 
proper balance of the foot is to be preserved. If the 
muscles begin to fail, the ligaments—their partners 
and associated line of defence in sustaining the 
synarthrodial position suitable for right use—lose their 
correct tension in time and give way also. Ligaments 
are not simple, strap-like structures. They are 
living structures endowed through their peculiar 
internal constitution, as O’Connell has pointed out, 
with a tensile strength and stretchability which he 
likens to that of a cardigan jersey. They have a vital 
elasticity which will stretch thus far and no further, 
if their inherent capacity to shorten up again when 
stress, injury, and disease are removed is not to be 
destroyed. The muscles and the ligaments act in 
a wonderful way as one unit in the correlation of 
the structure and function of joints. If habitually 
pushed beyond their normal physiological limits, 
the structure, and therefore the function, of the 
ligaments becomes altered and the foot becomes fixed 
and painful. To restore the free excursion of the 
joints is our first duty, to protect the ligaments during 
recovery is the second, and to restore tone and 
balanced action of the muscles is the third. 

Faulty use of the foot is not infrequently an 
expression of bad bodily mechanics and posture of the 
body as a whole. The leg and foot muscles cannot 
work properly if a person turns his toes out in walking 
and has poor carriage. Very often, therefore, 
attention has to be given to the physical education 
of the patient to re-educate him in the erect use of 
the whole body. The orthopedist has a great 
national duty in this regard. The evolutionary 
history of human development has taken place along 
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postural lines and the evolutionary lever has lain 
in the constantly acting postural tonus of the anti- 
gravity muscles. It is not possible, so bad are man’s 
sensory impressions, to attain the fully erect position 
of the body without training of a special kind, and 
I submit that it is due to the lack of this understanding 
and its daily application in living that so much 
physiological and even pathological deformity in 
its widest sense exists today. This whole field of 
endeavour awaits our enthusiastic support as a 
profession. Surely we should not be content with 
the second best in life and allow flat-feet, knock- 
knees, relaxed abdomens, hollow backs, round 
shoulders, and flat chests to abound in the community, 
with all the lowered vitality and psychosomatic 
consequences they bring in their train. All the 
detail for the physical restoration of these people 
—by rehabilitating rest to recover lost tone, by re- 
education in correct breathing and voluntary control 
of the trunk and abdominal muscles—are well known 
and practised by orthopedists. It is a complete 
art in itself, this correction of faulty use of the body, 
and the attainment of the physical ideal in young and 
old. If an orthopedic training has taught me any- 
thing, it is the widespread urgency of the problem 
in our country to-day. Let us unite to cure the 
“ chronic case’ by the practice of real orthopedics. 
It is the chief raison-d’étre of the specialty. 
I am, Sir, yours faithfully, 


Edinburgh, Dec. 30. W. A. COCHRANE. 


CONTROL OF SMALLPOX 


Srr,—At the beginning of 1938 we had Dr. C. C. 
Okell (Tae Lancer, Jan. 1) writing very frankly 
about compulsory vaccination in the control of 
smallpox, and now at the end of the year (THE LANCET, 
Dec. 24) we have Dr. Duncan Forbes, the veteran 
medical officer of health for Brighton, writing equally 
frankly. 

As Dr. Okell’s remarks did not appear under the 
head of smallpox and vaccination, but in your 
column Grains and Scruples, it is possible that some 
of your readers interested in the subject may have 
missed them; and in any case it is now twelve 
months ago, so I venture to quote them : 

“« We have lived through some striking changes in 
the attitude to small-pox vaccination. Compulsory 
vaccination which once had the suffrage of the 
nation has now hardly a serious supporter. We are 
ashamed to jettison the idea completely and perhaps 
afraid that if we did the accident of some future 
epidemic might put us in the wrong. We prefer to 
let compulsory vaccination die a natural death and 
are relieved that the general public is not curious 
enough to demand an inquest. .. .”’ 


I believe that there are very many other medical 
officers of health besides Dr. Duncan Forbes, who, 
although quite convinced of the effect of vaccination 
in protecting the individual, have come to have very 
serious doubts as to its effect in protecting the com- 
munity and who would be quite prepared to endorse 
the utterances of both Dr. Forbes and Dr. Okell. 
Moreover, judging by his official utterances, there is 
good reason to believe that Sir Arthur MacNalty, 
chief medical officer of the Ministry of Health, is 
also not unsympathetic. 

Is it too much to hope that the new year upon 
which we have now entered may see this old con- 
troversy—the need for compulsory vaccination— 
advanced yet a further stage towards solution ? 

I am, Sir, yours faithfully, 
Leicester. Jan. 1. C. KILLICK MILLARD. 
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OILY SUSPENSIONS OF SULPHANILAMIDE 
| COMPOUNDS 


Sm,—In the Bradshaw lecture which you published 
on Nov. 12 Dr. Whitby suggests that in certain instances 
sulphapyridine [2-(p-aminobenzenesulphonamido) py- 
ridine] be given parenterally in olive-oil suspensions, 
Later (Nov. 26) Drs. .Hobson and MacQuaide 
reported on the parenteral use of oily suspensions of 
sulphapyridine in the treatment of patients ill with 
meningococcal meningitis. 

This seems to us a thoroughly rash procedure. 
During the past 24} years we have encountered more 
than thirty instances of acute hemolytic anemia 
and two of agranulocytosis among the patients who 
have received sulphanilamide in the Johns Hopkins 
Hospital. These untoward reactions apparently 
represent an idiosyncrasy on the part of the patient 
towards the drug. 
severe toxic manifestations it has been our practice 
to force fluids vigorously in order to eliminate the 
offending drug as rapidly as possible., This treatment 
has been successful, for -all of these patients have 
recovered from the toxic reaction. 

It has seemed to us that the parenteral use of oily 
suspensions of the poorly soluble sulphanilamide 
derivatives is dangerous because their absorption 
from the tissues is slow and this makes their rapid 
elimination from the body, in case of necessity, 
difficult. Sulphapyridine is a poorly soluble compound 
and, under experimental conditions, is absorbed 
slowly when injected as a suspension in oil. Two 
rabbits were given. single intramuscular injections 
(0-1 g. per kg.) of olive-oil suspensions of the drug ; 
one rabbit received 330 mg. and the other 280 mg. 
At the end of one week both animals were still 
excreting sulphapyridine in their urine. The first 
had excreted a total of 211-3 mg., while the second 
had excreted 230-2 mg. It is probable that the drug 
is absorbed slowly by man also, following its parenteral 
injection in oil, so that if one were faced by a severe 
toxic reaction one might find it difficult to hasten 
its elimination from the body. We know already that 
many of the toxic manifestations of sulphanilamide 
are reproduced by sulphapyridine—rashes, hepatitis, 
acute hemolytic anemia, and agranulocytosis have 
all been reported as occurring in the course of 
sulphapyridine therapy. 

We therefore consider the use of sulphapyridine 
in oily suspensions to be an unsafe and even dangerous 
procedure. I am, Sir, yours faithfully, 

Baltimore, Maryland, Dec. 20. PERRIN H. Lone. 


GRAINS AND SCRUPLES 


SR,—May I call attention to the recent brilliant 
contribution of An Anatomist to Grains and Scruples ? 
The element of accident so much determines what 
we read and what we do not read that I am overcome 
with anxiety lest those who are better qualified than 
I to comment on his speculations concerning the 
origin of man should fail to come across them. 

This is an age of revaluation, and An Anatomist 
has re-submitted man to scrutiny and found that his 
nearest relation on this earth is not, as we had 
hitherto believed, the ape, but the pig. Phylo- 
‘genetically we are bound to the pig, and inwardly 
protest as we may, we must accept his findings. But 
are we linked in mind as well as body ? It is to the 
investigation of this mental cousinship that the 
anatomist now looks forward, and those of us who 
have leaned over the gate of a stye and been over- 
whelmed with a feeling of kinship, will not shrink 
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from this task. If we are pigs, let us at least be 
enlightened pigs. And it is in the hope that this 
letter may direct the attention of psychologists to a 
study of swine psychology that it is written. Why 
waste time on rats and apes when pigs are available ? 
Let every psychologist keep his stye, thereby not 
only providing himself with a rich field of research, 
but with a profitable side-line to an otherwise poorly 
paid branch of medicine. 

In this letter may possibly be detected a note of 
facetiousness. If this be so, it has no relation to my 
attitude to An Anatomist’s contribution to Grains 
and Scruples, which I hold to be one of the most 
masterly and interesting articles that has yet appeared. 
under that heading. 

` I am, Sir, yours faithfully, 

Harley Street, W.1, Dec. 30. KENNETH WALKER. 

Sir,—In your last issue An Anatomist very 
skilfully indicates. the many points of resemblance 
between the genus sus and the genus homo (now 
represented only by the species Homo sapiens). But 
he has made an omission; for he has forgotten the 
important similarity in diet. Man is as omnivorous 
by choice (consuming with equal delight foods as 
vastly different as snails and bird’s nests on the one 
hand, and rose-petal-jam and fried ants on the 
other) as the suid# are by necessity. The French 
moralist who said that: “Il y a dans tout homme 
un cochon qui sommeille,” has thus taken the first 
step on the road of research on comparative suido- 
human psychology. | 

I am, Sir, yours faithfully, 
N. N. TERESHCHENKO, 

Westminster Hospital, S.W .1, Dec. 30. 


HYPOTENSION 


Sır, —The admirable paper by Group-Captain Rook 
and Flight-Lieutenant Dawson appearing in your last 
issue should do much in directing attention to the 
fallacy of accepting blood-pressure readings as 
absolute criteria ; of arbitrarily assuming a standard, 
any departure from which is an abnormality ; and of 
disregarding the fact that constitutional peculiarities 
admit a fairly liberal range to the category of the 
normal, This is more necessary at the present day 
in respect to hypotension than to the opposite extreme 
which is more generally related to recognisable 
pathological states. 

If the height of the blood pressure could be exactly 
or even approximately correlated with physical 
attributes and functional disturbances or diseased 
conditions, our work would be very much easier. 
Confronted with a patient who complains of premature 
fatigue or unreasonable weariness, in whom a 
maximum systolic pressure of, say, 108 mm. Hg is 
discovered, it is not unusual to suppose that his 
symptoms are directly related to this low level. 
But the honest observer in the course of routine 
investigation may next encounter a subject who 
whilst possessing a maximum pressure no higher 
than 100 mm. is bursting with health, energy, and 
good intentions, and will naturally doubt the validity 
of this criterion. 

It appears that there are two types of hypotensives : 
the first is the athletic and the second the asthenic 
in whom a change of posture leads to relative ansemia 
of the medullary centres. For, as the writers of this 
paper point out, it is not hypotension itself but the 
frequent though not inevitable accompaniment of an 
unstable vasomotor mechanism which is responsible 
for the symptoms in this group. And even this broad 
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classification is not unequivocal, for the hypotensive 
athlete occasionally displays this weakness, A tem- 
porary toxemia may be responsible but even in 
athletes a constitutional instability is not unknown. 
I recall a distinguished example whose capacity was 
endorsed by an amateur championship who fainted 
on the two occasions when the sphygmomanometer 
band was applied. He was of the emotional type 
who is notoriously unreliable in his performances and 
as such he certainly lends support to the importance 
of the psychological factor in assessing fitness. 

The peculiar requirements for flying demand 
specialised tests for which we look to our colleagues 
in the R.A.F. Medical Service, although in practice 
generally we shall not be able to follow them closely. 
Nor, I imagine, will their task in this particular field 
ever be easy. My own experience of airmen is very 
limited but one example is particularly striking. 
The subject, 6 ft. 34 in., weighed 94 st., and had 
visceroptosis, a hypotonic stomach, and a blood 
pressure never higher than 95 mm.; one would 
have thought it difficult to find a better example for 
summary rejection. Yet his war service in the air 
was in respect to endurance, response to stress, and 
to every emergency required, so striking as to be 
proverbial even to this day. 

I am, Sir, yours faithfully, 
Brook Street, W.1, Dec. 31. ADOLPHE ABRAHAMS, 


THE “IRON LUNG ”’ 


Sm,—In view of the increasing interest being 
taken in treatment with the Drinker respirator, may 
I venture on a word of caution as to the kind of case 
for which it is unsuitable? Recently a woman, 
gravely ill, suffering from dyspnea, was sent here 
for treatment in the Drinker. Her dyspnoa was due 
to heart failure and broncho-pneumonia and as the 
condition was unsuitable for the respirator she was 
placed in an oxygen-tent, with some relief. Further, 
in any case treated in the Drinker, but particularly 
in those with bulbar paralysis, great care must be 
taken to see that the airway be free from an excess 
of mucus and saliva which would be sucked into the 
trachea and bronchi with disastrous results. During 
the 4} years the Drinker respirators have been in 


use in this hospital we have employed a suction- 


apparatus, sometimes combined with postural drain- 
age, for this purpose. 
I am, Sir, yours faithfully, 
URSULA BLACKWELL. 
Western Hospital, Fulham, S.W.6, Dec. 27. 


TREATMENT OF LOBAR PNEUMONIA WITH 
M. & B. 693 


Sır, —I have studied with great interest the reports 
and correspondence on M. & B. 693 published in 
TuE Lancet. I have had an opportunity of treating 
6 cases of lobar pneumonia with this drug and have 
made some observations that may be of interest. 

All the patients had a characteristic history and 
signs of lobar consolidation. Typing of the pneumo- 
coccus from the sputum yielded the following results : 
types I, III, XIV, XVII, XVIII, and XXIV (each 
one case). The temperature and pulse-rate always 
fell to normal in 12-30 hours, and an improvement 
in the clinical condition followed. One man, aged 
73, had consolidation of the whole of the left lung 
when the treatment began six days from the onset, 
and a blood-urea between 150 and 200 mg. per 100 ml. 
of blood. Nevertheless his temperature fell steadily 
and gradually to normal in 30 hours, though the 
pulse-rate remained between 110 and 120. He died 
suddenly 24 hours after the fall of temperature. I 


TREATMENT OF LOBAR PNEUMONIA WITH M. & B, 693 


as having been caused by the drug. 


[yan. 7, 1939 61 


have been much impressed by the short space of 
time that resolution has taken in our patients—an 
important question raised by Dr. Barber in your issue 
of Dec. 10th. The dullness and tubular breathing 
disappear in a few days, and the cough ceases within 
a week or less. 

One of the patients, a man aged 19, had a visible 
hematuria on the 5th day of treatment. The urine 
was acid (pH 5) and sodium bicarbonate was accord- 
ingly administered, the dose being 10 g. three times 
aday. Despite continued treatment with M. & B. 693 
the hematuria disappeared in 4 days. Because of 
a relapse arising from discontinuance of the drug 
the total dose was as high as 43 g. In the absence of 
another explanation this hematuria may be considered 
I have not 
observed granulocytopenia. 

I am, Sir, yours faithfully, 
PER HANSSEN, 

University Medical Clinic A, Oslo, Norway, Dec. 28. 


A NEW REMEDY FOR EPILEPSY ? 


Sir,—I think that Dr. William Lennox’s com- 
munication to your journal last week ‘requires a 
further reply from me. Naturally, before writing 
my original letter to THE Lancet, I had access to 
Merritt and Putnam’s two articles and fully realised 
that Nirvanol and Dilantin (marketed in this country 
as Epanutin) have certain chemical differences. The 
hydantoin group is common to both, but the sodium 
salt is no doubt less toxic than nirvanol. At the 
same time I was struck with the occasional more 
serious ‘‘ toxic reactions in the nature of dermatitis 
and purpura ” mentioned in Merritt and Putnam’s 
article (J. Amer. med. Ass. Sept. 17, 1938). These 
authors also quote a case of exfoliative dermatitis. 
All these reactions are identical with those obtained 
from time to time with the older form of hydantoin 
compound, and I still believe that I was right in 
warning medical men not to embark upon this form 
of therapy too light-heartedly and without regard to 
the possible poisonous effects produced. 

It is only fair to say that I myself am cautiously 
trying the treatment in children with epilepsy and 
so far I have had no toxic results. But then I also, 
personally, have not had many alarming reactions 
with nirvanol, though others have reported these, 
and fatalities have even been mentioned. 

I am, Sir, yours faithfully, 
BERNARD SCHLESINGER. 

Portland Place, W.1, Jan. 2. 


MULTIPLE ANASTHESIA 


Sir —The correspondence lately appearing under 
this heading gives one the impression that the 
innocent patient, before falling into the hands of a 
wicked modern anesthetist, has never been guilty 
of the indiscretion of taking more than one drug at 
a time. Every doctor knows that this is untrue. I 
made inquiries into the drugs taken before operation 
by six patients that I have anzsthetised recently, 
and I found that the total number of drugs in their 
prescriptions was anything from ten to twenty a day. 
Yet when the anesthetist gives five drugs—notwith- 
standing the fact that he keeps the patient under 
the closest observation the whole time the drugs. 
are exerting their maximum effect—his technique 
is called in question. When a surgeon uses two sharp 
instruments in place of one blunt one it is called 

‘modern surgery” ; when an anesthetist does the 
same thing it is called an “ anesthetic cocktail.” 

I am, Sir, yours faithfully, 


Hove, Sussex, Dec. 28. REx BINNING. 
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ADAPTING THE LIMB TO THE STUMP 


Sir,—Mr. Jenner Verrall, in his letter published on 
Dec. 24, seems to imply that coöperation between 
surgeons and limb-fitters exists only at Queen Mary’s 
(Roehampton) Hospital; but this is surely far from 
the truth. It has always been my custom to consult 
with Mr. Desoutter regarding my amputation cases, 
and he has afterwards arranged the preparation of the 
stump for limb fitting; a most important point to 
my mind. If this was a routine procedure in every 
hospital, there would be many less disappointments. 
One has only to visit the works of Desoutter Brothers, 
at Hendon, to see what a difference exists in the final 
result between the good and bad amputation stump. 

I do not agree that many of the amputations 
described in textbooks are obsolete, nor that the 
Syme amputation is obsolete. Certainly the Syme 
amputations performed in the late war gave poor 
results, but this was to be expected as they were 
performed under poor conditions, and the majority 
of the cases suppurated. The old orthodox Syme’s 
amputation has great disadvantages, but surely 
nobody describes it or makes use of it today. The 
modified Syme amputation, in which the tibia and 
fibula are sawn across 1 in. above the articular 
surface of the tibia, gives an excellent stump. Such 
an amputation leaves sufficient room for a mechanical 
ankle-joint in the artificial limb, and there is less 
loose flesh, and therefore less likelihood of the end- 
bearing stump loosening. 

I am, Sir, yours faithfully, 


CEC P. G. 
Devonshire Street, W.1, Dec. 31. 


RESUSCITATION AFTER ELECTRIC SHOCK 


Sm,—During the year 1937 no less than 583 
industrial accidents due to ‘“electricity’’ ‘were 
reported to the factory department of the Home 
Office, and of these 35 proved fatal, Any possible 
improvements of the methods for dealing with 
patients rendered unconscious by electric shock are 
therefore important. 

A suggestion has reached me from the British 
Thomson-Houston Co., Ltd., that an “iron lung” 
(or Drinker respirator) might be installed in factories 
and other places in which there are special risks of 
electric shock. The successful treatment of electric 
shock depends largely on the prolonged and con- 
tinuous application of artificial respiration. Recovery 
has been known to take place as long as three hours 
after the accident. Success often depends upon the 
use of sound methods of artificial respiration and on 
persistence in them. ‘It is known also that deaths 
have been caused by the use of incorrect methods 
and especially by rough handling of the patient. It 
therefore appears that there should be a useful place 
for the Drinker respirator in the treatment of 
electric shock, provided the patient can be safely 
transported to it. 

Sir Henry Gauvain, writing in your issue of 
Dec. 3 (p. 1327), has pointed out that the “iron 
lung ” demands highly skilled personnel to operate it 
successfully. This personnel consists of trained 
doctors and nurses and a skilled mechanic, The 
apparatus must always be kept in working order. 
In certain large industrial undertakings these con- 
ditions could be fulfilled. But in general this is not 
the case. 

Nevertheless a method is available that would 
overcome this difficulty and enable the electrocuted 
person to be brought from the site of the accident 
to the nearest hospital. In 1932 Dr. F. C. Eve 
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invented the ‘‘rocking stretcher” (Lancet, 1932, 
2, 32). In a joint paper published in 1933 (Ibid, 
1933, 2, 740) Drs. Esther Killick and Eve showed 
that artificial respiration by means of the rocking 
stretcher was highly efficient, safe, and easy to 
perform and needed a minimum of skill. The 
principle of the stretcher (which is manufactured by 
Messrs. Siebe Gorman of London) is to use the dead 
weight of the abdominal viscera to obtain rhythmical 
alterations in the size of the thoracic cavity. The 
stretcher consists of a small metal stand on which is 
hinged an inclined-plane stretcher, The patient is 
placed face downwards upon the inclined plane. 
Fixing straps are adjusted. The stretcher is then 
rocked upwards and downwards through angles of 
45°; the rocking is carried out by hand and is not 
unduly exhausting. It is only necessary to keep the 
movements regular and at a normal breathing-rate. 
When the head is down the weight of the viscera 
forces the diaphragm upwards, causing air to be 
expelled from the lungs. When the foot of the 
stretcher is depressed air is drawn into the lungs. 
The stretcher is easily portable and can be loaded 
on to an ambulance or van, and artificial respiration 
can be continued during the journey to the hospital. 


It appears to me that the most efficient ‘‘ rescue 
service” for accidents caused by electricity 
would be :— 


1. Schafer’s method of artificial respiration pending 
the arrival, from the works first-aid post, of Eve’s 
rocking stretcher. 

2. Rapid transportation on Eve’s stretcher to the 
nearest hospital where, if necessary, the patient could 
be put into the Drinker respirator. 


Would not a “ rocking stretcher ” be a useful addition 
to the equipment of all large ambulance stations ? 

“ Shock ” is the serious danger in all cases of 
electrocution and could be much better combated in 
hospital than at the site of injury. I can find no 
record of the Drinker respirator having yet been 
used in this country for resuscitation purposes, 
though it has probably been used in America, 
I have heard of one case in which it was successfully 
used for treatment after an overdose of drugs. 

I am, Sir, yours faithfully, 
HowarkpD E. COLLIER, 


Dept. of Industrial Hygiene and oan’: 
University of Birmingham, Jan. 


BIRMINGHAM CENTRE HOSPITAL.—The new hospital 
at Edgbaston received its first in-patients on Dec. 31, 
when fifteen men and fifteen women were transferred 
from Selly Oak. It is not intended to transfer patients 
from the General and Queen’s Hospitals at the moment, 
but by the end of this month most of the 250 beds that 
are now ready will probably be occupied. 


MEDICAL SOCIETY OF LONDON.—The second half 
of the 1938-39 session of this society will begin on 
Jan. 9 with a pathological meeting. On Jan. 23 Sir 
Henry Gauvain will open a discussion on poliomyelitis, 
including artificial aids to respiration. Other dis- 
cussions and their openers will be: the use and abuse 
of purgatives (Sir Arthur Hurst and Dr. H. L. Glyn 
Hughes); principles of modern treatment of fractures of 
the extremities (Mr. W. Rowley Bristow and Mr. T. P. 
McMurray); coronary thrombosis (Dr. D. Evan Bedford 
and Dr. C. Keith Simpson); and the ocular manifestations 
of general disease (Prof. Edwin Bramwell and Mr. 
R. Foster Moore). The Lettsomian lectures will be held 
on Feb. 20 and March 1 and 6 by Prof. Grey Turner, 
who will speak on the surgery of the gall-bladder and 
bile-ducts. Prof. John Ryle will deliver the annual 
oration on May 8. His subject will be clinical sense and 
clinical science. The society may be addressed at 
11, Chandos Street, W.1. 
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OBITUARY 


EDWARD WILBERFORCE GOODALL 
0.B.E., M.D. LOND. 


Dr. Goodall, a well-known authority on acute 
infectious diseases, died at a nursing-home in London 
on Dec. 29 after a short illness, aged 77. 

He was born in London in 1861, the son of Mr. E. 
Goodall of the East India Company. He was 
educated at Bedford Grammar School, where he 
became head boy, and received his medical education 
at Guy’s Hospital. He qualified M.B. Lond. in 
1885, when he was awarded the gold medal and 
scholarship in forensic medicine, and took his M.D. 
in 1886, After holding the posts of resident obstetric 
officer and house physician at Guy’s he was appointed 
assistant resident medical officer at the London 
Fever Hospital, where he remained for two years. 
He was then appointed medical registrar and demon- 
strator of practical medicine at Guy’s, posts which he 
held for another two years. Goodall never engaged 
in private practice, but devoted the whole of his 
subsequent career to the service of the Metropolitan 
Asylums Board. He was appointed medical superin- 
tendent to the Eastern Hospital, Homerton, in 1892, 
in succession to Alexander Collie, who, though 
a distinguished epidemiologist, was but a lax admini- 
strator, so that Goodall, always a stern but just 
disciplinarian, had much to do improving the existing 
conditions. On the outbreak of the war he was 
appointed temporary lieutenant-colonel in the 
R.A.M.C., and served in Belgium, where he gained 
the Mons ribbon and Albert Medal, and in France, 
where he was in charge of hospitals for infectious 
cases at Dunkirk and Nevers. In 1916 he was 
appointed medical superintendent of the North- 
Western Hospital and in the following year was in 
temporary charge of the Grove Military Hospital. 
He was then granted three months’ leave at the 
request of the war victims relief committee of the 
Society of Friends to assist in fighting the typhus 
epidemic in Poland. He retired on reaching the age 
limit in September, 1926. 

In addition to being a sound and experienced 
clinician Goodall took a keen interest in morbid 
anatomy and formed an excellent collection of post- 
mortem specimens and slides which he showed to 
the numerous students who attended his courses of 
instruction in fevers. He was also remarkably good 
with the pen. His best known work is his ‘‘ Manual 
of Infectious Diseases,’ of which the first edition, 
written in conjunction with J. W. Washbourn, 
was published in 1896. At the time of his death he 
was preparing a fourth edition in collaboration with 
Dr. William Gunn. He was also the author of 
“A Short History of the Epidemic Infectious 
Diseases ” and of a biography of William Budd 
of Bristol, as well as of numerous contributions to 
the medical journals. He also wrote articles on 
acute infectious diseases in the “Medical Annual ” 
(1900-03 and 1905-19), Quain’s ‘“‘ Dictionary 
of Medicine,” the ‘‘ Index of Treatment,’ Garrod, 
Batten, and Thursfield’s ‘‘ Diseases of Children,” 
and the “Index of Prognosis.” Though naturally 
of a retiring disposition and regarding hospital 
entertainments as a distasteful duty rather than a 
pleasure, he was in one sense of the term a society man. 
Before its amalgamation with the Royal Society of 
Medicine he was an active member of the Clinical 


Society, and in 1895 was one of its committee for . 


investigating the value of diphtheria antitoxin. 


He was a fellow of the Royal Society of Medicine, 
in which he was president of the sections of epidemio- 
logy (1918-20) and history of medicine (1935-37), 
president of the Hunterian Society, and honorary 
fellow of the Society of Medical Officers of Health 
as well as president of the fever hospitals service 
group. For many years he served on the Nursing 
Council and did much to improve the status of nurses 
in fever hospitals. He played golf and lawn tennis, 
but his hobby was fishing, in which he had ample 
opportunity of indulging during his vacations and 
retirement. He was fond of classical music and operas 
and was a voracious reader but had no liking for novels. 

In 1893 Dr. Goodall married Kate Ellen 
Mackenzie. He had two sons, one of whom was 
killed in the war, and two daughters, who with their 
mother and brother survive him. 


GRACE STEPHENS 
L.M.S. MADRAS 


Dr. Grace Stephens, who died in her seventy-eighth 
year on Dec. 18, was one of the most unassuming of 
the early medical women of India, and possibly the 
last of those pioneers. She was the daughter of John 
Pierre Schmidt and married Daniel Freize Stephens of 
the Indian public works department. Left a widow 
with four children she began to study medicine at the 
Madras Medical College, qualifying in 1888, and four 
years later came into happy association with Sir 
Arthur (then Major) Branfoot, afterwards director- 
general of the Indian Medical Service. Even in 
those days the native states, ever in the van of 
progress, were eager to encourage the practice of 
western medicine in their territories, and the Dowager 
Maharanee of Gwalior, 
a woman of charm and 
character, was anxious 
to secure the services 
of a medical woman. 
Through Sir Aylmer 
Crofts, the residency 
surgeon, she approached 
Sir Arthur Branfoot and 
in 1895 Dr. Stephens 
went to Gwalior. 

Then began ten years 
of intense activity. A 
couple of dispensaries 
and a small general 
hospital with wards for 
men, women, and 
children had already 
been opened at Lashkar, 
the capital city, and 
Colonel Crofts was busy 
with plans for a larger 
hospital and eager to 
extend the system of 
dispensaries throughout 
the state hoping eventually to establish an authori- 
tative medical service there. As his time was largely 
occupied with these schemes and other matters 
mainly political, the bulk of the hospital work and 
almost all the operative work was deputed to Dr. 
Stephens, There was also much visiting to be done 
in a zenana city where strict purdah prevailed, and 
her white wide-brimmed pith hat and high-stepping 
dog-cart (she always drove a pair of ponies until the 
motors came) were a familiar sight in its alleys and 
by-ways, whilst the common folk soon learned to 
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know her sympathy for the poor and distressed, and 
others less simple her frank intolerance of cant and 
humbug: which brought her many enemies. It was 
this latter characteristic that first attracted her to the 
Dowager Maharanee, who also had little time for 
sycophants and beggars, and there began a long 
friendship. Sir James Crofts, Aylmer’s brother, was 
attached to a neighbouring state and deputised for 
him when he went on furlough. From these great- 
hearted Irishmen Dr. Stephens learned much of the 
traditions and purport of Indian India, which was to 
stand her in good stead when in the next thirty years 
there she became an integral part of the life of the 
palace and played.a quiet and steadfast rôle in the 
everyday affairs of the Dowager, whose only son, the 
Maharajah Scindia, was destined to become the most 
enlightened ruler that important state so far had 
known. In 1919 the Dowager died. Her chief 
anxiety during the last ten years of her life had been 
the absence of grandchildren. This anxiety eventually 
was allayed for her son’s second marriage was a 
propitious one: under the supervision of Dr. Stephens 
two babies were born, the younger of whom was the 
long-expected heir. Among her possessions Dr. 
Stephens cherished most the little golden cup con- 
taining the sacred honey into which the traditional 
ruby was dipped and placed on the tongue of the 
new-born boy by his delighted grandmother. 

Dr. Stephens left Gwalior soon after the young 
Maharajah came of age. She had been present at the 
death of his grandmother and of his distinguished 
father, and she had remained to see the young Prince 
enthroned. She had seen too the realisation of 
Colonel Crofts’s great dream, and she knew and was 
well pleased that the public health of Gwalior was in 
safe keeping in the hands of the widespread and 
instructed state medical service which the late 
Maharajah Scindia had established. 
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Dr. RoBERT REID, who died at his home at 
Whiteabbey on Dec. 22 at the age of 71, was a 
prominent figure in the life of the district. He was 
coroner for the Belfast district of co. Antrim and, 
although he had not been in good health for a year, 
had still carried on a restricted practice. At one 
time he served on the rural district council of Belfast. 
A son of Mr. Robert Reid of Hydepark, Dr. Reid 
received his education at the Queen’s University 
of Belfast and at the University of Edinburgh. 
Before taking up practice at Whiteabbey in 1893 
he spent two years training in London. In 1931 
he was appointed coroner in succession to the late 
Dr. A. Mussen.. Dr. Reid was also a past-president 
of the British Medical Association and a member of 
the council of the Ulster Medical Society. He leaves 
a widow and two daughters. 

Major Henry ALFRED CUMMINS, emeritus professor 
of botany at University College, Cork, died at Chelsea 
on Dec. 31 at the age of 74. He was educated at 
University College, Cork, and qualified in 1885. Soon 
afterwards he joined the R.A.M.C. and served in the 
Sikkim expedition of 1888, at Ashanti, and in South 
Africa, where he was mentioned in dispatches. For 
his services in South Africa he was awarded the 
Queen’s medal and the C.M.G. He was recalled for 
service in the late war and was again mentioned 
in dispatches. In 1894 Major Cummins married 
Ethel Percy Hall of Cork, and he leaves one son and 
four daughters. 


KING’s COLLEGE HospiTau.—The next meeting of 
the Listerian Society will be held on Jan. 11 at this kopita 
at 8.30 r.m. when Dr. J. H. Sheldon will give an address. 
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Jan. 9 to Jan. 14 


SOCIETIES 


ROTD SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
UESDAY. ; 
Therapeutics and Pharmacology. 5 P.M., eee R. A. 
Peters, F.R.S., Dr. H. M. Sinclair, Dr. E. Carmichael 
and Dr. Paul Wood : The Clinical Aspects ott the Vitamin-B 


Complex. 

Psychiatry. 8.30 P.M., Dr. Repond (Monthey, Switzer- 
land): Psychology and Psychiatry. Dr. J. A. Hadfield 
will also speak. 

WEDNESDAY. 
History of Medicine. 5 P.M., Dr. J. D. Rolleston : 


F. To V. Broussais (1772-1838)—His Life and Doctrine. 
Dr. H. P. Bayon: Allusions to the Circulation in Manu- 
a Anterior to the Publication of De Motu Cordis 


FRIDAY. 

Ophthalmology. 8.30 P.M. (cases at 8 P-M.)., E. C. 
Zorab (introduced by the president): An Operative 
Technique for Retinal Detachment. Mr. J. Minton: 
Prevention of Industrial Eye Injuries. Mr. Minton will 
also show a film on Protection of Eyes in Industry. ` 

MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 

MONDAY.—8 P.M., patbological meeting. 

PADDINGTON MEDICAL SOCIETY. 

TUESDAY.—9 P.M. (Great Western Royal Hotel, Paddington 
W.2),Colonel J. M. Weddel: Surgical Treatment of Air-raid 
Casualties. 

WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8.30 P.M. (De Vere Hotel, Kensington, W.8), Dr. J. D. 
Rolleston : Some Aspects of Medical Folklore. 

WEST KENT MEDICO-CHIRU RGICAL SOCIETY. 

FRIDAY.—8.45 P.M. (Miller General Hospital, . Greenwich, 
S.E.10), clinical evening. 

SOCIETY FOR THE STUDY OF IN EBRIETY. 

TUESDAY.—4 P.M. (11, Chandos Street, W.1), Commissioner 
David Lamb, LL.D.: Inebriety—Some Aspects of the 
Problem. 

BIOCHEMICAL SOCIETY. 

FRIDAY.—2.45 P.M. (department of physiology, School of 
eae: Leeds), short communications and demonstra- 

ons 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


NATIONAL COUNCIL FOR MENTAL HYGIENE. 

THURSDAY.—2.30 P.M. (Central Hall, Wy cebmninceer. att 2) 
Dr. Lionel Penrose, Mr. Alec Rodger, and 
Nicholson: Is our National Intelligence Declining ? 
8.30 P.M., Rev. F. E. England and Dr. R. G. Gordon: 
Should Mental Treatment be Practised Solely by Doctors ? 

FRIDAY.—10.30 A.M., Dr. W. R. D. Fairbairn and Dr. G. de M. 
Rudolf: The Psychological Factor in Sexual Delinquency. 
3 .P.M., Dr. W. J. T. Kimber, Dr. Doris Odlum, and Miss 
Elizabeth Martland: The Organisation and Staffing of 
Out-patient Mental Treatment Clinics. 8.30 P. M., Dr. J. R. 
nes and Mr. Paul Winterton: Mental Hygiene and the 

ress. 

SATURDAY.—10.30 A.M., Education and the Emotional Needs 
of the Child. 2.30 PM., Dr. Wiliam Moodie, Dr. Emanuel 
Miller, and Dr. W. ’ Paterson Brown: Problems of 
Adolescent Instability and of J uvenile Delinquency. 
5.15 P.M., The Place of the Social Worker in Mental Health. 

TAVISTOCK. CLINIC, Malet Place, W.C.1. 

MONDAY,—4.30 P.M., Dr. T. W. Mitchell: Phases of Mental 
Development. 

THURSDAY.—2.30 P.M., Dr. M. B. Wright: War and the 
Civilian Population. 3.30 P.M., Dr. J. A. Hadfield : General 
Ætiology aas Psychogenesis of tie Psychoneuroses. 
4.30 P.M., . V. Dicks: Anxiety States. 

pee wa OF PSYCHO-ANALYSIS, 96, Gloucester Place, 
TUESDAY.—8.30 P.M., Dr. 


W. H. Gillespie ; 
Neurosis. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOSPITAL, 
Gray’s Inn Road, W.C.1.° 
FRIDAY.—4 P.M., Mr. A. Lowndes Yates: Nasal Obstruction. 


LYNDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


TUESDAY. —5 P.M., Dr. G. B. Dowling: Scleroderma. — 
THURSDAY.—5 P.M., Dr. W. N. Goldsmith ; Pigmentary 
Disorders. (Chesterfield lectures.) l 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1 
FRIDAY.— 3.30 P.M., Sir William Willcox : 
Rheumatic Affections. 


HOSKITAL FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Mr. H. C. Apperly: Medical Aspects of 
Dental Caries in Childhood. 3 P.M., Dr. Alan Moncrieff : 
Somo Ditüculties in Breast-feeding. 

Out-patient clinics daily at 10 A.M. and ward visits at 2 P.M. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 

MONDAY to SATURDAY.—WEST END HOSPITAL FOR NERVOUS 
DISEASES, in-patient aopartment Gloucester Gate, N.W.1. 
Mon. and Fri., 8 P.M., lecture-demonstrations on neuro- 
surgery.—ST. JOHN’ sS ‘HOSPITAL, 5, Lisle Street, W.C.2 
afternoon course in dermatology. (Open to non-members. ) 


Somatic 


Non-articular 
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—NATIONAL HOSPITAL FOR DISEASES OF THE HEART, 
Westmoreland Street, W.1, all-day course in cardiology. 
(Open to non-members. ) 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.—4.15 P.M. (Royal Infirmary), Dr. David Smith : 
Vomiting—its Significance and Treatment. 


Births, Marriages, and Deaths _ 


BIRTHS 


CLEMENTS.—On Jan. 1, at Didsbury, the wife of Dr. A. J. 
Clements—a son. 

EDELSTEN.—On Dec. 26, at Winchester, the wife of Dr. 
Geoffrey Edelsten—a ‘gon. 

LLOYD.—On Jan. 1, at Ross-on-Wye, the wife of Dr. G. Marner 
Lloyd—a daughter. 

LLOYD OwEN.—On Dec. 31, the wife of Dr. Morus W. Lloyd 
Owen—a son. 
McK 1ssoox.—On Dee. 26, at Sutherland Avenue, London, W.9, 
the wife of Mr. Wylie McKissock, F.R.C.S.—a daug hter. 
MaLuLinson.—On Dec. 27, at Twyford, Winchester, the wife of 
Dr. Hugh Mallinson—a son 

SALMON.—On Dec. 24, at Rickmansworth, the wife of Dr. 
Harold W. Salmon—a daughter. 

STORRS.—On Dec. 29, at Bedford, the wife of Mr. Guy Simonds 
Storrs, F.R.C.S.—a son. 


MARRIAGES 


Hurron—Howarp.—On Dec. 13, at Mombasa Cathedral, 
Philip W. Hutton, M.B. Camb., to Katherine E. Howard. 
SHARP—COURTIER-DUTTON.—On Dec. 29, at St. Olaf’s, Poughbill, 
Edward Sharp, M.B. Camb., to Elise Courtier-Dutton. 
SPOONER—REED.—On Dec. 29° at St. Michael’s, Highgate, 

William -Henry Casswell Spooner, M.B. Lond., to Ailic 


Pyemont Reed. 
DEATHS 


BARNETT.—On Dec. 27, at Church Stretton, Shropshire, Horatio 
Barnett, M. B, Camb., aged : 

BrrcH.—On Jan. 2 2, at Ealing, Henry Priestley Birch, M.R.C.S., 
Lt.-Col., R.A.M.C. (retd.), aged 

GOODALL. —On Dec. 29, at a London nursing-home, Edward 
Wilberforce Goodall, O.B.E., M.D. Lond. 

29, Julian Kastelian, M.B. Lond., of 

Manor Road, N. 16. 


SELLWOOD.—On Dco. 28, at Basingstoke Hospital, George 
Binford Sellwood, M. R.C. S., of Cullompton, Devon, aged 47. 
THOMSON.—On Dec. 29, at a nursing- -home in London, Thomas 
Lener Thomson, M.R.C.P.I., of Ennismore Gardens, 


S. 
WALKER “Woop. —On Dec. 30, John Walker Wood, L.R.C.P.E., 
of Tunbridge Wells, aged. 58. 


NV.B.—<A fee of 78. fd. is charged for the insertion of Notices of 
Births, Marriages. and Deaths, 


Appointments 


BuLcock, H. R., L.D.S., dental surgeon to Calderstones Institu- 
tion and to ‘Brockhall Institution, Langho. 

DEEM, HELEN, M.D. N.Zcaland, D.R.C.O.G., medical adviser to 
the dominion council of the Royal New Zealand Society for 
the Health of Women and Children. 

Dickson, F., M.B. Glasg., assistant resident medical officer at 
Birmingham Infirmary. 

ERNST, M. GWENDOLINE, M.R.C.S., assistant medical officer 
at the Warneford Hospital, Oxford. 

HEANLEY, C. L., M.B. Camb., M.R.C.P., F.R.C.S., surgeon to 
the Worthing Hospital. 

HIGHET, W. M.B. N.Zealand, F.R.C.S., resident surgical 
otticer at the Princess Beatrice Hospital, London. 

*KREEVIL, NORA L., M.B. Lond., resident assistant obstetric 
officer at Crampsall Hospital, Manchester. 

KENNEDY, R. S., M.B. Glagg., D-P.M., medical superintendent 
at W adsley ‘Mental Hospital, near Shellield. 

LEEDHAM-GREEN, J. C., B.M. Oxfd, F.R.C.S., resident surgical 
otlicer at the Birmingham General Hospital. 

LEWSEN, 8S. M.R.C.P., assistant arg eee in the medical 
department of the Institute of Child Psychology, London. 

MANNING, G. B., B.Sc., M.B. Lpool, A.I.C., assistant pathologist 
at the Royal Infirmary, Bolton. 

Mum, <A. J., M.B. Glasg., B.Hy. Durh., D.P.H., 
medical officer of bealth for Ealing. 

NEAL, J. B., M.R.C.S., junior pathologist at the Devonport 
path ological laboratory, Dreadnought Hospital, Greenwich. 

W.M., M.B. N.Zealand, resident medical officer at the 
ocal ‘Masonic Hospital, London. 

SHEA, J. R. J., L.R.C.P.L, junior assistant medical officer at 
the West Ham Hospital for Nervous and Mental Disorders. 

SORSBY, ARNOLD, M.D. Leeds, F.R.C.S., ophthalmic surgeon 
to in- patients at the Hampstead General and North-West 
London Hospital. 

Swans, W. G., M.D. Belt, D.P.H., D.R.C.O.G., assistant 
medical otlicer of health and school medical’ officer for 
Heston and [sleworth. 

WaTTIE, ANNIE K., M.B. Abcrd., D.P.H., 
medical otlicer (junior) for South Shields. 

WeEstwoop, L. A., M.B. Leeds, resident medical officer at the 
London Chest Hospital. 


assistant 


assistant school 


* Subject to confirmation. 
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London County Council.—The following appointments are 


announced. A.M.O. (I) or (II)= assistant medical officer 
(class I) or (class II) :— 
Rupp, T. N., M.D. Lond., M. aie | P., A.M.O. (II), Western ; 


CUTHBERT, FLORENCE E, M Edin., A.M.O. (II), Queen 
Mary’s, Carshalton ; 
Mackay, J. F., M.B. Aberd., A.M.O. (II), St. Matthew’s ; 


DANIELS, Marc, M. D. Paris, L.R.C.P.E., junior A.M.O., 
North-Western 
M. b. Belf., junior A.M.O., Park ; 
WriiaMs, N. yo M.B. Edin., junior A.M.O., North-Eastern ; 
VERNON, H. K., M.B. Bap F.R.C.S., senior A.M.O. (II), 


CLARKE, A. R., M.B. Lond., F.R.C.S., A.M.O. (I), Mile End - 

BATEMAN, LAURA L., M.B. ’Belf., D.P.H., A.M.O. (I). North- 
Western ; and 

DOLPHIN, ALPHONSUS, M.B. Dubl., A.M.O. (II). Grove. 


Royal Free Hospital.—The following appointments are 
announced :— l 
GORDON, M., F.R.C.S., D.L.O., registrar to the ear, nose, and 
throat department ; 
QVIST, GEORGE, M.B. Lond., F.R.C.S., surgical registrar ; 
BALL, MARGARET, M.B. Camb., medical registrar ; 


CoBBE, AILEEN, M.B. Lond., D.R.C.O.G., gynæcological 
registrar ; and 
CALTHROP, G. T., M.D. Camb., D.M.R.E., hon. assistant 
radiologist. 
Durham County Council.—The following appointments are 
announced :— 
JOHNBON, J. F. E., M.B. Manc., district tuberculosis medical 
officer ; 


HEGARTY, Mary E., M.B. Belf., assistant welfare medical 
officer; and 

WALKER, JOHN, M.B. Glasg., D.P.H., deputy county medical 
otlicer of health. 


Examining Surgeons under the Factories Act, 1937: Dr. G. M. 
Kay (Lancaster District, Lancaster) ; Dr. J. A. MCCLINTOCK 
eee ie Stretton District, Shropshire); Dr. C. W. THOMAS 
Pangbourne District, Berkshire); Dr. J. D. GREEN 
(Bournemouth District, Sonthampton); Dr. W. F. MUNRO, 
M.C. (Burnley South District, Lancaster). 


V acancies 


For further information refer to the advertisement columns 


Altrincham, Cheshire, St. Anne’s Home.—Res. surg. O., £200. 

Bantu. {Oz0n., Horton General Hosp.—Res. M.O., at rate 
o 

Barbados General Hosp. —H.S. sad anesthetist, £450. 

Barking Hosp.—Res. M.O., £350 

Battersea. General Hosp., S.WWV.11.—Res. H. S., at rate of £130. 

Birmingham, Children’ a Hosp.—Recciving- -Toom oificer, £250. 

Birmingham, Little See Hosp. for Infectious Diseases.— 
Jun. res. M.O., £30 

Birmingham and Miliai Eye Hosp.—H.S., at rate of £130. 

Hotingtroke pies Wandsworth Common, S.W.11.—H.P., at 
rate o 


_ Bootle General Hosp.—H.P., general H.S., H.S. to spec. depts., 


and cas. O., each at rate of £150. 
Bournemouth County Borough.—Asst. M. O.H., &c., £500. 
Bradford, Royal Eye and Ear. Hosp.—HE.S., £180. 
Brighton, New Sussex Hosp. for Women. Sor pai at rate of £100. 
eee sae Sussex County Hosp. —Hon. orthopedic 


Bristol € Peneral Hosp.—Two H1.P.’s, Three H.S.’s, res. obstet. O., 
H.S. to spec. depts., and cas. H.S. „each at rate of £80. 
Bristol Royal Infirmary. —H.P.’s, H. S.’ 8s, and obstet. H.S.’s, 
each at rate of £80, except sen. obstet. H. S., £100, and 
sen. cas. O., £150. 

Burnley, Municipal General Hosp.—Jun. res. M.O., £150-£?00. 

Coe ONTE and Anglesey Infirmary, Bangor.—Jun. H.S., 

Chichester, Royal West Sussex Hosp.—Hon. asst. surgeon. Also 
second hon. radiologist. 

Connaught Hosp., E.17.—Hon. physician. 

Derbushire Royal "7 nfirmary.— I.S. for general surgery, £150. 

Dewsbury and District General Infirmary.—Sen. H.S. and second 
H.S., £200 and £150 respectively. 

Dover Royal Victoria Hosp.—R.M. ri £140. 

Ealing Borough.—Asst. M.O., £45 

East Ham Memorial Hosp., ee nae Road, E.7.—R es. M.O., 
at rate of £200. 

Edinburgh Royal College of Physicians.—Bacteriologist, £600. 

Excter City and County.—Asst. M.O.H., £500. 

Glasgow Police Department.—Three cas. surgeons, each £600. 

Gloucestershire County Council.—Asst. county M.O.H., £600. 

Grimsby and District Hosp.—Res. surg. O., at rate of £225. 
Also H.P. and jun. H.S. and cas. O., each at rate of £150. 

Halifax County Borough.—Asst. M.O., &e., £400, 

Hampstead General Hosp., Haverstock Hill, N.W.3.—H.P. and 
H.S., each at rate of £100. Also radiologist. 

Harrogate Royal Bath Hosp.—Res. M.O., £200, 

IHlerham, Woolen. Sanatorium. — Asst. M.O., €350. 

His Majestu’s Colonial Medical Service.—Medical officers. 

Hosp. for Sick Children, Great Ormond Street, W.C.1.—Morbid 


anatomist and Sebag-Montefiore research fellow, £600. 
Also out-ratient surg. asst., £50. 
Huddersfield Royal Infirmary. —Cas. O., at rate of £200. Also 


H.S. and H.P., each at rate of £150. 
Hull, Anlaby Road Tnstitution,— Asst. M. O., £350. 
Ilford Borough.—Asst. dentai surgeon, £4 50. 
Ilford, King George Hosp.—Cas. O. and surg. reg., £150. 
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India, Women’s Medical Service.—Vacancies 

Infants Hosp., Vincent Square, Westminster, 5, W.1.—Res. M.O., 

Kent Education Committee.—Dental surgeon, £500. 

King Edward Memorial Hosp., Ealing.—Cas. O. and deputy 
res. M.O., at rate of £225. 

Leeds, St. James’s Hosp. —Res. M. O., £350. 

Leeds, St. Mary’s Infirmary, Armley. "—Res. M. O., £250. 

Leicester . Royal Infirmary.—Sen. M.O. for women’ 8 V.D. clinics, 


Lincoln, The Lawn.—Asst. M.O., £300. 

London County Council.—Asst. M. O., £750. 

London Hosp., E.1.—Clin. asst. to xX, ray dept., £100. 

London Jewish Hosp., Stepney Green, H.1.—Hon. clin. asst. 

a Pr Hosp. jor Nerrous Diseases, W.9.—H.P., at rate 

Maidstone, West Kent General Hosp.—H.P., £175. 

Manchester Royal Injfirmary.—Res. lay M.O. for Barnes 
Convalescent Hosp. and med. to out-patient dept., 
each at rate of 150. Also HP's and H.S.’s to spec. 
depts., each at rate of £50. 

Middlesbrough, von Riding Infirmary.—Third H.S. and H.P., 
at rate of £140. 

i Hosp., London, W.1.—Research fellowship in physio- 
shorepy, £250. 

Morpeth, St. George’s Mental Hosp.—Res. asst. M.O., £500. 

National SEDET anoe Hosp., Hampstead Road, N.W.1 —H. P., at 
rate o 

Northamptonshire Mart Council.—Asst. county M.O. and 
district M.O.H., £800. 

Paddington Hi Children’s Hosp., W.2.—Hon. physician to 
8 

Bd ti Prince of Wales’s Hosp., Greenbank Road.—H.P. and 

each at rate of £120. 

Prado Parot ae een Hosp: .— Jun. asst. res. M. O., at rate of £100. 

Princess Elizabet h of York Hosp. for Children, Shadwell, E.1.— 
H.P., at rate of £125. 

Rochdale 1 nfirmary and Dispensary.—Sen. H.S., £250. 

Royal Air Force.—Commissions. 
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Royal College of Physicians, Pall Mall East, S.W.1.—Leverhulme 

research scho hip, £500. Also Streatfeild research 
scholarship in medicine and surgery, £26 oe 

Royal London Ophthal 


Royal Surgical Aid Society, SaNsbury Square, E.C.4.—Jun. 
surgeon, 100 guineas. 

St. John Clinic and Institute of Physical ns Ranelagh 
Ro S.W.1.—Hon. consultant radiologis 

St. John’s Hosp. for Diseases of the Skin, 5, Fiske Street, Leicester 
Square, W.C.2.—Hon. asst. physician. 

St. Thomas’s Hosp., S.E.1.—Surg. reg. and tutor, £250. 

Salisbury General Infirmary.—Res. M.O., £250. Also H.P., 
at rate of £125. 

Southall Borough.—Asst. M.O.H., £600. 

Stroud Urban and Rural Districts and Natlsworth Urban District. 
M.O.H. and school medical inspector, £800. 

Sunderland Children’s Hosp.—H.P. and H.S., each at rate of 


Swansea General and Eye Hosp.—Locum H.S. to E.N.T. and 
ophth. depts., 5 guineas per week. 

Tauni on and Somerset Hosp.—Hon. visiting radiologist. 

University of .—Readership in biochemistry at Guy’s 
Hosp. med. sch., £500. 

Victoria Hosp. for Children, Tite Street, Chelsea, S.W.3.—H.P. 
and H.S., each at rate ‘of £100. 

West Riding of Yorkshire County coun’: — Asst. M.O.H., &c., 
for Adwick-le-Street, &c., U.D.C.’s, £800. 

Weston-super-Mare Hosp. “—Res. H. P., £150. 

Wickford, Runwell Hosp. for Nervous and Mental Disorders.— 
H.P., at rate of £150. 

Willesden Corporation.—Asst. M.O., £600. 

Wolverhampton, Royal Hosp. Res. anesthetist and asst. 

. for gynecological and obstet. depts., at £200 and £100 

respectively. 

Woolwich and District War Memorial Hosp., Shooters Hill, S.E.18. 
Hon. anesthetist. 


MEDICAL NEWS 


Jan. 27, Mr. E. W. Riches, hydronephrosis—the results of 


University of London 


At recent examinations the following candidates were 
successful :— 
D.P.H. 

Abbott, Lily Bennett, Margaret Brodigan, 
H. B. C. wpe DOSH; Jobn Clark, Eva M. Cran, Marc Daniels, 
O. 8. Davies, D. O. Dickie Jean Duncan Whyte, R. W. Elliott, 
g N. Faith Margaret Å. B. rieming, Christina A. Gunn, 
F 


Part I.—T. K. 


C. H. Huddy, J. H. Lawrence, H Leggett, V. N. Leyshon, 

. D. M. Livingstone, Jean J Phnaonelt J. P. McGladdery 
R. W. Markham, Isobel M. S. Marshall, E. L. M. Millar, Anil 
Mukerji, Dorothea M. Norman-Jones, M. N. Pai, J. W. Parks, 
Peter Pau, G. we Shaw, M. M. Sircar, G. R. Taylor C. S. 
Thomson, N. V Williams, R. O. Wofinden, Grace E. Woods, 
and Rowena Woolf. 


University of Wales 


At recent examinations the following candidates were 
successful :— 
D.P.H. 


Part I.— Beryl Badham r i Bevan, D. J. Davies, C. T. 
Jones, H. R. Stubbins, an J. Thomas. 


Royal College of Physicians of London 


Particulars of the following scholarships, which will 
shortly be awarded, will be found in our advertisement 
columns :— 

The Leverhulme research scholarship, of an annual value of 
£500, will be awarded to a British subject of not less than ,25 
years of age who wishes to investigate some problem of disease 
in any branch of medicine. The work must have as its base some 
established institution, preferably in the United Kingdom, and 
preference will be given to applicants holding a medical 
qualification. 

The Streatfeild research scholarship was founded for the 
romotion of research in medicine and surgery. It may be 
eld for three years and the emolument will probably be ye 50 

per annum. 

Applications for both these scholarships should reach 
the assistant registrar of the college, Pall Mall East, 
London, S.W.1, not later than Monday, Jan. 23. 


Royal College of Surgeons of England 


On Jan. 16, Mr. Cecil Joll will give the first of a series 
of Hunterian lectures which will be held at the college at 
5 P.M. on Mondays, Wednesdays, and Fridays till Feb. 10. 


He will speak on the pathology, diagnosis, and treatment - 


of Hashimoto’s disease (struma lymphomatosa), The 
other lecturers are as follows: Jan. 18, Prof. J. Paterson 
Ross, the effects of radium on carcinoma of the breast ; 
Jan. 20, Mr. A. J. Gardham, classification of new growths 
of the mouth in relation to treatment and prognosis ; 


* The closing date for applications is Jan. 11. 


The date was 
given incorrectly last weck. 


conservative treatment; Jan. 30, Mr. H. T. Simmons, 
relapse following sympathectomy; Feb. 1, Mr. A. L. 
d’Abreu, congenital cysts of the lung and pleura; Feb. 6, 
Mr. F. J. Sambrook Gowar, the post-operative complica- 
tions of pulmonary lobectomy; Feb. 8, Mr. Ronald 
Edwards, experimental pneumonectomy and the develop- 
ment of a two-stage operation for the removal of a whole 
lung; and Feb. 10, Mr. J. H. Mulvany, a differentiation 
in the mechanism, symptomatology, pathology, and treat- 
ment of two types of exophthalmos occurring in association 
with thyrotoxicosis. 

At 4 P.M. on Tuesday, Feb. 14, Mr. W. Sampson Handley 
will deliver the Hunterian oration. 


Tavistock Clinic 


The Lent term of the clinical course of training, open to 
all registered medical practitioners, which is being held at 
this clinic will be open on Jan. 12. Lectures will be given 
on Mondays and Thursdays at 4.30 p.m. till March 20. 
Further particulars may be had from the educational 
secretary of the clinic, Malet Place, London, W.C.1. 


Institute of British Surgical Technicians 

Mr. T. Holmes Sellors will give a lecture on chest surgery 
which will be illustrated by a coloured film, on Friday, 
Jan. 20, at 8.15 P.M., at the Welbeck Hotel, Welbeck 
Street, London, W.1. Members of the medical profession 
are invited to apply for tickets to the secretary of the 
institute, 6, Holborn Viaduct, E.C.1. 


British Institute of Philosophy 


An address on the present relations of science and 
religion will be given at this institute by Prof. C. D. Broad, 
Litt. D., at University College, Gower Street, London, 
W.C.1, at 8.15 P.M., on Tuesday, Jan. 17. Applications 
for tickets should be made to the director of studies at 
University Hall, Gordon Square, London, W.C.1. 


Hospital for Sick Children, Great Ormond Street 


Applications are invited from registered medical prac- 
titioners trained in pathological anatomy and histology 
for a whole-time appointment as morbid anatomist and 


` Sebag-Montefiore research fellow at this hospital. Further 


‘particulars will be found in our advertisement columns, 
—The managers of this hospital have had to close their 
country branch at Tadworth where many children have 
been sent for convalescence. It cannot be reopened till 
the hospital is able to allocate £10,000 yearly for its 
maintenance. 
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Naval Appointments 


The Admiralty announces that the following have 
received appointment as surgeon-liceutenants, R.N., for 
short service :— | 

J. O. Fielding, M.R.C.S., N. A. Freebairn, M.B. Glasg., 


J. T. Hayward-Butt, M.R.C.S., D.A., J. E. Price, L.R.C.P.E., 
and L. G. Topham, M.B. Leeds. | 


Paddington Medical Society 

A meeting of this society will be held at 9 P.M. on 
Tuesday, Jan. 10, at the Great Western Royal Hotel, 
Paddington, W.2, when Colonel J. M. Weddel will speak 
on the surgical treatment of air-raid casualties. Medical 
members of the A.R.P. staff of the Ministry of Health 
will take part in the discussion, and all medical prac- 
titioners are invited to attend the meeting. 


Deutsche Gesellschaft fiir Kreislaufforschung 

This society will hold its twelfth congress at Bad 
Nauheim on March 25 and 26 under the presidency of 
Prof. E. Edens (Düsseldorf). The principal subjects for 
discussion will be electrocardiography and cardiac 
°” insufficiency. An address on experimental hypertension 
will also be delivered by Prof. E. V. Allen of the Mayo 
Clinic. Further information may be had from Prof. 
.Eb. Koch, Kerckhoff Institut, Bad Nauheim, Germany. 


Nursing Services in an Emergency 

The members of the Central Emergency Committee 
for the Nursing Profession, appointed by the Minister of 
Health to compile a register of nurses and nursing 
auxiliaries available for service in a national emergency, 
are Sir Malcolm Delevingne (chairman), Dame Ellen 
Musson, R.R.C. (General Nursing Council), Sir Comyns 
Berkeley, F.R.C.0O.G. (Central Midwives Board), Miss 
D. S. Coode (College of Nursing), Dame Beryl Oliver, 
R.R.C, (British Red Cross Society), Lady Perrott, R.R.C. 
(Order of St. John), the Dowager Marchioness of Reading 
(Women’s Voluntary Services for Civil Defence), Dr. G. C. 
Anderson (British Medical Association), Sir Frederick 
Menzies, F.R.C.P. (London County Council), Mr. E. W. 
Cemlyn-Jones (County Councils Association), Alderman 
W. E. Wilford (Association of Municipal Corporations), 
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Dr. James Ferguson (Society of Medical Officers of Health), 
Mr. W. H. Harper (British Hospitals Association), Miss ` 
B. M. Martin, R.R.C. (Admiralty), Miss C. M. Roy, R.R.C. 
(War Office), Miss E. M. Blair, R.R.C. (Air Ministry), 
Colonel A. W. Moore, M.B. (Ministry of Pensions), Mr. 
H. N. de Villiers (Ministry of Labour), Dr. N. W. Hammer 
(Home Office A.R.P. Department), and Miss Z. L. Puxley 
(Ministry of Health) who will also act as secretary of the 
committee 

A similar committee is being set up by the Secretary 
of State for Scotland under the chairmanship of Sir John 
Jeffrey and the medical members will include: Lady 
Ruth Balfour, Dr. A. S. M. Macgregor, Dr. W. G. Clark, 
Dr. J. D. Comrie, Colonel D. J. Mackintosh, Colonel G. H. 
Edington, Dr. N. W. Hammer, and Dr. J. M. Mackintosh. 


Pharmaceutical Society of Great Britain 

A meeting of this society will be held on Tuesday, 
Jan. 10, at 17, Bloomsbury Square, London, W.C.1, when 
Prof. J. H. Gaddum will speak on recent discoveries 
about animal hormones. 


Research in Physiotherapy 

Applications are invited in our advertisement columns 
this week for a research fellowship in physiotherapy to be 
held at the Middlesex Hospital under the direction of the 
head of the department of physiotherapy, Dr. F. D. 
Howitt, and the professor of physiology, Prof. Samson 
Wright. The initial salary is £250, but more may be 
offered to candidates with suitable qualifications. 


National Institute of Industrial Psychology 

A public luncheon organised by the institute will be 
held on Thursday, Jan. 19, at Princes Restaurant, 
Piccadilly, London, W.1, at 1.10 P.m., at which Dr. J. R. 
Rees, medical director of the Tavistock Clinic, will speak 
on the progress of medical psychology. A demonstration 
of the institute’s psychological methods of vocational 
guidance, to which guests are invited, will be held at the 
institute following the luncheon at 3 P.M. Tickets may 
be had from the institute, Aldwych House, Aldwych, 
W.C.2, and guests should indicate whether they wish 
to attend the demonstration. 
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THE TUBERCULIN REACTION AS A MEASURE 
OF ANTI-TUBERCULOSIS ACTIVITIES 


=- WHEN Naegeli, Burckhardt, Hamburger, and others 
published, a generation ago, their disquieting findings 
on the high frequency of infections with tuberculosis, 
as indicated by tuberculin testing, the prophylactic 
implications of their work were not at once clear. 
Now the tuberculin test has begun to be used in 
Sweden as a measure of the efficacy of anti-tuberculosis 
work in a given area. Dr. Nicolai Johannsen has 
given an account of a ten-year study in Gothenburg 
of tuberculin reactions in an institution or ‘‘ home ” 
to which healthy children were admitted between 
the ages of one and fifteen years (Nord. med. Tidskr. 
Oct. 15, 1938, p. 1629). From the beginning of 1928 
till the end of 1937 tuberculin tests were applied to 
3373 of these children who were first tested with 
tuberculin, rubbed into the skin over the sternum, 
and then if no reaction occurred with a second per- 
cutaneous test. If this also proved negative an 
intracutaneous injection of O'l c.cm. of a 1 in 100 
dilution of Merck’s diagnostic tuberculin, obtained 
from both human and bovine strains, was given. 
As was to be expected, the frequency of the positive 
reactions rose gradually with the age of the children 
tested. At the age of three only 10 per cent. gave 
positive reactions. At the age of seven the percentage 
of positive reactors had risen to about 30, and at 
the age of fourteen to fifteen to about 50. These 
findings are in conformity with those of other 
Scandinavian observers in recent times, but what is 
singularly striking in Dr. Johannsen’s study is his 
comparison of the first with the last year of tuberculin 
testing. In 1928 as high a proportion as 28°2 per 
cent. of all the children tested gave positive reactions; 


ten years later this figure was reduced to 12°4 per 
cent. During these ten years an intensive tubercu- 
losis dispensary campaign was conducted in Gothen- 
burg, and Dr. Johannsen suggests that this dramatic 
decline in the frequency of positive tuberculin 
reactions in healthy children of all ages may well be 
attributable to the success of this campaign. A control 
series in another less progressive district would be 
necessary before the evidence could be regarded as 
convincing. And eventhenif, as Heimbeck and others 
suspect, young adults in some cases tolerate a primary 
infection with tuberculosis less well than children, 
what is gained by putting off the evil day ? While 
many such questions still await answers, Dr. 
Johannsen’s demonstration of a rapidly declining 
latent tuberculosis-infection rate must be greeted 
with satisfaction as probably indicating that the 
number of open cases of tuberculosis had been much 
reduced in the community studied. 


“A NEW CIRCULATORY STIMULANT ”’ 


WE lately called the attention of readers to a 
synthetic amine, isomeric with ephedrine, recently 
studied in Germany for its pressor effects and placed 
on the market there under the name of Veritol 
(Knoll). In citing the experience of a number of 
German clinicians we remarked that Dr. Mamier, 
assistant in Prof. Frank’s children’s clinic at Mann- 
heim, had used veritol with success for broncho- 
pneumonia in children, giving it by mouth alternately 
with Cardiazol. We added that in his article Mamier 
warned practitioners against the simultaneous use of 
veritol and cardiazol. This statement we regret was 
based on a misreading of the German text. Actually 
Mamier wrote: ‘‘ Also the simultaneous use of these 
two circulatory remedies would seem to be valuable.” 
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We have reason to think that this opinion is not shared 


‘by those who are working with these drugs in this 


country, but it is proper for us to emphasise that their 
doubts are not confirmed by the Mannheim experience. 


PSYCHIATRY TAKES THE FIELD IN SPAIN 


THE politically moderate may see little difference 
in the extremists on each side of them; and it is easy 
to recall the names of leaders who were once con- 
spicuous in the opposite camp. In the heat of the 
struggle, however, it is but natural to describe the 
enemy as altogether different and debased, and in 
General Franco’s Spain the psychiatrist has been 
enlisted to give verisimilitude to this allegation. 


- Writing in the Semana Médica Española for Oct. 8, 
1938 (p. 172) A. V. Naégera 
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expresses the opinion that 
a certain biopsychic type 
is associated with a con- 
stitutional predisposition 
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Drug Houses Ltd., Graham Street, City Road, 


London, N.1. 


EPANUTIN. — Sodium diphenyl hydantoinate 
(Dilantin) is sold in this country by Parke, Davis 
and Co. (Beak Street, W.1) under the name Epanutin. 
It is said to have an anti-convulsant action in 
epilepsy but to have relatively little hypnotic effect. 
Clinical results obtained with it by Merritt and 
Putnam of Harvard were’ reviewed in our issue of 
Oct. 22 (p. 956), and letters on the use of the drug 
appeared on Nov. 5 and Dec. 31. The correspondence 
is continued in our present issue. 

NICOTINIC ACID TABLETS A. AND H., each contain 
50 mg. of nicotinic acid. A leading article on the 
use of this substance in the prevention and treatment 
of pellagra will be. found 
in THE LANCET of Dec. 24. 
They are made by Allen and 
Hanburys Ltd., Bethnal 
Green, E.2. i 
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to accept the views of 
Karl Marx, and he claims 
that there are consequently 
many Marxist fanatics 
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Ciba Handbooks Nos. 2 
and 3, obtainable from 
CIBA Lrp. (40, Southwark 
Street, S.E.1) -in paper- 
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arms and a cyclothymic 
temperament in those who 
had acted as agents and 


Until the east side of the street is rebuilt visitors 


(Pomeroy Street, S.E.14) 
announce that they are 
now the exclusive suppliers 


propagandists. The to Number Seven may enjoy an unexpected vista south- of Stabilized Calcium 
material which he studied wards across the Thames, with Cleopatra’s Needle Acetylsalicylate, formerly 
included (1) “inter- (brought to London in 1879 by Sir Erasmus Wilson, sold by Genatosan Ltd. 
national ’—i.e., South M.D.) on the cis-fluvian side and the Waterloo Shot as Stabilized Calcium 
American—prisoners of Tower (Watts 1789) on the other. Aspirin, 

war in concentration ` The Medical Diary and 
camps; (2) men and Therapeutic Index for 


women arrested for Marxist political activities; 
(8) Basque separatists, in whom, he claims, is often 
seen the curious phenomenon of combined political 
and religious fanaticism, doubly curious because they 
are fighting in alliance with the enemies of their 
religion; and (4) Catalonian separatists in whom 
Marxism is combined with anti-Spanish hatred. 
With E. C. Gargollo and A. del Rio he gives details 
(p. 177) of physique, temperament, intelligence, 
education, culture, economic status, political and 
religious ideas and training, social personality, 
motives for enlisting, patriotic ideas, professional, 
social, and sexual failures, occupation, and sexual 
life of 78 South American prisoners. The investigators 
draw many uncomplimentary conclusions about 
the mentality and habits of their enemies, but they 
cannot be considered impartial guides to the state of 
mind of Republican Spain. 


NEW PREPARATIONS 

DICHLORO - INDOPHENOL TABLETS B.D.H. are 
intended to enable practitioners, with little equip- 
ment, to determine the amount of ascorbic acid 
(vitamin C)in urine. A low excretion of this substance 
after a test dose is held to suggest that the patient’s 
tissues are ‘‘ unsaturated ” and that his diet may 
have been deficient in the vitamin; similarly a low 
excretion on the ordinary diet suggests that the diet 
or its absorption is inadequate. A rapid method of 
test and a more elaborate quantitative method can 
both be carried out with these tablets, which are 
obtainable, with instructions for use, from the British 


1939 prepared by Messrs. Bayer is issued in many 
different languages, and this year contains even fuller 
information about the preparations and methods 
described, both old and new. The leather-covered 
English edition issued by BAYER PrRopvucts LTD. 
(Africa House, Kingsway, W.C.2) is well adapted to 
the needs of practitioners in this country, and 
though a page is provided for every day of the year 
the book remains thin because the diary itself is 
issued in four quarters, only one of which need be 
inserted at a time. 


For DOoG-LOVERS.—Among the three million dog- 
owners in this country there must be many doctors 
who will appreciate ‘‘ Who has a Dog? ”? (Chapman 
and Hall, pp. 187, 7s. 6d.), a book of short stories 
about dogs written by Sir Reginald St. Johnstone, a 
distinguished doctor-administrator, and admirably 
illustrated by Mr. Frank Hart. Sir Reginald has 
bred, shown, and owned dogs of many kinds; he 
understands them all: and Mr. Hart knows what 
they look like. 


ABUNDANT provision is now made for the welfare 
of the child, both before and after it reaches school age, 
but there is no class of the community which more 
constantly escapes medical care and supervision than the 
mother of the working-class family. And there is no one 
who merits more worthily that care and attention.— 
J. A. CHARLES. Ann. Rep. of M,O.H. for Newcastle- 
upon-Tyne for 1937, - 
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ADDRESSES AND ORIGINAL ARTICLES 


NEW BONES FOR OLD * 
BYE. W. HEY Groves, M.S., M.D. Lond., F.R.C.S. 


EMERITUS PROFESSOR OF SURGERY IN THE UNIVERSITY 
OF BRISTOL 


“The valley . .. was full of bones. . . and, lo, they 
were very dry. And he said unto me, Son of man, can 
these bones live ? And I answered, O Lord God, thou 
knowest.”’—Ezekiel, 37, 1-3. 


ALTHOUGH the making of new bones for old by 
bone-grafting has been established now for many 
years and its general principles accepted, the subject 
still attracts much attention, and new suggestions 
are constantly being put forward to make the 
process of bone formation more certain and more 
rapid. 

Bone differs from all other living tissue in the very 
large proportion of its mineral constituents. The 
building up of a bone, whether in the natural process 
of growth or in the reconstruction of a bone by 
grafting, is a matter of the vital tissues laying down 
and enclosing themselves in a mineral skeleton. 
When the bone is fully constructed the mass of 
mineral constituents far exceeds that of the vital. 
The vital elements are collected on both surfaces of 
the long bone—i.e., under the periosteum and in the 
endosteum or spongy bone. The dense cortical bone 
which lies between these two collections of the vital 
elements is traversed by the minute Haversian 
canals, which transmit the vital structures. The 
vital elements (osteoblasts, blood-vessels, &c.) which 
are essential for building the new bone must be 


*The substance of a British Medical Association lecture 
delivered at Scunthorpe on Oct. 12, 1938. 


A B C 
Fic. 1—Fate of autogenous graft after loss of tibial 
diaphysis. A, radiogram taken just before operation 


on a boy aged 13 with osteomyelitis; B, radiogram 

taken 6 years later; c, radiogram of autogenous graft 

in tibia of a boy aged 12, taken 6 months after opera- 

tion. Graft has fractured and shows callus repair. 
6020 ` 


derived from the living tissue of the body and from 
osteogenic tissue. The mineral constituents, how- 
ever, may be derived from any foreign bone—i.e., 
from any dead animal bone. 


FATE OF AUTOGENOUS GRAFTS 


According to the generally accepted theory of 
autogenous grafting the graft itself always dies and 
then acts merely as a scaffold into which the vital 
elements of the host bone penetrate. Thus every 


Fia, 2—Right hand showing radial diaphysis projecting 
through skin. 


autogenous graft undergoes three phases: death’; 
invasion by the granulation tissue, osteoblasts, and 
blood-vessels of the host; and homogeneity of the 
tissues of the graft and host. This rather astonishing 
conception depends entirely on the negative findings 
of research workers, who always find that the vascular 
spaces of the graft are empty at a certain period 
after grafting. Almost certainly it is not the whole 
truth ; for, if it were true, then a big animal bone 
would give the same results as a piece of living bone 
when used as a graft. When such a graft is buried 
in a living bone and is surrounded by the latter on 
every side, the dead and the living graft behave 
similarly. But if on the other hand the graft is 
made to fill a gap and has contact with living bone 
only at its two extremities, the living graft will 
survive and become incorporated in the skeleton, 
whereas a dead animal bone would be absorbed or 
extruded. 

Two cases in which the greater part of the shaft 
of the tibia had been lost, either by osteomyelitis 
or by diaphysectomy, show these points very clearly. 


The first case (fig. 1, A)is from a boy aged 13 at 
the date of the operation. The radiogram taken 
six years later (fig. 1, B) shows that the grafted bone has 
grown to be of the size and thickness of the normal 
tibia. 7 

In the other case a boy, aged 12, had a similar 
autogenous bone graft, and the radiogram (fig. 1, c) 
was taken six months later, showing that the middle 
of the graft has broken, but that already there is 
evidence of callus repair. It would be difficult to 
believe that the vital tissue responsible for this repair 
had grown all the way from the end of the graft to 
its middle portion in a period of a few months. 


Clinical experience has shown that the success 
of autogenous grafting requires the fulfilment of three 
conditions: an aseptic vascular field ; wide contact 
between the graft and the host; and firm fixation. 
It would be easy to multiply examples of how failure 
in any of these respects brings about failure in the 
grafting. 

B 
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Fig. 3—Radiograms showing revitalisation of bone in radial diaphysis. a, 3 months; B, 5 months; c, 7 months; 
D, 9 months; E, a year after accident. 


REVITALISATION OF BONE 


We are accustomed to speak of “dead bone” 
or a sequestrum as though such a bone were 
necessarily doomed and must be removed, This 
is an error. Orell, the inventor of os purum and os 
novum, has successfully carried out the daring 
experiment of removing a large portion of diseased 
bone, boiling it for twenty minutes, and then replacing 
it, where it has survived and functioned (Orell 1938). 
I will give a less dramatic instance of the same 
revitalisation of bone. 


A boy, aged 13, fell from a tree, his two outstretched 
hands striking the grassy soil below. Both arms 
sustained a separation of the radial epiphysis, but 
on the right side the shaft of the bone was thrust 
nearly an inch through the skin (fig. 2). He was seen 
within one hour of the accident, a careful excision 
of the wound and thorough cleansing were done, and 
the displaced bones were corrected on both sides. 
He made a Satisfactory recovery, although for nearly 
a week we greatly feared that an anaerobic infection 
had taken place, because of the characteristic odour. 
However, 
within a 
month, ex- 
cept for a 
little dis- 
charge from 
the wound, 
all seemed 
doing well. 
We were 
greatly dis- 
concerted at 
the end of 
three months 
to find by 
radiography 


. Fic. 4—Diagrams illustrating Matti’s eaten 


grafting of spongiosa. A, area of frac- 4) A 
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ture prepared and crevices filled with dia h oo 
spongiosa; B, bone chips covering AA 1 
fractured area. ing almost 

exactly to the 


piece of bone which had been extruded, was dis- 
integrated, having broken up into four pieces (fig. 3, A). 
If it had not been for the boy’s good condition and 
the healthy appearance of tbe hand and arm we 
certainly should have excised this disintegrated 
bone. This would have involved a difficult reconstruc- 
tion later on. Soit was decided to ‘‘ wait and see.” 
To our surprise and delight, each month then 
showed a gradual reconstruction of the bone (fig. 3, 
B-E), so that now, just a year after the accident, the 
lower end of the diaphysis is solid, and, although the 


growth of the radius has been checked, the boy can 
play cricket and throw the ball as far as his fellows. 


MATTIS GRAFTING OF SPONGY BONES 


A comparatively recent method of increasing the 
rate and extent of bone growth, especially in dealing 
with ununited fractures, consists in using spongy bone, 
rich in vital 
elements, to 
supplement 
bone repair 
(Matti 1936). 
Thus in an 
ununited frac- 
ture of the 
shaft of the 
tibia the area 
of fracture is 
exposed and 
the bone is 


idel 
Ma en Fia, 5—Ivory graft in neck of femur. 


A, femur showing fibrocystic disease 


exposed surface before operation; B, same femur 
presents a with diseased area excised and filled 
freshly bleeding with walrus tooth, 7 years after 


surface. The 
pieces of bone 
cut away in making this exposure are preserved. 
An area at the base of the great trochanter is 
exposed, a trap-door removed from the cortical 
bone, and a spoonful of tissue scraped out from the 
interior of the bone, consisting of blood, fat, and 
marrow. This semi-fluid material is pressed into the 
raw surface and crevices of the fractured bone, and 
over this little bits of bone, into which the bone 
already removed has been divided, are placed. By 
this method an indolent ununited fracture or one 
in which a bone graft has failed or broken may be 
brought to a state of healthy and strong bony union 
(fig. 4). 


operation. 


OS PURUM AND OS NOVUM 


Orell, a Swedish surgeon, has followed to its logical 
conclusion the generally accepted theory of the fate 
of a bone graft—the death and resurrection theory. 
He argues that, if the bone graft is a mere scaffold, 
a piece of purified dead bone will not only serve the 
purpose but will save time and the operative removal 
of the bone graft. From animal bones therefore he 
produces various pieces of dead bone, which are 
purified by chemical and mechanical processes 
but not boiled. This he terms os purum. It is 
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used in various bone operations in which the graft . 


is placed in complete contact with living bone, 
particularly in various types of arthrodesis, when the 
struts of os purum have proved very useful in bringing 
about a bony union. But he has ventured a step 
further. He argues that, if the addition of vital 
elements is to be the next stage in making the dead 
graft live, then this stage too can be initiated before 
the transplant is made. Suppose a case of tuber- 
culous spine requires a bone graft. Orell takes a 
piece of os purum of the necessary size and shape 
and implants this under the periosteum of the patient’s 
tibia. Three months later the animal bone is removed, 
and it is found by this time to be covered with 
adherent granulation tissue. This is os novum, 
which consists of the mineral bony framework pro- 
vided with a covering of vital elements from the 
patient’s own tissues. The strip of os novum thus 
obtained is then transplanted into the prepared bed 
in the patient’s spine. . 

These methods and ideas regarding os purum and 
os novum are too recent to allow of critical examina- 
tion. The practical value of os purum in supple- 
menting other methods for arthrodesis or the treat- 
ment of ununited fractures is generally admitted, 
but it is very doubtful whether os novum really 
represents a living bone, and there can be no question 
that it is much inferior to the autogenous graft in 
its power of reproducing new bone. 


USE OF ANIMAL BONE 


It has long been known that animal bones can 
be used in the repair of defects in the human skeleton. 
In some respects an animal bone is superior to a living 
bone graft, for it can be precisely shaped beforehand 
to the exact size wanted and, what is more important, 
it can be used in such a size and strength as could not 
be obtained from the patient’s own skeleton. Three 
examples may be given of the use of animal bone in 
repairing human defects. I have chosen these because 
they exemplify the use of different types of animal 
bone. In the first example ivory was used to secure 
a strong substitute for the upper end of the femur. 
That piece of ivory, from the eye-tooth of a walrus 
_ inserted sixteen years ago,remains in place without 
the slightest sign of change or absorption (fig. 5). 


The patient, a farmer’s boy aged 18, had a large 
cavity in the upper end of the femur, which showed 


Fia. 7—Stag’s antler graft in femur. a, before operation ; 
B, 2 months later; c, 1 year later; D, 2 years later. 


evidence of early fracture. It was impossible to 
find any piece of human bone large enough to fill this 
cavity unless mere chips had been used. So a piece 
of ivory was taken from a walrus tusk and correctly 
shaped. Through a posterior incision a trap-door 
was made into the neck of the femur, and the fibrous 
tissue filling the cavity was shelled out and replaced 
by the ivory mass. He made a smooth recovery, 
returned to work in six weeks, and has never 
had any disability or illness since. The operation 
was done in 1922 and when he was seen in October, 
193S, a fresh radiogram showed that the ivory graft 
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had remained without change as a strut round which 
human bone had been deposited. , 


The second case illustrates the use of beef bone, 
which has the advantage of being easily and quickly 
obtained and can be used in a very massive form, 
When buried 
in human 
bone it is very 
slowly but 
surely incor- 
porated in it. ` 


A boy of 10 
had fibro- 
cystic disease 
of the right 
humerus, the 
bone breaking 
as the result 
of his throw- 
ing a cricket 
ball. The dis- 
eased area was 
about 23 in. 
long in the 
very middle 
of the shaft of 
the humerus 
(fig. 6, A). If 


it had been 
merely opened 
a eed Fic, 6—Beef-bone graft in humerus, a, 
All: a a th humerus showing fibrocystic disease 
hone chips, a before operation; B, part of humerus 
lone perio d excised ; ©, two pieces of ox tibia re- 


placing central part of shaft of humerus; 


would have D, same case 10 years after operation. 


been neces- 
sary for re- 
covery, and there would probably have been some 
shortening of the arm; soit was decided to reconstruct 
the humerus with the help of beef bone. Two pieces 
of ox tibia were shaped and fitted. Each was rod- 
shaped at one end to fill the narrow cavity of the 
humerus and overlapping at the other so that when 
joined together it would take the place of the defect 
in the humerus. The cystic portion of the humerus 
was removed (fig. 6, B), one piece of.beef bone was 
driven up and the other down into each fragment, 
and the two were bolted together (fig. 6, c). He made- 
a smooth recovery and returned to school within 
six weeks, not having to wear any splint. By a 
curious chance he not only grew normally but became 
a very tall athlete and actually won the weight- 
throwing competition in the inter-varsity sports. ’ 
The length and general structure of the affected 
humerus is exactly the same as that of the left side, 
but a ghostly shadow of the beef bone could still be 
traced in the midst of the human tissues ten years 
after its insertion (fig. 6, D). 


In the third case the animal bone was taken from 
a stag’s antler. It had occurred to me that, since 
the large mass of the antler is produced by a very 
rapid process of growth, the antler being reproduced 
each year, the bone of which it is composed must be 
highly porous and homogeneous; from a practical 
point of view, too, the stags antler has the 
advantage of presenting a solid rod without a marrow 
cavity. 

A woman, aged 45, had an ununited fracture of the 
neck of the femur of one year’s standing. The hip- 
joint was exposed through an anterior incision and 
the head of the femur nailed on to the shaft with 
a previously constructed bone peg, 3 in. long and 
2 in. wide, made from a stag’s antler. She made a 
good recovery and a year later could walk so well 
that it was impossible to detect which had been the 
damaged leg. Radiograms showed that within three 


72 THE LANCET] 


years the bone peg had been completely absorbed and 
replaced by the human bone (fig. 7). 


SUMMARY 


(1) The use of living autogenous grafts taken from 
the patient’s own skeleton remains as the standard 
method of repairing bony defects. (2) The success 
of the autogenous graft depends on an aseptic field, 
accurate fitting, and firm fixation. (3) The use of 
living bone chips, particularly of the spongiosa, is 
an important adjunct to other surgical methods, 
especially in ununited fractures. (4) Exceptionally 
the use of animal bone is indicated, especially when 
strength is required. 
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THE association of megalocytic anæmia with 
intestinal stricture is well established but com- 
paratively rare. In 1929 Meulengracht collected 
21 recorded cases and described a further one. In 
1936 Hawksley and Meulengracht reported another 
and referred to three more which had been described 
since 1929. A further example of the condition is 
. here recorded in which the blood picture in addition 
to being megalocytic was also hypochromic, and 
showed many erythroblasts. This very unusual 
blood picture has been described by Cooley (1927) 
and others as part of a disease occurring only in 
children of Mediterranean stock. It has twice been 
described in adults and both suffered from idiopathic 
steatorrhea (Bennett, Hunter, and Vaughan 1932), 


CasE 1.—A single woman of 62 was admitted into 
the private block of Addenbrooke’s Hospital on 
Jan. 28, 1937, and died on Feb. 15. She had been 
treated for a number of years as a case of idio- 
pathic steatorrhcea or adult coeliac disease, but had 
never been willing to come into hospital for full 
investigation. Her family history was good. Her 
father died of heart disease at the age of 72 and her 
mother had remained healthy to a considerable age. 
There were nine brothers and sisters, alive and well, 
one brother having died of tuberculosis when 24. 
The patient had never been abroad until she reached 
adult life, when she had visited France, Switzerland, 
and Germany. Since infancy she had been regarded 
as the delicate member of the family and had been 
ailing. Her sister recalled that family expeditions 
were often broken up because the patient had an 
attack of diarrhoea. She also recalled that when 
the patient was one year old after a move from 
Norwich to Thetford, there was much illness in 
' the family, culminating in a serious illness of the 
mother. It was then discovered that the drains of the 
house were leaking, and the illness of the mother was 
attributed to this leakage. It is possible therefore 
that the patient at the age of a year had some serious 
illness borne by sewage contamination of the water. 
Her sister also states that she had an impression 
that the patient suffered from rickets as a child, but 
she could give no definite information on this point. 
At the age of 14, however, it is certain that the patient’s 
knees became bent and for this she was put to bed 
in leg splints for two years. At 16 she had attacks 
of cramp in her knees, and she says that these have 
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recurred since. No more convincing evidence of 
tetany can, however, be obtained than this single 
observation. | 

The more definite part of the patient’s story begins 
at the age of 29, when she had a severe attack of 
diarrhoea which kept her in bed for about four months. 
A year later she developed a goitre which was treated 
by long rest cures. The goitre disappeared after 
four or five years. After this she was fairly well and 
lived a comparatively normal existence, but was 
never able to engage in any strenuous pursuits, 
and apparently was overcome from time to time 
by attacks of diarrhoea. During this time she was 
often subject to attacks of bronchitis, and once 
was suspected of having pulmonary tuberculosis. 
This suspicion was, however, not confirmed. About 
1933 she was seen by a physician in London, who 
discovered that she had megacolon. 

Her doctor reports that she had always been subject 
to anzmia, but until 1933 the anemia had always 
responded to iron. Accurate records of her blood 
pictures are available after 1933, and are given in 
table I. Her doctor reports that in 1933 for the 
first time her ansemia failed to respond to iron, and 
she was given liver treatment by mouth with consider- 
able improvement. In fig. 1 it will be seen that at 
this time she had a megalocytic anemia, which 
improved at first and relapsed later in the year. 

In 1935 she had a recurrence of her diarrhoea and 
was in very poor health. The diarrhea at that 
time was attributed to colitis and she was given 
frequent rectal irrigations. Her anemia was so 
severe that she was given three blood transfusions 
about March, 1935, and there was definite improve- 
ment in her blood during the next few months. In 
June, 1935, she was seen by another physician, who 
regarded her as having adult coeliac disease or idio- 
pathic steatorrhoa. He reported that she had 


TABLE I—BLOOD COUNTS PRIOR TO ADMISSION OF CASE ] 


EID 
Date m: z 

pa 

g 

~ 1933 | 

Mar. 31 | 225| 50 | 1°11; 6,900 | Poikilocytes, nucleated red 
cells, megalocytes. 

June 30 | 3°95| 78 | 1:0 | 10.800 — 

Oct. 17 | 2-90| 65 | 1:12 | 11,600 — 

1935. 

Mar. 20 | 3:10| 22 | 0°35) 7,800 | A few nucleated red cells 
but no other signs of 
pernicious anemia. 

Apr. 15 | 3°35) 30 | 0°45; 8,800 _— 

June 24 | 3°33] 52 | 0:79|11,400 | Anisocytosis. Some large 
cells present. 

Nov. 15 | 2°71] 40 | 0:70) 8,800 | Marked anisocytosis. Some 

wee poikilocytosis. 
1936. 

Feb. 12 | 2°:73| 64 | 1:18/12,400 | 1 normoblast seen in count- 
ing 200 white cella Many 
large cells. Hulometer 8'2. 

Apr. 3 | 3:07] 62 |1-01 |12,600 | Anisocytosis+. Large 
forms present. 

May 15 | 3°61] 84 | 1:08} 7,800 | Anisocytosis+. Large 
forms+. Normoblasts. 

0-84] 5,600 — 


Sept.25 | 320| 52 


pernicious anemia and a pellagra-like condition 
of the skin, and possibly suffered from a deficient 
absorption of fat-soluble vitamins, He recommended 
hydrochloric acid by mouth and concentrates of all 
the vitamins, with calcium and weekly injections of 
liver extract. She did not codperate very well 
in this régime, and for most of the summer she was 
having injections of liver at three-weekly intervals 
and little other treatment. Her blood picture at 
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this time was definitely hypochromic and there was 
obviously no improvement. 

Early in 1936 she was given large doses of iron, and 
following prolonged treatment in this way her blood 
in May, 1936, was in a better state than it had been 


M.D. 866 4& 
S.D. 0:809/ 
Megalocytes 59% 
0:2 °/ 
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Fia. 1 (Case 1)—Red cell diameter distribution curve. 


for a long time. The hemoglobin reached 84 per 
cent. and the colour-index was considerably above 
unity. In February, 1936, she had had a severe 
attack of retrosternal pain which was thought to be 
caused in part by her anzemia, which at that time 
was of the megalocytic type. Ventriculin was 
prescribed, but she said that she could not take it as 
it caused diarrhcea. She was therefore given weekly 
injections of intramuscular liver, but in spite of this 
treatment in May, 1936, her colour-index was still 
high. In September, 1936, the colour-index had 
dropped again to 0-9, although there is no record of 
her having any intensive liver therapy throughout 
that summer. In November, 1936, she was seen by 
yet another physician because of recurrent attacks 
of vomiting and diarrhoea with considerable loss of 
weight. He confirmed the diagnosis of idiopathic 
steatorrhcea, and recommended a low fat, non- 
irritating diet. The total fat in her stools at this 
time was 34:6 per cent. of the dry matter, and 75 per 
cent. of this fat was split. There is no record of 
her stools having been analysed for fat previously, 
and she had never been put on a low fat diet. Weekly 
injections of Campolon were advised at the same time 
and on this régime she was comparatively well and 
actually put on weight. But early in January, 1937, 
following the discontinuance of the campolon, she 
relapsed. At this time her weight was 4 st. 4 lb. 
and the stools contained 29:6 per cent. of fat, of 
which 60 per cent. was split. She stated that she 
had never been more than 7 st., and that in recent 
years she had been just over 6 st. During 1936 
sbe had been round about 5 st. 

Because of numerous recurrences of diarrhcea and 
vomiting she finally consented to come into Adden- 
brooke’s Hospital for a more complete investigation. 
She was a poor diminutive skeleton, with loose, dry, 
inelastic skin. There was a general light yellowish- 
brown pigmentation of the skin, but no pigmentation 
suggesting pellagra. She was obviously anemic 
and her weight was 4 st. 41b. Her tongue was smooth 
at the tip, and red and sore, but further back both 
fungiform and filiform papillze were well seen. Apart 
from the general cachexia there was very little of 
note in the physical examination. The chest showed 
slight scoliosis to the right, but there were no abnormal 
physical signs in the lungs. There was no enlarge- 


x 
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ment of the heart; the heart sounds were normal, 
and the blood pressure was 124/70. There was no 
peripheral arterio-sclerosis, and no cedema. The 
abdomen was slightly distended, with coils of intestine 
visible through the abdominal wall. Neither spleen 
nor liver was palpable, and there was no tenderness 
to pressure, The thyroid had a slight diffuse enlarge- 
ment, with a hard nodule in the isthmus. Axillary 
hair was absent; otherwise the distribution of the 
hair was normal. There was no koilonychia. 

A broad high forehead, and a wasted, wizened 
lower part of the face gave her the appearance 
described as suggestive of erythroblastic anzmia, 
as in the picture of Case No. 6 in Bennett, Hunter, 
and Vaughan’s paper. It is difficult, however, to be - 
certain that this was anything more than a combina- 
ise of a high forehead with a rather wasted lower 
ace. 

In the central nervous system very little of note 
was found apart from a small atrophic patch in one 
ocular fundus, suggesting an old hemorrhage. The 
tendon reflexes were all present and sensation was 
normal. There was no loss of vibration sense and 
Chvostek’s sign was negative. The stools were 
pale and looked fatty, but were not bulky or frothy. 
The patient was in a very nervous excitable state, 
and was upset by any interference, such as vene- 
puncture. She was therefore put on a low fat, low 
starch, high vitamin diet, with the addition of all 
the vitamin concentrates, iron, and campolon, and 
most of the laboratory investigations were postponed 
in the hope of being able to get her into a better state 
of health. Unfortunately her general condition 
deteriorated steadily, and she was greatly troubled 
by intermittent attacks of diarrhoea and colic. Her 
pulse-rate, which had been regular and normal in 
rate on admission, rose steadily, and she died quietly. 
An electrocardiograph shortly before death showed 
that the high pulse-rate was due to auricular tachy- 


TABLE II — ANALYSIS OF FÆCES FOR FATS AND NITROGEN 
FROM FEB. 2 TO 6, 1937 


Total Split fat as 


Period nitrogen Total fat Doreen 
2nd-3rd T 16 g. 28 g. 21 
3rd-4th se 0°65 g. 71g. 20 
4tb-5th z 0-98 g. | 271g. 21 
5th-6th a 0:72 g. | 13g. 19 

Average output 7 a 
per diem. \ 0°99 g. | 19 g. 


Average composition of stool over above period. 


Dry matter = 44 per cent. of feeces. 
Total fat = 50 percent. of dry matter. 
Split fat = 20 per cent. of total fat. 


cardia. An X ray of the forearms and wrists taken 
shortly after admission showed slight general decalci- 
fication, but this was not very pronounced, and there 
was no evidence of active or healed rickets. On a 
diet containing 120 g. carbohydrate, 60 g. protein, 
and 45 g. fat, her output of fat and nitrogen in the 
stools was studied for a few days. The figures are 
given in Table II and show a low output of nitrogen 
and a high output of fat, of which only a small per- 
centage was split. 

The most interesting feature in the laboratory 
examinations was the blood picture :— 


Red cells .. ee 3,110,000 Polymorphs .. 30% 
White cells = ae 4,800 Lymphocytes oe 62% 
Hemoglobin a’ 47% Monocytes... - 35% 
Colour-index me 0:76 Eosinophils .. oe 45% 
Reticulocytes as 0:35% 


There were 32 normoblasts, 81] with pyknotic nuclei, seen in 
tbe course of counting 200 white cells. 
The stained smear showed a remarkable variation 
in the size of the cells from microcytes to megalocytes. 
The majority of the cells, including the megalocytes, 
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were poorly stained. Many of them were only stained 
around the periphery, the central zone being pale 
as in an iron deficiency anemia. But the large size 
of many of the cells sharply differentiated the blood 
picture from that of the latter condition. There 
was very little poikilocytosis, punctate basophilia, 
or polychromatophilia, but platelets were plentiful. 
No primitive red cells were seen below the stage of 
mature normoblasts with pyknotic. nuclei. The 
characters of the blood count were confirmed on 
several occasions. The absolute number of poly- 
morphs was always low, and on one occasion the white 
cell count was only 2900. One-eighth of these cells 
were, however, probably normoblasts and the 
. differential count gave only 30 per cent. polymorphs. 


The absolute polymorph count must therefore have . 


been about 800 per c.mm. The Price-Jones curve 
is shown in fig. 1. It shows a mean diameter of 
8:66 and 59 per cent. of megalocytes. 


Pathological Findings 


At post-mortem examination performed 12 hours 
after death the body showed gross emaciation and a 
striking absence of rigor mortis. The great toes 
were clubbed but there was no definite clubbing 
of the fingers. There was diffuse, fine, yellow- 
brown mottling of the skin on the face, trunk, and 
upper limbs. On opening the body the most obvious 
feature was the complete absence of fat. The heart 
weighed 7 oz. and showed definite brown atrophy. 
There was very little atheroma of the coronary 
arteries but the mitral valve barely admitted 2 
fingers, and the margins of the cusps and the chordz 
tendinia were thickened. The left auricle was 
enlarged, and the left ventricle hypertrophied. 
The lungs showed partial collapse, and a calcified 
scar at the right apex. The thyroid gland weighed 
35 g. and contained a calcified nodule in the left lobe. 

In the abdomen the absence of fat in the mesentery 
was most striking, but there were also numerous 
small, fleshy glands in the mesentery, probably the 
normal glands unmasked by the absence of fat. 
None of them was caseous or calcareous. There 


was no evidence of fibrosis or thickening of the: 


lymphatics in the mesentery. Both stomach and 
duodenum were dilated, but otherwise macroscopically 
normal, except that there was a small ulcer, 
about 4 in. in diameter in the duodenum, situated 
some 14 in. above the ampulla of Vater, but well 
below the usual area of peptic ulceration. Radiating 
from it was a circle of fibrosis which partially occluded 
the lumen of the duodenum. Below this the duodenum 
was dilated. Starting in the third part of the 
duodenum, and extending right down to the ileo- 
cecal valve there were numerous annular strictures, 
many only 2 in. apart. For the most part these 
strictures were very narrow, dipping deep into 
the bowel lumen, so that in many places they 
formed membranous partitions, pierced by openings 
about } in. across. However, some were much 
broader, with obvious thickening of the peritoneal 
coat and fibrosis of the bowel wall. Between 
the strictures the bowel was sometimes dilated and 
thin, and sometimes hypertrophied. Except over 
the few broad strictures the peritoneal surface of the 
bowel was normal, and there were no adhesions 
between the coils. The large bowel was quite normal 
in appearance, with the exception of 8 in. of the 
descending colon, where it was thick and apparently 
contracted, but there were no signs of old ulceration. 

The liver weighed 29 oz. and was pale and slightly 
fatty. The gall-bladder was distended with dark 
bile, and contained a single blackberry gall-stone. 
The kidneys weighed 2:5 oz. and were small and 
grossly contorted. The surface was slightly granular, 
but the capsule stripped easily, except for local 
attachments at the fibrotic zones. The cortex was 
not obviously diminished. The suprarenal glands 
weighed 7:25 g. and 5 g. and were macroscopically 
normal, The spleen weighed 18:25 g. and showed 
some small patches of perisplenitis with the pulp 
dark and rather friable. A wedge of bone was 
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removed from the lower lumbar vertebra. It showed 
well-defined spongy bone throughout, interspersed 
with pink marrow. The ribs were apparently normal, 
with pink marrow. The right femur contained 
considerable red marrow in the upper part, but the 
amount diminished through the middle third to 
almost completely fatty marrow in the lower third. 
The cortex of the bone was longitudinally streaked’ 
and not ivory in consistency. Spongy bone was 
fairly well distributed throughout the shaft, with the 
exception of the upper third. 


MICROSCOPIC SECTIONS 

Section of the duodenal ulcer showed scarring 
but no evidence of acute i tion. The only 
signs of activity were a few mononuclear leucocytes 
around the blood-vessels, and young fibroblasts 
and scattered plasma cells. There was certainly 
no suggestion of tuberculosis. The mucous membrane 
of the small bowel was complete and with the exception 
of the broader strictures there was no increase in 
fibrous tissue. At the root of the mesentery there 
was considerable fibrosis and in the lymphoid tissue 
in the neighbourhood of the vessels were numerous 
bands of fibrous tissue, evidence of past inflammation. 
There was no evidence of tuberculosis. The sections 
of the large bowel bore out the assumption that the 
appearance was due to muscular spasm and not to 
any gross pathological change. In the other organs 
there was widespread atheroma of the medium- 
sized arteries but otherwise no abnormality. Sections 
of the bone-marrow showed megaloblastic hyperplasia 
indistinguishable from that found in Addisonian 
pernicious anzmia, 

DISCUSSION 


The blood picture in this case was very similar 
to that described by Bennett, Hunter, and Vaughan 
(1932) in two cases of idiopathic steatorrhea. The 
number of erythroblasts was very much less than 
in their cases, but the patient had had fairly intensive 
treatment with both liver and iron. The number 
of erythroblasts in Case 6 of Bennett, Hunter, and 
Vaughan’s series sank to about the same number as 
in the present patient after he had been treated. 
The appearance under the microscope of the blood 
of the present case is strikingly similar to that shown 
in their fig. 17B. The coexistence of megalocytosis 
and hypochromia in three patients who showed other 
evidence of malnutrition suggests a dual deficiency 
of iron and the pernicious ansmia factor. In the 
present instance there was no opportunity to observe 
the effects of treatment, but the patient’s past record 
suggests that her response was very incomplete to 
either form of treatment. Bennett, Hunter, and 
Vaughan’s two cases both responded well to iron, 
but the blood picture did not return to normal, It 
is noteworthy that the present patient had her best 
blood picture in May, 1936, after a prolonged course 
of iron therapy. The small amount of evidence 
available therefore suggests that this peculiar ansmia 
in adults is associated with multiple nutritional 
deficiency conditioned by a disorder of the alimentary 
tract, and that the deficiency of iron is the most 
important. The megalocytosis and hypochromia 
with a low reticulocyte count and the low absolute 
polymorph count all suggest a deficiency dyshsmo- 
poietic anzmia, Bennett, Hunter, and Vaughan 
conclude that the blood picture in their two cases is 
‘“‘indistinguishable from that seen in erythroblastic 
anæmia.” The latter condition, originally described 
by Cooley, is defined by Vaughan (1934) as a leuco- 
erythroblastic anæmia occurring usually in children 
of Mediterranean stock and associated with spleno- 
megaly, mongoloid facies, and generalised changes 
in bones. When the hxematological features of the 
two conditions are compared, however, there are 
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quite definite differences. In Cooley’s anzmia leuco- 
cytosis is almost invariably present (Baty, Blackfan, 
and Diamond 1932, and Whipple and Bradford 
1932) and polymorphs predominate. In the three 
adult cases the white cell count was low or normal 
and there was a tendency to reduction in the propor- 
tion of polymorphs. In Cooley’s anemia all types 
of primitive red cells are seen in the blood—megalo- 
blasts, erythroblasts, and normoblasts—whereas the 
extraordinary feature of the three adult cases is the 
virtual absence of primitive red cells showing nuclear 
structure while normoblasts with pyknotic nuclei 
are present in such large numbers, The many clinical 
differences between the two conditions suggest 
that even the somewhat similar blood pictures may 
be due to quite different mechanisms, Whipple and 
Bradford (1932) suggest that Cooley’s anæmia is 
due to “ some fundamental change in the method of 
handling body pigment.” Nittis and Spiliopulos 
(1937) have recently suggested that it is due to 
chronic infestation with the malarial parasite, but in 
spite of very similar blood pictures and bone changes 
the account of Nittis and Spiliopulos does not convince 
one that they’ are describing a clinical syndrome 
identical with that described by Cooley. 


Intestinal Absorption in Stricture Anemia 


Hawksley and Meulengracht express the view that 
stricture anzmia is dependent upon two factors, 
the relative importance of which varies from case to 
case. The two factors are absence of gastric secretion 
and reduced power of intestinal absorption. That 
the factor of intestinal absorption may be important 
is shown in a case described by Schlesinger (1933) 
jn which Castle’s intrinsic factor was demonstrated 
in the gastric juice. A case is here recorded of a 
patient with megalocytic anemia in whom deficient 
intestinal absorption appeared to be the main etio- 
logical factor. 


CASE 2.—A single man of 32 was admitted to 
Addenbrooke’s Hospital under the care of Prof. 
Ryle in 1937. Eleven years previously he had been 
admitted as a case of acute appendicitis with intestinal 
obstruction following nine days’ history of vomiting 
and severe colicky abdominal pain. At operation 
adhesions were found around an inflamed appendix, 
which were completely obstructing a loop of small 
intestine. The adhesions were divided and the 
appendix removed, and the patient was discharged 
after two weeks.. A few weeks later he was readmitted 
with intestinal obstruction. At operation free fluid 
was found and the intestines were noted to be matted 
together by numerous plastic adhesions. He was 
regarded as a case of tuberculous peritonitis and 
handed over to the county tuberculosis officer. After 
three years’ open-air treatment, during which there 
were many episodes of partial intestinal obstruction, 
and a year in Switzerland, he returned to work 
apparently cured. For two years he remained in 
fairly good health and quite free from abdominal 
symptoms. Then after three months of attacks of 
diarrhcea accompanied by increasing lassitude and 
pallor he was readmitted and found to have the blood 
count of pernicious anemia: red blood cells, 7 08,000 ; 
hemoglobin, 22 per cent.; colour-index, 1:57; 
white blood-cells, 3100. A test-meal was not per- 
formed. He was treated with injections of liver 
extract and made a good recovery. Shortly before 
discharge he had 5,050,000 red blood-cells ; hamo- 
globin, 62 per cent.; and _colour-index, 0-61. Iron 
therapy was therefore added. Since his discharge 
in 1932 he had had only very occasional treatment 
with liver, but had remained in fairly good health. 
There had been, however, recurrent attacks of colicky 
abdominal pain with diarrhoea. In 1937 he had a 
very severe attack of abdominal pain and diarrhoea 
and following this was admitted to hospital again. 
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He was obviously anemic. The tongue was rather 
too clean, but showed both types of papille. The 
abdominal wall was very lax from previous operation 
scars, but there was no tenderness and nothing 
abnormal was palpated. No blood was found in the 
stools and no tubercle bacilli. X ray examination 
showed that the opaque meal reached the cæcum 
in 44 hours, but there was much pocketing and 
distortion of the normal outline, presumably by 
adhesions. At this time his blood count was: red 
blood-cells, 1,470,000; hemoglobin, 48 per cent.; 


R.B.C] Hb |RET. 
MILL1°% |2% | CONTROL | ORAL LIVER | ORAL LIVER] INTRAMUSC. 
3-01 60 NO.1 NO. 2. LIVER 
Pd 
25| 50 
2:0! 40 
1-5; 30 
-0| <O 
0:5} 10 
5 RETIC. ' 
ran > Á raa ‘ 
3 I6 19 22 25 28 31 3 6 9 12 I5 
OCT. NOV. 
Fic. 2 (Case 2)—Response of the blood to treatment by 


oral and by intramuscular liver. 


colour-index, 1:37; white blood-cells, 2880. The 
stained film was typical of pernicious anemia. A 
test-meal showed the presence of free hydrochloric 
acid in moderate quantity. It was impossible to 
determine whether Castle’s factor was present in 
the gastric juice because no other patient was available 
at that time with pernicious anemia. In view of the 
history and the presence of free acid it was suspected 
that the anzemia was due to faulty intestinal absorption. 
The data given in fig. 2 strongly suggest that this 
was so. There was no response of the reticulocytes 
or blood to two preparations of liver extract given 
by mouth. The second of these preparations was 
equivalent to 3 lb. of ox liver per day and was a 
preparation which had repeatedly been proved 
effective in pernicious anzemia. In the next trial 
period a preparation from the same manufacturers, 
representing 20 g. of ox liver was ,injected daily. 
There was an excellent reticulocyte response and a 
rapid improvement in the blood. Two months after 
discharge the blood count was: red blood-cells, 
5,140,000 ; hemoglobin, 100 per cent.; colour- 
index, 0:97 ; white blood-cells, 4220; and the patient 
was in excellent health. 

The presence of free hydrochloric acid in the 
gastric juice suggests that had-an assessment been 
possible Castle’s factor might have been found present 
as in Schlesinger’s case. Even in the absence of this 
information, however, the fact that there was no 
response to liver by mouth with preparations of 
proved value, and a rapid response following injection, 
suggests that in this case the anemia was due to 
faulty absorption rather than to deficient -gastric 
secretion. ` 


Causes of Intestinal Stricture 


The cause of intestinal stricture is of interest, 
Meulengracht, in reviewing the condition, followed 
Gluzinski in regarding them as resulting from a 
primary tuberculous infection with strong healing 
tendencies, There can be little doubt that the 
tubercle bacillus is the cause in some cases, but there 
may be other causes, Two cases may be briefly 
referred to in this connexion. 

A carpenter of 46 who had previously seen extensive 


service in the army in India and Malaya was admitted 
to Addenbrooke’s Hospital in 1934. About a year 
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previously he had been seen in the out-patient 
department for malaise and lower abdominal pain 
following the removal of teeth. He improved 
considerably on a careful diet and alkaline powders, 
but early in 1934 he lost weight and looked so ill 
that his doctor referred him to the hospital as a possible 
case of carcinoma of stomach. Soon after admission 
and before he had been fully investigated he had 
hematuria and vomited blood, and went downhill 
rapidly. At autopsy there was no ulcer of the stomach 
or duodenum, but there was blood throughout the 
jejunum and ileum. The jejunum, but not the 
ileum, showed numerous transverse ulcers which 
practically encircled the lumen, and were from 
4-4 in. wide. The ulcerated areas were shallow 
but reached down to the circular muscle layer, and 
their histology showed nothing specific. Colonel 
Whitmore, who had had extensive experience as a 
pathologist in Singapore, recognised the condition 
as similar to a banded ulceration of the small intestine 
which is not uncommonly encountered at autopsy 
in that part of the world ; the stiology is unknown, 
and he repeatedly failed ‘to find evidence of tuber- 
culosis. The multiple intestinal strictures described 
in the first patient recorded in this paper might quite 
easily have developed from a similar condition of 
transverse intestinal ulceration. 
I am indebted to Prof. McNee and Mr. E. K. Martin 
for details of a woman attended by them for a condi- 
tion suggesting sprue which developed after residence 
for many years in China and culminated in an attack 
of acute intestinal obstruction. At operation a 
constriction was found in the lower part of the small 
intestine. The anti-mesenteric border of the con- 
striction showed a wide patch of thickened peritoneum, 
suggesting a healed ulcer. A lateral anastomosis 
led to complete cure. Barbour and Stokes (1936) 
have recently reported a case of chronic stenosing 
enteritis in a patient who had lived in China. They 
class it with Crohn’s disease and express the view 
that Crohn’s disease is a secondary non-specific 
granuloma developing in an intestine which may 
have been injured by any one of a wide variety of 
agents. It is apparent that there are still gaps in 
our knowledge of the pathology of the small intestine. 
In the first patient recorded in this paper there was 
so little to suggest tuberculous peritonitis that the 
ætiology of the strictures should be left unsettled. 
_ There is one further point of considerable interest 
about the first patient. She had been regarded for 
years by several physicians as a case of idiopathic 
steatorrhea. The history of diarrhea going back 
into childhood, and the finding of fatty stools, 
anemia, and a pellagrous state made this diagnosis 
very probable. The late Th. E. Hess Thaysen (1935) 
stipulated four diagnostic criteria of idiopathic 
steatorrhea: (1) An abnormally large quantity 
of fat excreted in the fæces ; (2) normal or only slightly 
increased excretion of nitrogen ; (3) flat blood-sugar 
curve; (4) raised metabolic rate. 

Although this patient was clinically so suggestive 
of idiopathic steatorrhwa she by no means fulfilled 
these criteria. Neither the glucose tolerance nor 
the basal metabolic rate had been measured. The 
stool fat was only slightly above the upper limit of 
normality when it was first estimated, and though 
it was higher shortly before death the proportion of 
split fat had then been reversed to what is usually 
regarded as typical of pancreatic steatorrhea,. The 
nitrogen excretion was, however, still suggestive of 
idiopathic steatorrhoa rather than pancreatic steator- 
rhea, It is usual in idiopathic steatorrhoa or adult 
celiac disease to find at autopsy no pathognomonic 
intestinal lesion, but Fairley and Mackie (1937) 
have recently drawn attention to the appearance of 
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a sprue-like abdomen in a number of conditions in 
which the mesenteric lymph nodes are enlarged. 
In the cases described by them and in patients with 
tabes mesenterica previously described by Ryle 
lacteal obstruction seems to be important. In 
gastro-colic fistula absorption is interfered with 
because the food is short-circuited from the small 
intestine. In adult celiac disease and in tropical 
sprue the defect of absorption is so far unexplained 
and it is not associated with any demonstrable lesion. 
In the first case recorded here a very definite intestinal 
lesion was found, but the mechanism by which it 
interfered with absorption is not clear. 


Summary 

I. A case is described, in detail, of an elderly 
woman who had suffered throughout her life from a 
sprue-like syndrome, and in whom autopsy revealed 
multiple intestinal stenoses. 

2. Another case is recorded in which, following 
tuberculous enteritis, megalocytic anæmia developed, 
which responded readily to injection of liver extract, 
although there was no response to liver extract by 
mouth. 


3. The etiology of multiple intestinal stenoses is 
briefly discussed. 


I am indebted to Prof. J. A. Ryle, Dr. Leslie Cole, 
Prof. J. M. McNee, and Mr. E. K. Martin for permission 
to quote from their notes on the cases recorded, 
and to Lieut.-Colonel A. Whitmore for his opinion 
on some of the sections and for permission to quote 
his opinion about ‘‘ banded ” ulceration of the small 
intestine as seen in Malaya. 
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THE CASE FOR PROPHYLAXIS 
WITH SULPHANILAMIDE AND M. & B. 693 
By Epwarp D. Hoare, M.B. Camb. 


(From the Bernhard Baron Memorial Research Labora-~ 
tories, Queen Charlotie’s Hospital, London) 


Levaditi and Vaisman (1936) reported that mice 
treated with a single dose of the hydrochloride 
of 4’sulphamido-2 : 4-diaminoazobenzol (Prontosil 
rubrum) were resistant, up to twenty-three days 
afterwards, to a subsequent intraperitoneal infection 
with hemolytic streptococci. As a result of the 
protection afforded to mice by a single dose before 
infection, followed by several doses after infection, 
and from investigations on the bactericidal power 
of the blood of normal human beings, Colebrook 
(1937) advocated the use of sulphanilamide as a 
prophylactic measure, in certain circumstances, 
against hemolytic streptococcal infection in the 
puerperium. Colebrook later considered that his 
experiments on mice had not been quite conclusive, 
being open to the objection that equally good results 
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Fia. 1—Sulphanilamide. Single dose before infection. 
A = 10 mg. subcutaneously 3 hours before infection. 
A’= 30 mg. subcutaneously 24 hours before infection. 
C= Control (no sulphanilamide). Infection = 100 
M.L.D. hemolytic streptococci into the peritoneum. 
In all the figures each column represents one mouse. 

Fie. 2—Sulphanilamide. Single dose (10 mg.) before 
and multiple doses after infection. A = single dose 


might have been obtained had the initial prophylactic 
dose of sulphanilamide been omitted. 

The following experiments were planned to remove 
this objection and to investigate more fully the 
possible use of sulphanilamide, certain diazo com- 
pounds, benzylaminobenzenesulphonamide  (Pro- 
septasine), and 2-(p-aminobenzenesulphonamido) 
pyridine (M. & B. 693) for the purposes of prophylaxis. 


Prophylactic Experiments on Animals 


Mice were used and were infected intraperitoneally. 
The two strains of hemolytic streptococci (Lance- 
field’s Group A) used had been isolated from infected 
patients and had been rendered highly virulent for 
mice by repeated mouse-passage.. Strain Richards 
had received 44 passages, and Strain Robb 10. 
Except where otherwise stated the drug was injected 
subcutaneously into the back of the neck. 


SULPHANILAMIDE 


Sulphanilamide was given as a 2 per cent. solution 
in saline. The drug went completely into solution 
when warmed to about 40° C. and was given at this 
temperature. 

Single dose before infection—Using 100 M.L.D. 
(minimum lethal dose) of streptococcus culture, 
a single dose of 10 mg. given 3 hours before infection 
only delayed the time of death of seven of the ten 
mice used from 24 to between 44 and 51 hours; 
the remaining three were alive and well 14 days after 
infection (fig. 1). When a single dose of 30 mg. 
was used, all the mice were extremely ill within 
3 hours. There was incodrdination of the limbs with 
difficulty in walking; the limbs were extended 
in spasm with the feet flexed; respirations were 
rapid; two of the mice were lying on their sides 
with their bodies flexed in spasm. Six hours later 
all had recovered and appeared normal. Only a 
partial protection was afforded to a subsequent 
hemolytic streptococcal infection. From these experi- 
ments it was obvious that more than one dose of 
sulphanilamide would have to be given to produce 
a satisfactory protection. 
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2-3 hours before; multiple doses after infection at 
6, 22, 30, 46, and 54 hours (Experiment 1); at 6, 11, 
21, 30, 46, 54, 70, and 96 hours (Experiment 2); and 
at 5, 22, and 46 hours (Experiment 3). B = multiple 
doses after infection (time intervals as in A). C = 
control (no sulphanilamide).—>Sulphanilaņmide 10 mg. 
In this figure and in fig. 3 infection = 1000 M.L.D. 
hemolytic streptococci into peritoneum. 


Single dose before and multiple doses after infection.— 
Further experiments were made in which the following 
procedure was adopted (fig. 2). 

Series A received 10 mg. 2-3 hours before and again 
after infection at 6, 22, 30, 46, and 54 hours (Experi- 
ment 1); at 6, 11, 21, 30, 46, 54, 70, and 96 hours 
(Experiment 2); and at 5, 22, and 46 hours (Experi- 
ment 3). 

soe B received sulphanilamide after infection 
only. 

Series C received no sulphanilamide. 

More mice survived in Series A, which had sulphanil- 
amide before infection, than in Series B, although 
the difference between the two groups was never 
very obvious, 

In another experiment (fig. 3) the infection was 
allowed to progress for 17 hours before further 
treatment with sulphanilamide was given, and in this 
instance nearly all in Series A survived, whereas 
nearly all in Series B died. The failure of sulphanil- 
amide to cure the mice in Series B was due to the 
length of time that the infection was allowed to 
progress (17 hours) before any treatment was given. 


DIAZO COMPOUNDS 


The first drug tested was prontosil rubrum substance 
supplied by Messrs, Bayer. A subcutaneous injection 
of 50 mg. in suspension in saline was given to four 
mice. From the second day onwards there was 
suppression of urine, and on the sixth day three of the 
mice were dead. The deaths were not due to infection, 
and no cause was found, but it was assumed that the 
drug was responsible, Another German preparation 
of prontosil rubrum, suspended in oil, was tested, 
but this preparation also was found to be toxic to 
mice, although none of them died. 

A third drug, Carboxy prontosil, prepared by 
Dr. Girard, was injected as a suspension in a 4 per 
cent. solution of gum saline. This drug afforded some 
protection against a subsequent hemolytic strepto- 
coceal infection, but of five uninfected mice which 
received the carboxy prontosil alone two died during 
the third week after injection. Of another series 
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of four mice which received 50 mg. of the drug alone 
two died. No evidence of infection was found in these 
mice, | 

In view of the toxicity to mice of these red prontosil 
preparations when given subcutaneously in a suspen- 
sion, further work on their protective properties 


' was not undertaken. 


Days after Infection 


PROSEPTASINE 

Proseptasine was injected subcutaneously as a 
suspension in a 4 per cent. solution of gum saline. 
A dose of 25 mg. was given 3 hours before the infection 
by hemolytic streptococci. The drug afforded some 
protection, but this was not of a very high order 
(fig. 4). 

M. & B. 693 

M. & B. 693 was given as a suspension in a 4 per 
cent. solution of gum saline. 

Subcutaneous administration.—When the interval 
between the prophylactic dose of the drug and 
the infection was 3 hours, 30 mg. of the drug afforded 
complete protection; 20 mg. enabled nine out of 
ten mice to be saved ; and 10 mg. delayed the death 
of four of the mice until the sixth day and saved the 
remaining six. A dose of 20 mg. of the drug in an 
oily suspension prepared by Messrs. May and Baker 
afforded complete protection to a series of 10 mice 
tested (fig. 5). 

A further series of experiments was made in which 
the interval between the infection and the protective 
dose of the drug was lengthened (fig. 6). Using a 
constant dose of 20 mg., when the interval was 
prolonged to 24 hours almost complete protection 
was afforded, whereas With a 48-hour interval there 
was a satisfactory but less complete protection. 

Oral administration.—A single dose of 20 mg. 
given by stomach-tube produced some protection 
when the interval before infection was 3 hours, but 
no protection when the interval was prolonged to 
24 hours (fig. 7). 

A further experiment was made in which multiple 
doses were given after infection (fig. 8). 

Series A received 10 mg. of M. & B. 693 into the 
stomach 3 hours before infection, and again after 
infection at 16, 24, 40, and 64 hours. 

Series B received the drug after infection only. 

Series C received no drug. 


Days after Infection 
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Single dose (10 mg.) before 
A = single dose 


Fa. 3—Sulphanilamide. 
and multiple doses after infection. | 
3 hours before; multiple doses after infection at 17, 


24, 41, 49, 65, and 89 hours. B = multiple doses after 
infection (time intervals as in A). C = control (no 
sulphanilamide).—>Sulphanilamide 10 mg. 
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TABLE I—RESULTS OF BACTERICIDAL TESTS ON BLOOD OF 
PATIENTS TREATED WITH SULPHANILAMIDE 


Cocci Cocci surviving 
“ym. after 24 hours | Concentra- 
g planted) ™ 200 c.mm. tion of 
— in 200 of blood free sulph. 
Q ppa in atient’s 
: : 00 
of blood Control Patient 
1 |Before sulph. .. 5 |18 x 108 1x 106 = 
50 |18 x10] 18 x 10 — 
2nd day of treatment— 
3 hrs. after sulph...| 2,150 |15x 108 ©  |1in 70,000 
(total received 2 g.) 10,750% 15 x 10 0 
2 |Before sulph. .. 25 |54 x 106 1-5 x 108 — 
120 |54 x 10°) 4-2 x 10° — 
2nd day of treatment— 
1 hr. after sulph. ..| 570 |23x108 © |1in 70,000 
(total received 2 g.)| 2,850 |25 x 10 0 
3 Before sulph. .. 200 139x108 6x 106 va 
ess than 
1 hr. after sulph. --| 5,000* 37 x 106 0 lin 100,000 
(total received 1 g.) 
4 |Before sulph. .. oe 40 |11 x 106! 12 x 106 — 
2nd day of treatment— : 
15 hrs. after sulph... 325 |27 x 106 0 lin 74,000 
(total received 3 g.)| 1,625%|27 x 106 0 
6 |Before sulph. 10 |16 x 106 10 x 106 = 
1 hr. after sulph. .. 175 |18 x 106 0 lin 75,000 
(total received 1 g.) 875*124 x 106 0 l 
6 (Before sulph. .. 10 |15 x 106 96x106% — 
3rd day of treatment— i 
3 hrs. after sulph. .. 200 |21 x 106 0 Lin 40,000 
(total received 7 g.)} 1,00024 x 106 0 


Dosage.—Cases 1 and 2, 0°5 g. three times daily. 
Cases 3-6, 1°0 g. ” ” 


* Maximal implant used. Sulph. =sulphanilamide. 


- All the mice survived in Series A, whereas less than 
half survived in Series B, which received no treatment 
until the infection had progressed for 17 hours. 

The greater protection afforded by a single dose of 
M. & B. 693, when the drug is given subcutaneously 
and not by the stomach, is probably due to the slower 
absorption from the subcutaneous tissues, which 
maintains a small but sufficient concentration of 
the drug in the blood for a long time. The increased 
solubility of M. & B. 693 in acid (solubility in .N/50 
HCl being 0-14 per cent., and in saline 0-05 per cent.) 
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Fia. 4—Proseptasine. Single dose 3 hours before infection. 
A = 25 mg..subcutaneously. C = control (no drug). 
In this figure, and in all those following infection = 
100 M.L.D. hemolytic streptococci into peritoneum. 

Fic. 5—M. & B.693. Single dose subcutaneously. 
10, 20, 30 = dose in mg. 3 hours before infection, 
C = control (no drug). 


20 mg. in 


Days after Infection 
o @ (= 


Bay 


Oil 


THE LANCET] 


DR, HOARE: PROPHYLAXIS WITH SULPHANILAMIDE 


(san. 14, 1939 79 


6 
Hours between drug 
and Infection 
3 24 48 
14 
12 
N N 
T $ 
: R 
S8 Š 
Il xX 
R S 
S6 ` 
©) K) 
S4 N 
eF c 
Fie. 6—M. & B.693. Single dose subcutaneously. 


3, 24, 48= interval in hours between single dose of 
20 mg. and infection. C = control (no drug). 

Fic. 7—M. & B. 693. Single dose into the stomach. 
3, 24 = interval in hours between single dose of 20 mg. 
and infection. C = control (no drug). 


is almost certainly a factor in the more rapid absorp- 
tion from the gut. 

The excellent protection afforded by a single sub- 
cutaneous dose of M. & B. 693 is in conspicuous 
contrast to the absence of any protection from a 
similar dose of sulphanilamide. The solubility of 
M. & B. 693 in saline at 24°C. is 0-05 per cent. and 
in serum at 37° C. 0-08 per cent., whereas for sulphanil- 
amide the corresponding figures are 0-74 per cent. 
and 1-1 per cent. The fact that sulphanilamide is 
about fifteen times as soluble as M. & B. 693 accounts 
for the absence of any protection from a single sub- 
cutaneous dose of the former drug, since it is 
too rapidly absorbed and excreted to produce any 
prolonged effect. 


Bactericidal Power Induced by Sulphanilamide 
| and M. & B. 693 


The rotating-tube method previously described in 
detail (Hoare 1938) was used for estimating the 
bactericidal power of the blood. 

Sulphanilamide.—The results with sulphanilamide 
are shown in detail in table I. Cases 1 and 2 received 
0-5 g. of sulphanilamide three times daily, and the 
remainder 1 gœ. three times daily. All 6 patients 
developed a high bactericidal power in their blood. 
Cases 1-5 were tested 1 hour after the first dose of 
sulphanilamide, and in Cases 3 and 5 a bactericidal 
power was found to be present at this time. The 
other 3 patients had a bactericidal power in their 
blood when next a test was done 24 hours later. 

M. & B.693.—The results with M. & B. 693 are 
shown in table IJ. The patients received 1-5 g. 
of the drug three times daily, and tests were made 
on their blood during the puerperium (each patient 
had a normal puerperium). Blood from Cases 1 and 3 
killed a small number of cocci before treatment, 
but this killing-power was much increased after the 
administration of the drug. All three patients 
developed a high bactericidal power in their blood, 
and in each instance the largest implant of cocci 
was completely killed after 24 hours’ incubation. 
Those tubes in which no viable cocci were present 
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Fie. 8—M. & B. 693. Multiple doses into the stomach. 


A = single dose 10 mg. 3 hours before; multiple doses 
after infection at 16, 24, 40, and 64 hours. B = 
multiple doses after infection (time intervals as in A). 
C = control (no drug). 


after 24 hours’ incubation were still sterile after a 
further 48 hours, 


TABLE JI—RESULTS OF BACTERICIDAL TESTS ON BLOOD OF 
PATIENTS TREATED WITH M. & B. 693 


Cocci surviving 
Cece! after 24 hours pcan 
3 plantea), #2 200 c.mm. ra eB 
c.mm. DOR poe patient’s 
of blood) Control Patient| blood 
1 | Before treatment 130) Inf. 0 — 
650] Inf. Inf, — 
3rd day of treatment— 
Total received 10:5 g. 600; Inf. 0 Not estd. 
3,000; Inf. | 0 Not estd. 
2 Before treatment ‘ 28; Inf. Inf. — 
2nd day of treatment— 
Total received 6 g... 3,600; Inf. | 0 Lin 25,000 
18,000| Inf. 0 m 
3| Before treatment 200' Inf. 0 — 
1,000; Inf. | Inf. — 
2nd day of treatment— i 
Total received 4:5 g. | 42,500; Inf. — 0 ‘lin 36,000 
340,000} Inf. ; 0 | ” 


Dosage.—1°'5 g. M. & B. 693 three times daily. 
Inf. = infinitely large. Not estd. = not estimated. 


Discussion 

Child-birth often takes place in circumstances 
which involve special risk of infection by hemolytic 
streptococci. More and more these dangerous circum- 
stances will come to be recognised by those engaged 
in maternity work, and it is important therefore to 
consider whether the mothers exposed to such 
special risk can be rendered immune for the period 
of labour and the next few days by the administration 
of a chemotherapeutic agent. The mouse experi- 
ments here reported certainly suggest that this could 
be done; and the suggestion finds further support 
from the demonstration of a greatly increased 
bactericidal power in the blood of the parturient 
women so treated. 

The ideal plan of preventive immunisation by 
means of a single safe dose given at the beginning 
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of labour or even before labour is not yet in sight. 
Since a single dose of 20 mg. of M. & B. 693 given 
subcutaneously to mice weighing about 20 g. produced 
protection against subsequent infection up to 48 hours, 
the corresponding dose for a human being of 70 kg. 
would be 70 g. A half or even a third of this dose 
given subcutaneously would be far too large to be 
practicable even if it were safe. There is good reason 
to hope, however, that a series of oral doses of 
sulphanilamide or of M. & B. 693, given twice or 
thrice daily for three or four days from the beginning 
of labour, would at least afford some degree of 
protection during that period. It would almost 
certainly not last for more than about 12 hours after 
the last dose. 

It is hardly possible to adduce positive evidence 
that such immunity is conferred on human beings. 
A large-scale trial of the method in the routine 
practice of a maternity hospital (apart from the 
circumstances of special risk referred to above) 
would be scarcely feasible. Well-organised maternity 
units today have an incidence of hemolytic strepto- 
coccal infections (Group A) not greater than 1 in 500, 
and it would be necessary to give prophylactic treat- 
ment to not less than 20,000 women and to observe 
a similar number of untreated patients to obtain 
statistical data of any probative value. 

On the other hand, failure to afford protection to 
women delivered in dangerous circumstances may 
show that our hopes of this prophylactic method are 
not justified. If that should be so, the treatment 
may still be of considerable value, since it will almost 
certainly prevent the rapid development of a localised 
infection into the much more dangerous infection 
of the peritoneal cavity or of the large veins draining 
the genital tract. 

The object of the present paper is to record 
the experimental data which appear to justify 
clinical trial of this prophylactic procedure. 
The circumstances of special risk in maternity 
' work which call for its use have been sufficiently 
dealt with by Colebrook (1937) and Colebrook 
and Kenny (1936), who also pointed out the 
undesirability of indiscriminate administration of 
these drugs apart from special circumstances. I 
would here only add the suggestion that a similar 
prophylactic procedure might sometimes also find 
a useful place in surgery—e.g., in association with 
tonsillectomy in a patient known to be a carrier of 
hemolytic streptococci and possibly to avert a 
dangerous extension of the infection when operating 
on the mastoid or other acutely infected tissues. 

In conclusion it may be urged that the possibility 
of prophylactic immunisation in obstetric practice 
does not in the least warrant any abandonment of 
antiseptic or aseptic technique in the conduct of 
labour. In my last paper (Hoare 1938) reference 
was made to two strains of hemolytic streptococci 
(Group A) which were resistant to sulphanilamide ; 
one of these might start an epidemic. We cannot 
afford to give anything away in the struggle against 
the hemolytic streptococcus. 


Summary 


` (1) Mice can be protected against an infection by 
hemolytic streptococci (100-1000 M.L.D. intra- 
peritoneally) by the subcutaneous injection of a 
single dose of M. &. B.693 within the previous 
forty-eight hours. With sulphanilamide, owing to 
its greater solubility, a single subcutaneous prophy- 
lactic injection has but little effect, but good protection 
is obtained if, in addition to the prophylactic dose, 


the drug is given twice daily for three days after 
the infection by hemolytic streptococci. Repeated 
administration is necessary after infection if 
M. & B. 693 is given into the stomach. 

(2) A high bactericidal power was demonstrated 
in the blood of uninfected patients during the puer- 
perium, three under treatment with M. & B. 693 
and six with sulphanilamide. 

(3) In view of the animal experiments and the 
bactericidal tests on the blood of women under treat- 
ment by M. & B. 693 and sulphanilamide the use of 
these drugs is suggested as a protective measure in 
maternity cases (and sometimes also in surgical cases) 
where there is believed to be special risk of infection 
by hæmolytic streptococci. 

(4) The suggested dosage is 1 g. of sulphanilamide 
or of M. & B. 693 thrice daily, beginning as soon as 
labour starts and continuing for three or four days. 


My thanks are due to Dr. L. Colebrook for his 
continued interest and advice in this work and to 
Dr. A. T. Fuller for his estimations of sulphanilamide 
and M. & B. 693 in the blood. I acknowledge with 
thanks the supply of M. & B. 693 from Messrs. May 
and Baker Ltd., the prontosil rubrum substance 
from Bayer Products Ltd., and the carboxy prontosil 
from the Roussel Laboratories Ltd. 
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DERMATOMYOSITIS 
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A GIRL of 18 came to the out-patient department 
of Aberdeen Royal Infirmary in February, 1937, 
complaining of swelling of the hands and feet, and 
scaliness of the face and head. These symptoms 
had been present since November, 1936, and began 
as a roughness or chapping of the hands, This was 
followed by itching in the back of the neck and the 
flexor aspects of the elbows and knees. 

- She had been previously healthy and had no rheu- 

matic ailments or skin trouble, but in February, 
1937, it was noted that her hands and feet were 
swollen and that her skin was cdematous, rough, 
red, and scaly in parts. Raised, edematous, reddened 
patches were present in the flexures of the knees and 
elbows. The skin felt hard and the cdema was 
almost solid. There was no definite fixation of the 
skin to the underlying tissues and no muscular weak- 
ness was present. The patient was a photographer's 
assistant, and patch tests were made with the sub- 
stances handled in her work. Metol gave a mild 
positive reaction, hydroquinone gave a definite 
positive reaction, but a mixture of metol and hydro- 
quinone gave a negative result. The only other 
abnormality noted was a little bronchitis, At this 
time the condition, being suggestive of photographers’ 
dermatitis, was considered to be occupational. The 
treatment given was an application of anhydrous 
lanolin before and after work. Although the patient 
continued working the condition rapidly improved 
and by the end of March the parts appeared practically 
normal, 
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A month later she began to feel tired and breath- 
less and noticed that she was becoming gradually 
stiff. In August, 1937, she was so weak that she 
was unable to dress herself, and she also complained 
of stiffness of the shoulders and elbows and difficulty 
in swallowing and with speech. At this time 
(September, 1937) the skin had a violet-blue tint. 
Her general condition was poor and she was hardly 
able to hold up her head or extend her neck. She 
had to be propped up in bed, with the head supported. 
The myasthenia was general and severe. 


The patient’s tongue was clean and her tonsils 
healthy, but the throat was injected, and there was 
a mucopurulent discharge in the back of the throat. 
Speech was dysphonic and feeble like a whisper, 
and the palatal reflexes were poor. The pupils were 
sometimes dilated and sometimes contracted, but 
reacted normally to light and on accommodation. 
There were nystagmoid jerkings present. No facial 
paralysis, anzsthesia, or ear trouble was made out. 
The neck was very thin and the muscles were soft 
and wasted. The shoulder muscles were extremely 
small and the biceps and triceps of both arms were 
small and weak, except the right biceps which was 
swollen, soft, and tender. The forearms were small 
and wasted, and the grip was very weak, but the 
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Fic. 1—Skin showing infiltration. (x 65.) 


supinator jerks were present. The legs were weak 
but showed no obvious wasting. The knee-jerks 
were diminished, sometimes absent, and the plantars 
were flexor. There was no definite pain in the wasted 
muscles, but the swellings were tender. No sensory 
changes were made out. The heart, lungs, and 
abdomen were normal, 


SPECIAL INVESTIGATIONS 


Blood picture.—Red blood-cells, 4,750,000 ; white 
cells, 10,600 ; hæmoglobin, 77 per cent.; colour-index, 
0-9. Repeated throat swabs showed streptococci 
and staphylococci, but nothing else abnormal. 
The cerebrospinal fluid showed no cells and no globulin. 
The colloidal gold curve was normal and the Wasser- 
mann reaction negative. 

Electrical reactions: None of the muscles of the 
shoulders, neck, and arms showed any reaction of 
degeneration. Throughout the affected areas the 
amount of current required to stimulate the muscles 
was considerable. At thistime Dr. D. Levack noted 
that there was a remarkable loss of power to strong 
stimulus. No particular group of muscles seemed to 
be more affected than another and nothing abnormal 
was found in a radiogram of the spinal column. 


By the end of September, 1937, the patient was 
comfortable, but still had weakness of the arms with 
some dyspnwa and dysphagia. The muscles were 
still wasted, but less so than previously. Towards 
the middle of November she was able to sit up in bed 


Fic. 2—Muscle showing infiltration and degeneration of 
fibres, (xX 665.) 


without support. In January, 1938, it was noted 
that the muscles remained small, although she was 
able to walk quite well. She felt better, but her 
voice was still nasal in character and there was 
some difficulty in swallowing. In February, 1938, 
the skin of the hands, especially of the dorsum and 
fingers, was a violaceous pink and also somewhat 
shiny and atrophic. The finger-joints were stiff 
and the grip was weak, especially in the left hand. 
Both knees showed a macular erythematous rash 
and the scalp was dry and scaly. The patient looked 
weak and the conjunctive were pale. The throat 
was injected. The muscles were hard but small, 
and one or two nodes were palpable in the deltoids. 
The skin over this area seemed to be fixed. 

A biopsy of muscle and skin was performed, and 
a report by Prof. J. S. Young states :— 


The interstitial tissue of the muscle is extensively 
infiltrated by mononuclear cells in relatively large 
foci, comprising a small portion of plasma cells. 
The adjacent muscle-fibres are more or less atrophic, 
and some proliferation of the sarcolemmic nuclei 
is observed. The changes in the skin and fat are 
trivial, being characterised by a scanty round cell 
perivascular infiltration. From a histological point 
of view, the muscular changes are much more striking 
than the skin changes (see figs. 1-3). ; 


Apart from massage and ephedrine, treatment did 
not seem to do much good, but she certainly felt 
stronger after being given elixir ephedrine, which 


Fic. 3—Muscle under higher power, showing cedema and 


intensity of infiltration. (xX 120.) 
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she had for a long time. Prostigmin made no 
difference to the condition. It is considered that 
this case of dermatomyositis should be recorded 
partly because of its rarity and also because the 
weakness and wasting of the muscles did not take 
place for a considerable time after the early skin 
condition, The photomicrographs show the patho- 
logical changes as they affect the muscles, skin, and 
vessels, There was one bout of pyrexia during the 
illness, but this may be ascribed to nasal sepsis. 
We are unable to suggest an ætiology. 


\ cares 


ACUTE DERMATOMYOSITIS 
ASSOCIATED WITH RETICULO-ENDOTHELIOSIS 
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With a Note on Histological Findings by 
S. ©. DYKE, D.M. Oxfd, F.R.C.P. 


PATHOLOGIST TO THE HOSPITAL 


DERMATOMYOSITIS is as mysterious as it is rare. 
It happens that during the past two years five cases 
have come under observation at the Royal Hospital, 
Wolverhampton. Three of these have been fatal: 
in one an autopsy was refused, in another the post- 
mortem appearances were confused by a terminal 
agranulocytosis of amidopyrine origin, and in the case 
reported here the changes were sufficiently remark- 
able to justify a full description. The matter must 
be left at this stage for the present, since our know- 
ledge of dermatomyositis is too scanty to allow of an 
opinion whether the association with a reticulo- 
endotheliosis is an integral factor or not. 


CLINICAL REPORT 


The patient was a male aged 17, the youngest 
of eight living children. There was no consanguinity 
in the parents. His previous illnesses had been 
measles, chicken-pox, and whooping-cough in child- 
hood. He was quite healthy until the beginning of 
September, 1937, when he complained of aching in 
the shoulders, followed by stiffness of the neck and 
aching in the thighs. For about three weeks he was 
able to remain at work, but he then consulted his 
doctor, who in the absence of any objective signs 
diagnosed rheumatism. On the morrow he went to 
work but was forced to return home, the pain being 
so severe as to make him cry. He made a gallant 
attempt to ‘ work it off,” but the pain proved too 
much, and he was forced to remain at home. A fort- 
night after this his voice became thick, and enlarged 
glands were found in the axilla. By October, 1937, he 
noticed that he was becoming weaker; he could 
neither walk nor lift his arms properly, and gradually 


his back became so weak that he could not sit up. 


Soon afterwards cedema appeared, at first round the 
elbows, whence it spread to the legs and feet, throat, 
face, and eyes. After its first appearance the oedema 
varied considerably from day to day, particularly 
in the face, where on some days the eyelids would 
be very swollen and on other days not at all. At 
the beginning of November, 1937, a patch of redness 
appeared over the bridge of the nose and thence 
spread to the eyelids and cheek. He was admitted 
to hospital on Nov. 20. 

Condition on admission.—The general colour was 
pale, but over the bridge of the nose, both eyelids, 


and the upper parts of the cheeks there was a swollen 
area covered with a bright red erythema. His 
appearance was that of a patient with nephritis and 
erysipelas. There was extensive cedema of the body, 
worst on the feet but also affecting legs, arms, and 
hands. There was extreme salivation, which lasted 
throughout the illness. There was an ulcerated 
patch on the right tonsil but no enlargement of the 
lymphatic glands at the angle of the jaw. Swallowing 
was extremely painful and remained so after the 
throat infection had subsided. So far as could 
be ascertained through the overlying cedema, the 
muscles were not wasted, but they were extremely 
weak. When lying in bed he could not raise -his 
head, could not raise his arms above the horizontal, 
and could not bend his knees to more than a height 
of 4 in. above the bed. Not only could he not sit 
up, but it took two nurses to retain him in that position 
after he had been raised to it. The muscles were not 
tender on pressure. 

The optic discs and retinæ were normal, Deep 
reflexes in arms and legs could not be obtained. The 
plantar reflexes were flexor. Sensation was normal. 
The face was distinctly expressionless and very 
reminiscent of the parkinsonian facies. This feature 
is presumably due to the muscular weakness and has 
been noted by other observers (Marcus and Weinstein 
1935). A few small lymph glands were palpable in 
the posterior triangles of the neck and in both axilla, 
and the heart was slightly enlarged, the apex-beat 
reaching to the nipple-line in the fifth intercostal 
space. The sounds were normal, The blood pressure 
was 140/90 mm. Hg. 

Special examinations.—The electrical reaction of 
the muscles was tested on two occasions. On Nov. 30, 
1937, “ all muscles showed a weak reaction of normal 
type. The sensation of pain to an interrupted 
galvanic current appeared to be accentuated.” 
On Feb. 24, 1938, ‘‘reactions to galvanism and 
faradism were present, but the response was invari- 
ably weak. In certain muscle groups, such as those 
of the back and the extensors of the forearm, the 
electrical reaction was lost altogether.” 

Radiography of the chest on Nov. 26, 1937, 
and on Feb. 24, 1938, confirmed the clinical enlarge- 
ment of the heart. The mediastinum was normal. 
An electrocardiogram showed a normal complex in 
all three leads. No tubercle bacilli were found in 
the sputum. The Wassermann reaction was negative 
in both blood and cerebrospinal fluid. Feeces were 
normal, except for the presence of occult blood. A 
throat swab on admission to hospital gave a profuse 
growth of hemolytic streptococci, but later swabs 
were normal. The blood calcium was 11 mg. per 
100 c.cm.. A biopsy of a lymph gland on Dec, 1, 
1937, showed no abnormal features. The cerebro- 
spinal fluid was normal in all respects. The urine 
was normal. The blood-urea was 62 mg. per 100 c.cm. 
on Nov. 22, 1937. A blood count on Nov. 22 gave 
hemoglobin 80 per cent.; red cells 3,760,000 ; 
white cells 11,100 per c.mm.; polymorphonuclears 
76 per cent.; lymphocytes 20 per cent; and mono- 
cytes 4 per cent. 

Progress in hospital.—The condition was afebrile 
until three days before death, when the temperature 
rose because of bronchitis. The pulse was always 
rapid but regular, and its rate usually averaged 
100 per minute. The illness was marked by periodic 
ups and downs. In the relapses the redness and 
swelling of the face became worse, the cedema of the 
legs and arms increased, salivation was more profuse, 
and swallowing was more painful. The relapses 
lasted a variable time, usually about a week, and 
were uninfluenced by any treatment. By the begin- 
ning of 1938 the cedema had almost entirely dis- 
appeared; as it waned, early muscular contracture 
appeared, particularly in the biceps. On admission 
the elbows could be fully extended, but by the end 
of 1937 this was becoming difficult, and by the end of 
January, 1938, extension was definitely limited, and 
the biceps muscle appeared on palpation harder 
than normal, For a fortnight before death salivation 
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was increased and swallowing very painful and 
difficult. The pain and sense of obstruction were 
felt in the chest and were undoubtedly due to the 
mediastinal condition found post mortem. A few 
days before death he developed a simple bronchitis, 
but owing to muscular weakness the cough was so 
ineffective that the condition became rapidly worse, 
and death ensued on March 1 from a suffocative 
bronchitis. 


POST-MORTEM APPEARANCES 


The body was that of a well-developed adult male. 
Numerous petechis were scattered over the surface 
of the heart and lungs. Between the trachea and the 
cesophagus there was a thickening of the mediastinal 
tissues ; on section this was green and firm, suggesting 
to the naked eye much inspissated pneumococcal 
pus. At the time it was thought to be a chloroma, 
The green colour faded gradually on exposure to air, 
and the tissues finally remained as a thick white 
mass, 

The liver was somewhat enlarged and on section 
was found studded with numerous yellowish nodules, 
The spleen was enlarged (275 g.). The Malpighian 
bodies were not recognisable, but on the cut surface 
there were numerous yellow nodules. The kidneys 
and suprarenals were apparently normal. The ceso- 
phagus was congested, with small superficial ulcers 
on the lower part. The stomach was normal. The 
mucosa of the duodenum was congested, especially 
in the jejunum and still more so in the ileum. The 
cæcum and colon were apparently normal. Many 
of the mesenteric lymphatic glands were enlarged. 

All the muscles examined were pale and cedematous, 
the muscle bundles being apparently separated by 
a clear cedema fluid. The skin showed no abnormalities 
except the redness over the eyelids, bridge of the nose, 
and cheeks that had been present during life. 


HISTOLOGICAL FINDINGS (DR, DYKE) 


The mediastinal tumour on microscopical examina- 
tion proves to be a thickening of the tissues between 
the cesophagus and the trachea due to a heavy infiltra- 
tion of mononuclear cells with reactive and degenera- 
tive changes. Portions of the smooth muscle of 
both the cesophagus and the trachea are included in 
pieces of the mass removed for examination. The 
infiltrating round cells are mostly of one type, but 
include also a few plasma cells and histiocytes. The 
preponderating cells all show much degeneration, 
and most of the nuclei are in various degrees of 
pyknosis. So far as they present any definite 
characteristics, the nuclei are vesicular, and the 
cytoplasm is bulky and clear; the cells appear to 
belong to the “ endothelial’ order of cells, but the 
degeneration throughout the tumour mass_ makes 
definite identification impossible. The cells are 
scattered, in some places thickly, in others more 
discretely, in a matrix of the areolar tissue of the 
mediastinum; this is highly cedematous and, as 
previously remarked, includes portions of smooth 
muscle. The invasion of the tissues by the “endo- 
thelial” cells appeared to have been accompanied 
by little or no formation of stroma, 

Portions of voluntary muscle from the principal 
masses of the limbs and trunk all show the same type 
of change, consisting of an intense cedema with some 
localised increase of fibrosis of the areolar tissue 
normally lying between the muscle bundles. This 
cedema has pushed the muscle bundles widely apart ; 
this process is more conspicuous in some areas of 
individual muscles than in others, but is everywhere 
present. Accompanying this cedemais a degenerative 
process of the muscle-fibres themselves, shown by 
fragmentation and a hydropic type of degeneration 
of the muscle-fibres. In the more severely affected 
areas the muscle-fibres show increase of the nuclei, 
im Many instances passing on to the formation of 
+ muscle” giant-cells. The degenerative process 
appears to be accompanied by remarkably little 
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replacement fibrosis. The muscles show a general 
infiltration by inflammatory cells of the plasma-cell 
and histiocyte type, this being more conspicuous 
in the more severely affected areas. A few cells of 
endothelial type are present, but no striking collec- 
tions of these cells can be detected. The plasma- 
cell and histiocyte invasion is diffuse, passing in the 
planes between the muscle bundles; in some areas 
it is definitely perivascular, the vessels affected being 
of the arteriole class. 

A few of the arterioles show blocking by masses of 
cells of the same type as those found in the mediastinal 
mass. When present this is a very striking feature, 
but it is not frequent, and it is difficult to be sure 
of its significance. Some of the capillaries and 
arterioles show a fair degree of proliferation of the 
endothelial cells of the intima, ` 

The liver shows a moderate degree of perilobular 
infiltration by cells with large vesicular nuclei and 
bulky clear cytoplasm evidently of the ‘‘ endothelial ” 
order. The collections in the liver are not large, but 
in them the cells are not degenerate, and their histo- 
logical appearances can be recognised much more 
clearly than those of the cells in the mediastinal mass ; 
comparison of the endothelial cells found in the liver 
with the less degenerate of the cells in the mediastinal 
mass shows that they are all of the same “ endo- 
thelial’? order. In the infiltrated areas in the liver 
a few small giant-cells identical with those of lymph- 
adenoma are found. The endothelial infiltration 
in the liver is unaccompanied by any type of inflamma- 
tion cell. ` 

The tissue round the cesophageal ulcers shows a 
heavy invasion by cells of the plasma-cell type 
together with histiocytes in fair numbers. None of 
the endothelial cells is to be seen, and the cellular 
infiltration here appears to be due to inflammation 
and related to the small ulcers ; the mucous membrane 
of the cesophagus, apart from the small ulcers, appears 
healthy. The small bowel shows some atrophy and 
catarrhal desquamation of the mucous membrane ; 
the walls appear healthy and free from infiltration 
by cells of any sort. An enlarged mesenteric lymph- 
node shows no abnormal change. 

The spleen shows intense congestion amounting 
almost to infarction with destruction of the normal 
architecture and a generalised proliferation of, or 
infiltration by, cells of the endothelial type; the 
normal lymphocytes of the spleen appear only in 
scattered areas, and even these areas show the 
presence of the endothelial cells. 

The heart-muscle shows swelling and early pyknosis 
of the nuclei of individual fibres, but the changes in 
this muscle are not of the same order as those in the 
voluntary muscles described above. The muscle- 
fibres show no fragmentation, nor are the muscle 
bundles pushed apart as in the voluntary muscles ; 
there is no infiltration by any type of inflammation 
cell. The changes in the heart-muscle are such as 
might be found after any prolonged illness, 


The most striking histological appearances in the 
tissues examined are those found in the mediastinal 
mass, the liver and spleen, and the voluntary muscles, 
The mediastinal mass is evidently produced by the 
proliferation and infiltration of the tissues by a type 
of mononuclear cell; as pointed out above, the tissue 
is so degenerate that it is impossible in this area to 
be certain of the nature of the cell; the liver shows 
a perilobular infiltration by cells evidently of the 
endothelial order, and comparison of sections of the 
liver with those of the mediastinal mass leaves little 
room for doubt that in these tissues the invading 
cells are identical. The spleen shows a great prolifera- 
tion of the cells of the same order, and there is every 
reason to regard this cell ‘as characteristic of the 
disorder. The histological findings then point to 
a proliferative and infiltrating reticulo-endotheliosis 
as the basic condition. 


e 
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The changes in the voluntary muscle are striking 
and amply sufficient to account for the muscle 
symptoms. It is, however, difficult to link up the 
appearances found in the muscles with the reticulo- 
endotheliosis, These changes are mainly degenerative, 
with reactionary infiltration by inflammation cells ; 
the characteristic endothelial cells appear only in 
relatively small numbers in the muscles, and it is 
difficult to understand why the muscular degeneration 
should have occurred. 

Attention was drawn above to the presence of 
masses, apparently constituting thrombi, of degenerate 
cells apparently of the reticulo-endothelial order 
in some of the arterioles in the muscles and to the 
presence of some proliferation of the endothelial 
lining of the muscle capillaries. These changes, by 
interfering with the blood-supply, may account for 
the degenerative change in the muscles; the point, 
bowever, requires further observation. 


DISCUSSION 


The clinical history is typical of a severe dermato- 
myositis, the more important features of which are the 
rash on the face and the attacks of oedema in the limb 
muscles, with severe muscular weakness beginning 
to pass over into a fibrosis. The histological changes 
in the muscles are in complete agreement with those 
described by numerous observers (Nicolau 1929, 
Bezecny 1935, Zoon 1935, and Wolf and Wilens 1936) 
and there can be no doubt of the proper classification 
of this case under the title dermatomyositis. The 
relationship between this and the unexpected finding 
at autopsy of a generalised reticulo-endotheliosis, 
with localisation in the liver, spleen, and mediastinum, 


raises questions about the true nature of dermato- 


myositis, which with our present information can 
be more easily posed than answered. The compara- 
tively acute nature of the illness, lasting only six 
months, and the presence of dysphagia throughout— 
doubtless attributable to the mediastinal condi- 
tion—suggest that these two conditions were at any 
rate contemporaneous in development, and it is 
hard to avoid the suspicion that their mutual relation 
was still closer. The etiology and pathology of 
dermatomyositis are obscure ; but, if in the light of 
this case it is suggested that dermatomyositis may be 
a manifestation of disorder in the reticulo-endothelial 
system, it should be borne in mind that the prevailing 
type of change in both skin and muscle found by all 
observers is an infiltration by lymphocytes, large 
mononuclears, and plasma cells, with the develop- 
ment of fibrosis as the case becomes chronic, and giant 
cells have been described in the muscles by several 
authors (Wolf and Wilens 1936, and Schwartz, 
Grevilliot, and Gery 1937), as in this case. In 
addition to this general feature there are at least two 


' case records which offer analogies with the present 


case. 


(1) Urbach (1930) described the case of a woman 
aged 20 under the title of ‘‘ dermatomyositis pseudo- 
leuczemica.’’ The disease lasted some three years, 
The skin lesions began with dryness and scaling, 
at first over the chest and later affecting the whole 
body. On the face there was swelling of the nose 
and "both upper eyelids, associated with a reddish- 
brown violet tint. The muscular symptoms were 
great weakness, attacks of cedema, and, later, rigidity 
in the upper arms, Urbach for various reasons thinks 
that the clinical history is not quite typical of 
dermatomyositis, but it is difficult to agree with this 
opinion, for the account does not differ from the 
description of dermatomyositis by numerous other 
authors, Histologically, in the skin and muscles 
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there was a diffuse infiltration, in many places peri- 
vascular, consisting of small lymphocytes, fibro- 
blasts, and larger cells with clear protoplasm. He 
says: ‘‘if one only had the histological appearances 

. - One would with little doubt make the diagnosis 
of lymphatic leukæmia.” In actual fact his descrip- 
tion of the infiltration differs only in degree from that 
found in other typical instances of dermatomyositis, 
(cf. Nicolau 1929), and his case is adduced here not so 
much on account of the ‘‘ pseudoleuksemic ’’ element 
as because it suggests that further histological 
examination of the skin and muscles of typical 
cases by modern methods should be undertaken to 
determine the provenance of the cells concerned, 

(2) Schwartz, Grevilliot, and Gery (1937) have 
described a remarkable case under the title of 
“ réticulogranulomatose maligne à prédominance 
cutanée et musculaire (dermatomyosite) avec état 
leucémique terminal,” which is closely parallel to the 
present case. It concerned a male aged 35, whose 
illness lasted nineteen months. The skin lesions 
affected the face and limbs, were œdematous and 
reddish-blue, and tended to hyperkeratosis. The 
muscles were weak and subject to periodic swell- 
ings. There was also a constant dysphagia. Death 
occurred from pneumonia. Histologically, there was 
severe infiltration of the skin and muscles, of a type 
considered by the authors to be ‘ granulomatous.” 
The cells composing these masses were (a) white cells 
“ almost without exception mononuclear; they 
resemble monocytes or more rarely lymphocytes or 
plasmocytes’’; and (b) ‘‘ large cells very like the 
epithelioid cells of a malignant lymphogranuloma,” 
The importance of the case is that, in addition to 
the skin and muscles, a similar infiltration was wide- 
spread in the body, being found in the bowel, epiglottis, 
thyroid, kidney, pancreas, and suprarenal. In view 
of these findings the authors consider that dermato- 
myositis should be classified as a ‘‘ malignant reticulo- 
granulomatosis with cutaneous and muscular pre- 
dominance.”’ 


The case we report here appears to support their 
suggestion that dermatomyositis is a disorder of the 
reticulo-endothelial system which may at times 
have wider manifestations than the customary ones 
in skin and muscle. The possible réle of the reticulo- 
endothelial system in the genesis of dermatomyositis 
deserves to be studied further. 


SUMMARY 


A fatal case of dermatomyositis is described in 
which a generalised reticulo-endotheliosis was 
unexpectedly found post mortem, one of its manifesta- 
tions being a thickening of the mediastinal tissues by 
proliferation and infiltration of mononuclear cells, 
whose exact type could not be identified owing to 
degeneration. An apparently identical infiltration 
of liver and spleen was due to endothelial cells. The 
changes in the muscles were apparently due to inflam- 
mation and degeneration, very few endothelial cells 
being found; but a few arterioles were blocked by 
masses Of apparently reticulo-endothelial cells. It 
is suggested that the basis of dermatomyositis is 
a reaction of the reticulo-endothelial system—usually 
local but one generalised—to some cause as 
yet unknown. 


Our thanks are due to Dr. S. Robinson, of Wolver- 
hampton, with whom we first saw the case, 
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TETANY IN A SUCKLING 
WITH LATENT OSTEITIS FIBROSA IN THE MOTHER 


By C. FRIDERICHSEN, M.D. 


CHIEF PHYSICIAN, CHILDREN’S DEPT., SUNDBY HOSPITAL, 
COPENHAGEN 


IN recent years a good many cases of tetany in 
. newborn infants have been reported in which the 
only symptom of tetany was spasms and the diagnosis 
was verified by the demonstration of hypocalczmia. 
Barkwin (1937) has correlated this hypocalcemia with 
a temporary hypofunction of the infant’s parathyroid 
gland due to overproduction of parathyroid hormone 
in the mother. 

Since the pathogenesis of tetany in the newborn 
is not yet known, I report a case of tetany in a 
suckling aged 5 months in which it was definitely 
demonstrated that the hypocalcemia was due to 
overproduction of parathyroid hormone in the mother. 
Although in this case there is no question of tetany 
in a newborn infant, the demonstration of the 
mother’s parathyroid affection may shed some light 
on the function of the parathyroid gland in the 
newly born. 


CASE RECORD 


On May 22, 1935, a female infant, aged 5 months, 
was admitted to the Sundby Hospital; she had 
suddenly collapsed, lay with her hands in a tetany 

osition, and had laryngeal spasm. She had been 
bern five weeks before term and had received mother’s 
milk alone during the first three months, subsequently 
receiving a milk mixture in the day and mother’s 
milk twice every night. She was immediately given 
calcium chloride 1 gramme thrice daily, vitamin D 
(5000 international units daily), and oatmeal soup. 
Next day, however, there were incipient convulsions ; 
Trousseau’s phenomenon; laryngeal spasm; no facialis 
phenomenon; cathodal opening contraction: 2-3 
milliamperes ; serum calcium 6°7 mg. per 100 c.cm., 
The patient now received about 200 g. of mother’s 
milk a day besides oatmeal soup during the first two 
days and, later, cow’s milk also. Despite this treat- 
ment the laryngeal spasms persisted whereas the 
convulsions and Trousseau’s phenomenon disappeared. 

Since the serum calcium twelve 
days after admission (June 4) 
still amounted to 6-7 mg. per 
100 c.cm., the administration of 
vitamin D was discontinued, and 
radiotherapy was substituted, to 
which the laryngeal spasms did 
not yield entirely, however. As 
the serum calcium was still low 
—namely, 6-9 mg. per 100 c.cm. 
—on the 13th, the treatment not 
having produced any effect on 
the calcium equilibrium, the 
administration of calcium and 
vitamin D and the radiotherapy 
were discontinued, and ordinary 
mixed diet with 600 g. of milk 
and purée was substituted. At 
that time the mother’s milk was 
exhausted. This did not affect 
the child’s condition at all, but 
the calcium equilibrium remained 
about 6-7 mg. per 100 c.cm., 
and the respiration was slightly 
laboured. The blood phospha- 
tase (Kay) was low: 0-12 mg. 
per 100 c.cm., blood-urea being 
17:5 mg. per 100 c.cm. and the 
electrocardiogram normal. The 
glucose-tolerance test gave a 
normal curve. 


Fia. 1—Radiogram 
of osteitis fibrosa 
of right femur, 
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Two months after admission (July 29) the serum 
calcium amounted to 9 mg. per 100 c.cm. and the 
serum phosphorus to 8 mg. per 100 c.cm, The laryngeal 
spasms had ceased entirely. 


Since this suckling presented symptoms of tetany 
and a low calcium equilibrium which did not respond 
to calcium chloride, 
vitamin D, radio- 
therapy, or mother’s 
milk, it was evident 
that the condition was 
not an ordinary 
infantile tetany but 
must be a special form 
of parathyroid insuffi- 
ciency. Therefore the 
mother was submitted 
to examination. o 


She was 23 years old, 
very short, and slim 
(weight 40 kg., height 
149 cm.). Since she had 
never presented any 
morbid symptoms 
except a little tiredness 
during the last few years, the detection of 16°4 mg. per 
100 c.cm. of serum calcium was astonishing. Blood 
phosphorus 2°5 mg. per 100 c.cm., blood phosphatase 
0'90 mg. per 100 c.cm. (considerably increased), 
blood-urea 19°5 mg. per 100 c.cm. Electro- 
cardiogram normal. Repeated examinations of the 
serum calcium always revealed values of 15—16°4 mg. 
per 100 c.cm. 

The suspicion that she suffered from hyper- 
thyroidism was confirmed by radiography of her 
kidneys and bones. In both renal regions were found 
irregular granular deposits of calcium corresponding 
to the calyces on either side. A cavity the size of a 
small apple was subsequently found in the left pelvic 
bone. A cavity about 8 cm. in diameter was likewise 
found in the uppermost part of the right femur 
(fig. 1). All the other bones were normal. 

The mother’s milk was tested for calcium and 
phosphorus and compared with the milk of the 
wet-nurse; the result was that the calcium content 
of her milk exceeded that of normal mother’s milk 
by a third, whereas the amount of phosphorus 
excreted in the two women’s milk was identical. 


1 cin. z 


3 


Fie, 2— Adenoma removed 
from parathyroid gland, 
(Scale in centimetres.) 


— Mother's milk | Control milk 
Calcium  .. 0-033 | 0-025 
Phosphorus .. : 0-0112 | 0-0116 
Sample 97 g. of milk [i 103 g. of milk 


| 


The calcium excretion in the urine was increased, 
for it amounted to 27°9 mg. per 100 c.cm. Basal 
metabolism 86 per cent. Fasting blood-sugar 0°90 per 
cent. Blood-urea 35 mg. per 100 c.cm. 

Since palpation (about two months after the 
infant’s admission to hospital) revealed a swelling 
of the mother’s thyroid gland, she was transferred 
to the department of Dr, O. Chievitz, who operated on 
her and removed a parathyroid adenoma the size 
of a hazel-nut (fig. 2). Microscopy of the tumour 
showed a structure of medium-sized almost cylindrical 
epithelial cells with a fair amount of very finely 
granular protoplasm and comparatively large round 
or oval nuclei lying in the part of the cell farthest 
from the vessels. The cells were arranged in the 
form of trabecule; hence a longitudinal section 
as a rule presented two rows of cells. Between the 
trabeculz of cells were interposed thin-walled vessels, 
some of which were very hyperemic. In relation to 
the vessels the cells were arranged radially; this 
was most clearly seen in transverse sections. The 
picture thus corresponded to a parathyroid gland in 
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the active stage, but at the same time there was 
nodiform hyperplasia. The diagnosis was made of 
hyperplastic adenomatous parathyroid gland. 

Subsequently the mother’s blood calcium became 
normal, Both mother and child have been well during 
the past four years. 


DISCUSSION 


This is a case of tetany with persistent hypo- 
calcæmia in a suckling whose mother proved to have 
an adenoma in the parathyroid gland and latent 
osteitis fibrosa coupled with hypercalcemia. What 
relationship is there between these two observations ? 
` And how shall we endeavour to explain the child’s 
persistently low calcium equilibrium, which does not 
respond to the usual treatment for tetany? The 
answer is entirely hypothetical, and I have thought 
of the following possibility. 


The foetus in utero, owing to the mother’s hyper- 
parathyroidism, has been under too strong an 
influence of the parathyroid hormone, which has 
hampered the development of the fcetal parathyroid 
glands. When the infant was born, its parathyroid 
glands could not perform their proper function so 
long as the infant received its mother’s milk, and the 
result was hypocalcemia. After the lapse of some 
time, during which the child received no mother’s 
milk, the inactive parathyroid glands became efficient 
and raised the calcium equilibrium in the blood to 


. normal values. 


This hypothesis is supported by the fact that 
radiography of the 5-month infant’s carpus and ulnar 
epiphysis revealed that the development of the bone 
nuclei corresponded to that of a 17-month child. This 
means that, owing to the influence of the mother’s 
parathyroid hormone during fetal life, a premature 
calcification of the infant’s bone nuclei had taken 
place. After birth this inactivity of the infant’s 
parathyroid glands with concomitant low calcium 
equilibrium persisted till the glands gradually acquired 
the efficiency which ensured their normal function. 

This hypothesis affords the best possibility of 
| explaining the combination of hypocalcemia in the 
infant with hypercalcemia in the mother. The fact 
that the infant’s low calcium equilibrium did not 
cause symptoms of tetany during the first months 
when she received only mother’s milk can be explained 
by the mother’s blood phosphorus balancing the 
calcium content. However, when the mother’s milk 
was replaced by cow’s milk and the infant thus 
received a great deal of phosphate, the symptoms of 
tetany appeared, because the phosphorus content of 
cow’s milk is six times as great as. that of mother’s 
milk. That the quantity of phosphates plays an 
essential part in the serum calcium balance is well 
known. Binger (1917) by intravenous injections of 
phosphate solutions experimentally provoked hypo- 
calcæmic tetany, and Jeppson and af Klercker (1921) 
subsequently provoked tetany in children by peroral 
administration of phosphates. Salvesen, Hastings, 
and McIntosh (1924) reported similar results obtained 
in dogs. 

The present case may thus be interpreted as one 
of phosphate tetany due to hypofunction of the 
infant’s parathyroid gland. The latent hypopara- 
thyroidism became manifest because of the transition 
from the mother’s milk to cow’s milk with its far 
greater content of phosphorus. Not till two months 
after the stopping of mother’s milk did the infant’s 
calcium equilibrium become normal. This shows that 
the infant’s parathyroid glands must train themselves 
slowly before they can perform their normal function. 


It is this gradual training of the function of the 
parathyroid glands which can be paralleled by the 
conditions in tetany in the newborn infant. As shown 
by Barkwin (1937), the infant immediately after birth 
normally incurs a sudden decrease of the blood cal- 
cium, which in normal circumstances is very brief. 
Barkwin explains this phenomenon by temporary 
inactivity of the parathyroid glands which in the 
newborn rapidly acquire their normal function. In 
the present case, however, there was severe and 
protracted inactivity due to the mother’s hyper- 
parathyroidism ; hence the long interval before the 
infant’s blood calcium became normal. 

Investigations reported by Hoffmann (1933) and 
Hamilton, Dasef, and Highmann (1936) render it 
probable that the concentration of the parathyroid 
hormone in the blood is higher during pregnancy 
than in non-pregnant women. This hyperpara- 
thyroidism of pregnancy normally disappears imme- 
diately after parturition. The hyperfunction of the 
parathyroid glands in pregnancy thus affords an 
explanation of the slight hypocalcemia (from 11-00 
mg. per 100 c.cm. in the blood from the umbilical 
cord to 9-76 mg. per 100 c.cm. on the 3rd—5th day) 
observed in infants immediately after birth. In special 
circumstances this hypocalcemia may be exacerbated 
and persist beyond the first few days and cause 
spasms which, in the newborn, must be interpreted 
as tetany. 

The present case shows that we must pay attention 
to those tetanies in infants which do not respond at 
once to the ordinary treatment with vitamin D and 
calcium, and that, in such cases as well as in cases of 
tetany in newborn children, the mother must be 
submitted to a calcium test. Thus, in the present 
case examination of the child alone cast suspicion 
upon the mother who, thanks to an early operation 
on the parathyroid gland at a time when she presented 
no other symptom besides tiredness, was saved from 
the serious symptoms which otherwise accompany 
manifest osteitis fibrosa. 


SUMMARY 


(1) The atypical course of infantile tetany observed 
in a suckling led to an examination of the mother, 
who was found to have latent osteitis fibrosa. She 
recovered after removal of an adenoma in the para- 
thyroid gland. (2) It is shown that the hypocalcemia 
in the infant was due to the hypercalcemia in the 
mother. (3) It is suggested that, owing to the 
abundance of maternal parathyroid hormones reaching 
the fotus in utero, the infant’s parathyroid glands 
had not developed normally, and that inhibition was 
continued after birth so long as the infant was fed 
on the mother’s milk, but that, after the mother’s 
milk was stopped, the infant’s parathyroid glands 
gradually began to function. (4) This theory is 
supported by the fact that, radiographically, the 
infant’s bone nuclei corresponded to those of a child 
of seventeen months. (5) The symptoms of tetany did 
not appear while the infant was on mother’s milk 
alone, but they appeared when cow’s milk was added 
to the diet. This is held to be due to the greater 
phosphorus content of the latter. 
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SPINAL LEPTOMENINGIOMA 
RESTORATION OF FUNCTION AFTER OPERATION 
By R. M. Hux, M.D. Edin., F.R.C.S.E. 
ASSISTANT SURGEON, VICTORIA HOSPITAL, KEIGHLEY ; AND 


J. PRENTICE, M.B. Edin. 


SENIOR PHYSICIAN TO THE HOSPITAL 


SıNncE Sir Victor Horsley successfully removed a 
tumour from the spinal cord fifty years ago, descrip- 
tions of tumours of the spinal cord, more frequent 
in the Continental and American literature, have 
included Elsberg’s monograph (1925) of 100 personal 
cases and Learmonth’s classical publication (1927) of 
60 examples of leptomeningioma seen at the Mayo 
Clinic. In his Hunterian lecture (1935) Lambert 
Rogers mentioned the anatomical distribution of 
41] spinal tumours. Many cases of this type probably 
still pass unrecognised. 

The comparative rarity of these tumours justifies 
a description of a case reflecting many of the important 
features of spinal leptomeningioma, 


CASE RECORD 


The patient was a hard-working woman aged 56, 
of heavy build. She had enjoyed good health until 
the winter of 1934-35, when she complained of pain 
below the left breast tending to radiate from the side 
to the front, intermittent, dull and aching, aggravated 
during fatigue but unaffected by position. In June, 
1935, she noticed a feeling of numbness and weakness 
of the left leg, which sometimes ‘‘ gave way ’”’ with 
consequent falls. In July movement of the left leg 
became stiff, and the right leg began to be affected 
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by numbness and stiffness. In August walking was 
extremely difficult, and a month later both motor 
power and sensation were absent from the legs. At 
the beginning of October, 9 months from the onset 
of symptoms, defacation and micturition . occurred 
automatically at intervals without knowledge. Since 
the early months of illness there had been no pain. 

In hospital on Oct. 20, 1935, the patient lay 
recumbent and unable to move the trunk or legs, 
which were spastic in extension. The tongue was 
dry and furred. Alimentary, respiratory, and cardio- 
vascular systems appeared healthy.. The blood 
pressure was 140/90 mm. The urine was normal. 
Hematological examination showed a secondary 
ansmia of moderate degree. The Wassermann 
reaction of the blood was negative. 

Both legs were powerless and spastic, with hips, 
knees, and ankles extended. The pupillary refiexes were 
normal, the abdominal not elicited, and the patellar and 
Achilles much exaggerated on both sides ; the plantar 
response was extensor on both sides. Oppenheim and 
Gordon tests were positive on both sides. Knee--and 
ankle-clonus were well marked on both sides, 
` There was no tenderness over the spine, nor was 
there any evident hyperesthesia. Sensation of touch, 
pain, and temperature was lost below a level 
two inches above the umbilicus, the upper limit being 
more clearly demarcated on the left side. Sensation 
was present over an area on the dorsum of each 
foot. Sense of position and appreciation of movement 
were absent in both legs. Vibration sense was absent 
below the waist (fig. 1). 

Preliminary lumbar puncture showed fluid under 
much increased pressure, xanthochromia, globulin + +-, 
and protein + + (0°18 per cent.). Cisternal puncture 
revealed clear fluid under normal pressure, with an 
average amount of globulin and protein (0:015 per 
cent.), no cells, and sterile. Thecography after 
injection of 2 c.cm. of Lipiodol Descendens showed a 
spinal block at a level opposite the body of the sixth 
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thoracic vertebra. There was no evident abnormality 
of the vertebres. 

Lumbar puncture was repeated one week later, 
when 10 c.cm. of fluid was aspirated. A few hours 
later examination showed that anzsthesia, analgesia, 
and thermanssthesia were less complete over the 
left leg and left half of the abdomen, while the 
corresponding sensory loss was more definite and the 
upper limit more clearly demarcated on the right side. 
Further, radiography showed that the lipiodol which 
had remained in situ for one week had descended to 
a lower level. The bladder became distended, and 
“ overflow incontinence ” replaced automatic micturi- 
tion. An extramedullary tumour at the level of 
sixth thoracic vertebra (eighth spinal segment), 
postero-lateral to the cord, was diagnosed. 

Operation (R. M. H.).—On Nov. 10, 1935, under 
nitrous oxide, oxygen, and a small quantity of ether 
(Dr. A. V. Neilson), laminectomy of the sixth, seventh, 
and fifth thoracic vertebre was performed. The lower 
half of the exposed dura was firm and non-pulsatile, 
and: the extradural veins were widely dilated. The 
upper half showed normal pulsation. On incision of 
the dura the upper part collapsed, while the lower 
part remained expanded and fixed. Retraction of the 
dural flap revealed a pink translucent ovoid tumour, 
1-5 cm, in the transverse axis by 2 cm. in the longi- 
tudinal axis, overlying the left postero-lateral quadrant 
of the cord, which was compressed (figs. 2 and 3). 
On the surface were two stellate calcified plaques, 
each the size of a pin’s head. The capsule was 
incorporated with the arachnoid, which became torn, 
cerebro-spinal fluid and lipiodol globules escaping. 
Attachment to the dura was readily separated, and 
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Fie. 2—Steps of the operation. 


the tumour was removed. The dura and overlying 
tissues were closed in layers. `’ a 

Pathological report.—The histology was charac- 
teristic of an avascular meningioma showing ‘‘ psam- 
moma bodies.” The tumour was very cellular with 
little connective tissue matrix. The flattened endo- 
thelial cells, some spindle-shaped, were arranged in 
typical concentric masses. There was no palisading 
of nuclei. 

Post-operative course.—Six-hourly catheterisation 
was performed. Slight abdominal distension on the 
second and third days was relieved by enemata and 
injections of atropine. The subsequent progress 
indicated in fig. 1 may be summarised as follows: 
on the 4th day the bowels moved spontaneously and 
consciously ; on the 5th day there was a sensation 
of burning and spasmodic involuntary movements 
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of the legs; on the 7th day there was voluntary 
slight flexion of hips; on the 18th day bladder 
control was established and thereafter maintained, 
and thermal sensibility was present over anssthetic 
areas of the right leg; on the 21st day there was an 
almost complete return of sensation, motor power 
returning more 
rapidly in the right 
leg; on the 31st 
day the patient was 
sitting up in bed; 
on the 59th day she 
walked several 
yards; on the 77th 
day Babinski’s sign 
was positive on both 
sides, and ankle- 
clonus was per- 
ceptible on the left 
side and absent on 
the right; after 3 
months the patient 
walked with the aid of a stick ; after 5 months she was 
discharged from hospital, walking well with a stamping 
gait, a tendency to inturning of the toes, and a posi- 
tive Babinski’s sign on both sides; after 10 months 
she was doing normal housework (brisk knee-jerks 
and a doubtful positive Babinski’s sign on both 
sides); and after 24 years she is living a normal 
life and has gained weight (left knee-jerk present, 
right absent ; Babinski’s sign doubtfully positive on 
the left and markedly positive on the right). 


Fic, 
position of tumour in relation 
to the cord. . 


3 — Diagram showing 


DISCUSSION 


The customary phases of spinal compression are 
(1) root cycle, (2) Brown-Séquard syndrome, and 
(3) complete paraplegia with urinary and rectal 
incontinence. The first symptom in the case 
described was root pain, which Elsberg found as the 
initial symptom in 27 of 41 of his cases of extra- 
medullary tumour. The second phase was reached 
6 months from the onset, The contralateral sensory 
disturbance was probably masked by or confused 
with the feeling of weakness in the right leg resulting 
from pressure exerted diametrically on the anterior 
spinocerebellar tract of the side opposite to the 
tumour. Lambert Rogers states that the Brown- 
Séquard syndrome is rarely seen except in tumours 
of the cervical region, because hemicompression soon 
becomes bilateral compression. The third stage was 
achieved within the short period of 10 months from 
the onset. The corresponding period in the dorsal 
tumours of Learmonth’s series was 23 months. The 
level of anszsthesia corresponded approximately to 
the lowest segment involved, as is customary in late 
cases, The explanation of the persistence of areas of 
sensibility on the dorsum of the feet is that offered by 
several authorities, who state that the fibres in the 
spinothalamic tracts are so arranged that those 
corresponding to the lowest dermatomes are placed 
the most centrally. This theory does not entirely 
account for the absence of sensation on the lateral 
areas of the legs which are supplied by a lower 
segment (S. 2). In this example there was no evidence 
of trophic disturbances of the legs. Nocturnal incon- 
tinence, which is said to mark the onset of bladder 
involvement, was absent. . 

The changes in the cerebro-spinal fluid were those 
usually associated with spinal compression. Xantho- 
chromia, noted in the lumbar fluid, is present in 
approximately half of such cases. The protein 
content of the lumbar fluid was twelve times that of 
the cisternal fluid. Elsberg noted this in 49 out of 
59 cases and Learmonth in 66:7 per cent. The 
readings of pressure of the spinal fluid vary with 
different observers. In this case the pressure in the 
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lumbar region was much increased. The explanation 
of such increase is probably twofold: the tumour 
acting as a valve permitting the downflow but 
obstructing the upflow of fluid, and the transudation 
from the dilated venous system below the level of 
obstruction. | 

Elsberg has drawn attention to the diagnostic 
value of changes of clinical findings after withdrawal 
of cerebro-spinal fluid below the obstruction In the 
case described aspiration of fluid produced diminution 
of the sensory disturbance on the homolateral side 
and increase on the contralateral side of the abdomen, 
where the level of anzsthesia became more clearly 
defined, The effect on the bladder was distension 
with ‘overflow incontinence.” Several authorities 
state that retention of urine with overflow incon- 
tinence is absent in spinal compression, automatic 
micturition being maintained by the local vesical 
plexus (Denny-Brown and Robertson 1933). The 
phenomenon described appears to be the result of 
alteration of the degree of compression, by which an 
increase in tonus of the external sphincter had caused 
distension of the bladder to the limit of sphincteric 
resistance, This state is therefore not a true incon- 
tinence but an automatic flow from a distended 
bladder. ; 

The restoration of function is said to vary in 
extent, more particularly according to the duration of 


paralysis rather than to the duration of the symptoms. 
Following the customary centripetal course the recovery 
of sensation was unusually rapid and was almost 
complete on the left side at the end of seven days. 
At this stage the appearance resembled more closely 
than before the Brown-Séquard syndrome, indicating 
the more rapid recovery of the contralateral tracts. 
Daily changes made impossible an accurate record of 
dissociated sensibility. Joint sense remained incom- 
plete for many weeks, and codérdination of movement 
was inaccurate long after motor power had been 
regained. 


SUMMARY 


A woman of 56 developed symptoms and signs 
suggesting extramedullary tumour, and at operation 
an avascular meningioma was found at the level of 
the sixth thoracic vertebra. Removal of the tumour 
was followed by almost complete recovery. 


We wish to record our indebtedness to Colonel 
W. F. Harvey of the Royal College of Physicians 
laboratory, Edinburgh, for his opinion on the 
pathological appearances. 
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MERCURY POISONING 


TREATED WITH SODIUM FORMALDEHYDE 
SULPHOXYLATE 


By JOSEPHINE BARNES, B.M. Oxfd 
HOUSE SURGEON AT KING EDWARD VII HOSPITAL, WINDSOR 


ACUTE Mercury poisoning is uncommon, and the 
case here described is I think the first recorded in 
this country in which poisoning by mercuric chloride 
(corrosive sublimate) has been treated with sodium 
formaldehyde sulphoxylate. 

McPeek (1920) reported a case in which acute 
poisoning developed following the use of a vaginal 
douche containing an undissolved tablet of 7 grains 
of mercuric chloride. His patient developed violent 
abdominal pain, nausea and vomiting, and fainting 
attacks, followed later by stomatitis, vaginitis, blood- 
stained stools, and residual renal damage. Holterman 
(1925) described ten cases of poisoning due to 
absorption of mercuric chloride from the vagina. 
Seven of these were fatal, the amount of mercuric 
chloride introduced varying from 0-25 to 3 grammes. 


The patient, a man aged 56, was admitted to 
King Edward VII Hospital, Windsor, on Sept. 8, 
1938. His history was as follows. He was under 
treatment from his own doctor for tertiary syphilis 
of the nervous system ; his Wassermann reaction was 
strongly positive and he had also a urethral stricture 
due to an old gonorrhea. The treatment given 
was inunction of mercury; but unfortunately, 
instead of ung. hydrarg. pur. 1 in 3 he received an 
ointment containing one part in three of mercuric 
chloride. The patient, assisted by his wife, inuncted 
himself liberally on his right arm and shoulder with 
this ointment. As a result he sustained severe 
burns of the right arm and shoulder and symptoms 
and signs of acute mercurial poisoning. His wife’s 
hands were slightly burnt. 

On admission to hospital he was shocked, collapsed, 
and semicomatose ; his pulse was weak and rapid, 


varying between 100° and 120 per minute. He 
passed a blood-stained stool soon after admission, 
and he had a mild stomatitis. His urine contained 
albumin and many casts, with a few pus cells. 

After immediate treatment for shock by warmth and 
Coramine injections, an intravenous injection of 0°5 g. 
of sodium thiosulphate was given and 3} pints of 
saline was given by intravenous drip. The extensive 
burns of the right arm and shoulder were treated 
by removal of the dead tissue and painting several 
times with a solution of 10 per cent. tannic acid with 
0:5 per cent. acriflavine. A drachm of sodium 
bicarbonate was given by mouth every three hours. 
Next day the patient’s condition had slightly improved. 
A supply of sodium formaldehyde sulphoxylate was 
obtained from British Drug Houses Ltd., and, 10 g. 
in 10 per cent. solution was given intravenously 
daily for three days. At the end of this time he had 
improved so much that further injections were 
considered unnecessary. The drug appeared to have 
a strongly diuretic effect and he was incontinent of 
urine after each injection. 

The patient subsequently developed a _ broncho- 
pneumonia which cleared up and auricular fibrillation 
which was treated by full digitalisation and later 
stopped spontaneously. The burns suppurated to 
some extent but eventually healed completely. 
Giving potassium iodide resulted in a skin rash, so 
no further anti-syphilitic treatment was attempted. 
He was discharged from hospital on Nov. 2, 1938. 
At this time his mental state suggested general 
paralysis of the insane. “He had Argyll Robertson 
pupils, increased knee- and ankle-jerks, and extensor 
plantar responses. His urine contained a faint trace 
of albumin and a few hyaline and granular casts. 
His blood-urea was 28 mg. per 100 c.cm. 


An interesting point in this case is the remarkable 
improvement which followed the intravenous injec- 
tion of sodium formaldehyde sulphoxylate. Rosenthal 
(1934) first described the use of this drug as an antidote 
for mercury poisoning. He showed that it is a strong 
reducing agent in vitro. In dogs, he found that it 
was excreted by the kidneys in a few hours and 
reached a high concentration in these organs. Intra- 
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venous injection of the drug protected dogs against 
renal damage in experimental poisoning by mercuric 
chloride and produced no toxic symptoms. He treated 
ten cases of acute poisoning due to oral ingestion of 
mercuric chloride with sodium formaldehyde sulph- 
oxylate. The method consisted of gastric lavage 
with a 5 per cent. solution, 200 c.cm. being left in the 
stomach; the intravenous injection of 10 g. of the 
substance in 5-10 per cent.. solution, the dose being 
repeated in 4-6 hours. High colonic lavage with a 
l in 1000 solution was also given, All the cases 
recovered, 

Robertson and Tuck (1935) describe a case of acute 
mercuric chloride poisoning successfully treated 
by sodium formaldehyde sulphoxylate. Their tech- 
nique was similar to that of Rosenthal. They state 
that the drug is of low toxicity, is a powerful reducing 
agent, and is more stable in the body than sodium 
thiosulphate or sodium hydrosulphite. 


My thanks are due to Dr. F. J. Hathaway, senior 
surgeon to King Edward VII Hospital, Windsor, 


‘for permission to publish notes of this case. 
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TREATMENT OF PROLAPSED 
THROMBOSED INTERNAL HÆMORRHOIDS 


‘By J. Cossie Ross, Ch.M. Lpool, F.R.C.S. 


HONORARY ASSISTANT SURGEON TO THE ROYAL LIVERPOOL 
UNITED HOSPITAL (ROYAL INFIRMARY); DEMONSTRATOR OF 
OPERATIVE SURGERY IN THE UNIVERSITY OF LIVERPOOL ; 
SURGEON, SMITHDOWN ROAD OITY HOSPITAL 


_ THE standard treatment of this-condition, desig- 
nated by the lay public “ an attack of piles,” is 
unsatisfactory, inadequate, and slow in making its 
effect. Although there is a tendency for those 
suffering from internal hemorrhoids to apply for 
treatment earlier in the course of the disease, acute 
thrombophlebitis with prolapse is still a common 
condition. The severe pain and distress experienced 
by thése patients is well known to all those working 
in a surgical out-patient department. 

Not infrequently the condition progresses from 
thrombosis to ulceration and sloughing, largely 
owing to the superimposed sphincteric spasm. It is 
the latter factor which has in my opinion been 
neglected in the therapeutic approach. The clamp- 
and-cautery (or diathermy) operation, previously 
advocated for treatment at this stage, appears to 
violate elementary surgical principles, and is less 
popular now than formerly. Gabriel (1933) compares 
the removal of a sloughing pile with the operation of 
tonsillectomy during an attack of acute tonsillitis. 
Buie (1937) also urges palljative measures during the 
acute phase. At least three weeks must elapse before 
either operation or carbolic injections can be safely 
undertaken, and during the first few days of this 
period the patient suffers from se pain and 
discomfort. 

The therapeutic measures advocated in the leading 
textbooks of proctology do not appear to approach 
the core of the problem. These measures include 
the following :— 

1. Confinement to bed, the foot of the bed being 
raised on blocks. 

2. Shaving the anus and applying a 1 in 2000 
aqueous solution of perchloride of mercury. Some- 
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times, cold compresses or hot fomentations are 
advised. Yeomans (1929) suggests painting the 
affected part with adrenaline solution. 

_ 3. Digital dilatation of the sphincter under anæs- 
thesia, and reduction of the prolapsed mass (Lockhart- 
Mummery 1934). 

4, The application of analgesic ointments both to 
the thrombosed piles and to the anal lumen by means 
of a special nozzle. 

5. Various suppositories. 

6. The application of mercurochrome or ichthyol 
to the surfaces of any ulcers which develop following 
separation of the slough. 

7. The administration of large quantities of liquid 
paraffin by mouth to render the stools as soft as 
possible. 


Reduction should be attempted only in selected 
cases. Often the mass reappears outside the anus 
as soon as the reducing finger is withdrawn. Again, 
when the inflammatory reaction has reached the 
indurative stage, it is quite impossible to reduce the 
mass into the bowel even under anesthesia and after 
dilatation of the sphincter. It is in this type that 
forcible and repeated attempts at reduction are contra- 
indicated and may be definitely harmful. Reduction, 
to be successful, must be carried out shortly after the 
prolapse has occurred, and anesthesia may be 
necessary. Once the sphincteric spasm has increased 
the edema, and the prolapsed portion has become 
stiff and indurated, reduction cannot be usefully 
carried out. It is also a mistake to attempt reduction 
in cases of strangulated extero-internal hemorrhoids. 
A great part of the protruding mass is normally 
outside, and when replaced, the entire swelling 
descends almost immediately. 

Sphincteric injection.—It has been my practice 
during the last three years to inject an oily anesthetic 
solution into the external sphincter, bearing in mind 
the three portions of this muscle so ably described 
by Milligan and Morgan (1934). - The effects of this 
injection are most satisfactory. Pain is largely 
eliminated within an hour of injection and as the 
sphincteric spasm is relaxed, reduction, previously 
impossible, may be carried out readily and relatively 
painlessly. If the prolapsed mass is indurated, and 
reduction therefore not attempted, the sphincteric 
relaxation promotes a rapid subsidence of the swelling, 
improves the venous and lymphatic drainage, and 
permits the cdema and induration to subside. 

The technique is simple. A serum needle, rather 
longer than the average, is introduced through the 
skin about one and a quarter inches behind the 
anus, and 5 c.cm. of the oily anesthetic solution is 
injected into the sphincter muscle on each side, 
10 c.cm. in all being used. A finger in the rectum is 
helpful in judging the correct plane and in avoiding 
too close an approach to the thrombophlebitic 
area. The actual injection can be.rendered painless 
by raising a subcuticular weal with 1 per cent. pro- 
caine, and by anesthetising the track of the needle 
with the same solution. The only complication to 
be feared is that of carrying infection from the skin 
into the deeper layers, but this can be avoided 
by meticulous care in preparing the site of injection, 
and by introducing the needle some little distance 
from the anal verge. For this reason, the needle 
used is rather longer than the average serum needle. 
The rate of injection is necessarily slow, because of 
the viscidity of the oily solution, and often the 
gradual relaxation of the muscle can be appreciated 
by the finger in the anal lumen. 

The oily anzsthetic solution I have been accustomed 
to use is Proctocaine, but there are numerous other 
preparations equally effective. 
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In conclusion, I suggest that the method of 
sphincteric injection is worthy of trial in cases of 
acute thrombophlebitis with prolapse, since it leads 
to immediate relief of pain and rapid subsidence of 
the inflammatory swelling. 
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SIMPLE FRACTURE OF PATELLA TREATED 
BY REMOVAL OF FRAGMENTS 


By MoHAMED MOHAMED MEHRIZ, M.B. Cairo 
MEDICAL OFFICER, DEMERDACHE HOSPITAL, CAIRO 


REMOVAL of the patella in cases of its fracture has 
been shown by Brooke (1937) to be compatible with 
increased power of the knee, and a case of com- 

. minuted fracture of the patella was treated success- 
fully by removal of the fragments by Tippett (1937). 
The following is a report of a case similarly treated. 


CASE RECORD 


The patient, a man aged 25, was admitted on 
July 17, 1938, to the Shebeen el Kom Hospital 
with a simple transverse fracture of right patella 
due to a blow from a naboot (quarterstaff). Radio- 
graphy showed a large upper fragment and a small 
lower fragment. 

Operation.—On the fourth day after admission 
a longitudinal incision was made anteriorly in the 
middle line, the hematoma was wiped out, and both 
fragments were removed, but the aponeurotic fibres 
of the extensor group on the surface and on both sides 
of the fragments were preserved ; the lower end of the 
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quadriceps femoris 
tendon and the 
upper end of the 
ligamentum 
patellæ were 
trimmed and 
stitched end to 
end with inter- 
rupted stitches of 
silk. The wound 
healed by first 
intention and the 
patient was dis- 
charged after 
three weeks, walk- 
ing without a 
supporting stick. 
Three months 
later patient could 
walk and run per- 
fectly. The knee 
operated upon is 
as strong as the 
other, passive 
movement being 
free, not limited, 
and painless. A 
hard osseous mass, 
which can be felt 
in the tendon, 
causes a shadow on radiography and is probably new 
bone formation from osteoblasts left with the peri- 
osteum (see figure). The patient can stand on the 
limb operated upon with the knee semi-flexed, 
proving that the joint is very strong. 


Radiogram three months after re- 
moval of patella, showing new 
formation of bone. 


The advantages of this operation are: (1) it is 
easier than suturing bony fragments; (2) it can be 
performed early, and convalescence is short; and 
(3) complications that may attend suture of bony 
fragments do not arise. 
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CLIPS FOR FRACTURES 


THESE clips have been designed to hold firmly 
the strips of flannel bandage which support a limb 
between the side bars of a Thomas or any other 
skeletal splint (fig. 1). They permit of accurate 
adjustment and are suitable for both the 2} in. 
strips usually used with arm 
splints and the 4 in. strips 


Fic. 1—Clip in position. 


used to support the lower Fig. 2—Lever key for 
limb. They will also fix the removing clip. 
strips which are applied to 
either side bar of the splint to correct lateral 
deviation of the fracture. They are: removed with 
a special lever key (figs. 2 and 3). 

The clips are simpler, more eflicient, and neater 
than the metal paper clips which I introduced during 


the late war and which are now universally used. 


They also have the advantage of being wholly under 
the control of the surgeon or his staff, for they can 


only be released with the special key. This means 
that a mischievous or mental patient cannot loosen 
them and disturb his fracture. The clips throw a 
minimum shadow on a radiogram, especially in the 
lateral view, though for mechanical reasons they 
have to be 
manufactured 
a little broader 
than the side 
bars of a 
Thomas splint 
to lessen metal 
fatigue. They 
do away with 
the necessity 
for radiologists 
or others hav- 
ing to replace 
the clips by 
safety-pins in 
order to get a better lateral view of the fragments 
or bone, a procedure that may spoil the position of 
a reduced fracture. 


The clips have been made for me by Messrs. 
Philip Harris and Co., 144, Edmund Street, 
Birmingham. 
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Fie. 3.— Clip with key applied. 


MEURICE SINCLAIR, M.B. Edin. 
Major, R.A.M.C. (retd.) 
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ROYAL SOCIETY OF MEDICINE 


— ae ee 


SECTION OF THERAPEUTICS AND 
PHARMACOLOGY 


AT a meeting of this section held on Jan. 10, 
with Dr. J. W. TREVAN, the president, in the chair, 
a discussion on the clinical aspects of the 


Vitamin-B Complex 


was opened by Prof. R. A. PETERS, F.R.S. (Oxford). 
The anti-beriberi vitamin, B,, he said, was an essential 
component of many varieties of living cells and 
was probably universally needed. It was a pyramidon 
thiazole compound and the second most important 
of the seven vitamin-B components, the most 
important being the anti-pellagra nicotinic acid. 
Lactoflavine, another factor in the compound, 
might or might not be important; a vitamin 
deficiency only showed up when it was gross. In 
the yeast cell B, was the coenzyme to carboxylase, 
which was needed in an essential stage of the produc- 


tion of alcohol by fermentation—i.e., the conversion 


of pyruvic acid to acetaldeliyde. Without B, there 
could be no alcoholic drinks. The vitamin had to 
be converted into a diphosphate, and this diphospho 
vitamin B, was found in the higher animals and was 
formed rapidly in their livers. This same compound 
was therefore thought provisionally to be the active 
mammalian form. Here again it was responsible 
for the metabolism of pyruvic acid, but the products 
were different from those produced by the process 
in yeast. Pyruvic acid was an intermediary between 
carbohydrate and lactic acid.in the degradation of 
endogenous carbohydrate. A primary change in 
tissue-cell metabolism would secondarily alter the 
whole carbohydrate metabolism of the body; this 
was believed to be the mechanism in vitamin-B, 
deficiency. Sugar-tolerance changes and alterations 
in temperature were found in the terminal stages ; 

and pyruvic acid accumulated in the blood. Experi- 
ments with the mashed brains of pigeons suffering 
from B, deficiency had supported this view. When 
vitamin B, was added in very small amounts the 
pyruvic acid was oxidised and tissue respiration 
increased. Conditions which increased carbohydrate 
metabolism increased the need for B,. There was 
no interference with succinate oxidation in the 
avitaminous pigeon brain. This and several other 
factors showed that the failure to deal with pyruvate 
was the important change. The work had been 
extended in China to human beriberi. 

In higher animals there was no formation of 
acetaldehyde—perhaps because it might be dangerous 
to the organism. Acetic acid and traces of lactate 
were formed instead, a good deal of the pyruvic 
acid being burnt. In B, deficiency’ the symptoms 
were due to lowered vitamin content in the actively 
metabolising organs; the brain, heart, and kidney 
were chiefly affected, because their needs were 
greater. The phospho form was known as cocarb- 
oxylase. There seemed experimentally to be a 
correlation between symptoms of deficiency and the 
cocarboxylase content of the brain. In vitro, 
however, brain tissue had a very poor power of 
synthesising cocarboxylase, so the chain of evidence 
was not quite complete. The lesson to be learned 
was that increased carbohydrate consumption must be 
associated with increased vitamin-B, supply. An 
endocrine fault might produce an idiosyncrasy to B,. 


SOCIETIES 


Loss of weight due to thyroxine feeding might largely 
be prevented by giving B,. Brain cells much 
depleted of the vitamin might function badly and so 
produce secondary changes in metabolism. 

Dr. H. M. Smcrar (Oxford) said that two factors 
produced B, deficiency: inadequate ingestion and 
failure to assimilate. Laboratory work had greatly 
increased the understanding of beriberi. Inadequate 
ingestion included unbalanced diet and increased 
requirements due to muscular work, pregnancy, 
fever, hyperthyroidism, or diuresis. Beriberi had 
been produced simply by diets high in carbohydrate. 
Alcohol was a very important factor; alcoholic 
polyneuritis was a B, deficiency. Cheap spirit 
contained little B, and much carbohydrate, and the 
disease might come on very quickly. In pregnancy 
the vitamin-B, requirement was three times the 
normal and some pregnancy polyneuritis was certainly 
due to deficiency. Fever was so important that in 
the past people had thought beriberi was an infection. 
The diuresis might be a factor in the production of 
diabetic neuritis though there was little support as 
yet for the idea that this neuritis was a B, deficiency. 

The vitamin might not be absorbed owing to 
disorder of the intestine. Cases of idiopathic. hypo- 
chromic anemia had low B, blood-content. Cases 
of pyloric stenosis not infrequently showed neuritis. 
Vitamin B, was destroyed in the gut in cases of 
achlorbydria. In many disorders of the intestine— 
in fact almost any chronic diarrhcea—beriberi had 
been described. Hypothetically there might be 
deficiency due to failure of formation of the diphospho 
form ; the process was effected by cells of the reticulo- 
endothelial system, including red blood corpuscles. 
In celiac disease and liver disease there might be 
failure of this kind. All cases of subacute combined 
degeneration of the cord had shown normal vitamin 
content in the blood. The primary reason for the 
low content in hypochromic anemia was that the 
vitamin was almost wholly carried inside the cells ; 
in erythroblastosis and leukemia the content, con- 
versely and for the same reason, was high: There 
might be a normal blood reading with symptoms of 
deficiency in cases of deficiency of riboflavin phosphate 
or of adrenal cortical hormone, owing to the failure 
to produce the phosphate form. 

Dr. E. A. CARMICHAEL pointed out that there was 
a form of alcoholic neuritis unknown or very rare 
over here. American work had shown clearly that 
the condition was a B, deficiency. It was difficult 
to determine what other polyneurites might be 
similarly caused. Clinically, polyneuritis seemed 
to improve on A rather than B, but most of the cases 
had been given B, before being put on A. 

Dr. Paut Woop spoke of the effect of B, deficiency 
on the cardiovascular system. The effect was not 
often seen but was an important one to bear in mind, 
because it was amenable to treatment. It should be 
sought in chronic alcoholics, pregnancy, cases of 
right ventricular failure of unknown etiology, and 
patients on a long-continued restricted diet. . The 
outstanding features were peripheral vasodilatation 
and right ventricular failure, producing warm skin, 
capillary pulsation, low diastolic blood-pressure, and 
pistol-shot sounds over the bounding larger arteries. 
The lungs were dry and the relatively short pulmonary 
circulation-time was associated with a high venous 
blood-pressure, enlargement and tenderness of the 
liver, and dropsy. There was a striking absence of 
orthopnea. There might be an acute fulminating 
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form with acute circulatory collapse, hissing dyspnea, 
and engorged, pulsating cervical veins. Intravenous 
vitamin B, (10-50 mg. of aneurin daily) might be 
given in such cases. More commonly the onset was 
insidious and the course chronic, and 5-10 mg. 
subcutaneously or by mouth would be sufficient. 
The diagnosis rested on the dietetic history, the 


associated polyneuritis, the demonstration of reduced . 


vitamin B, in blood and urine, and the dramatic 
effects of giving the vitamin. The pyruvic acid in 
the blood might also be demonstrated, and Aalsmeer’s 
adrenaline test was positive: the injection of 
adrenaline into the blood enhanced the symptoms. 
Pitressin would reduce the cardiac manifestations 
and constituted another test. | 

Mr. H. G. UnGLEy described a case of beriberi 
complicating pyloric stenosis. The effect of giving 
B, had been dramatic: the æœædema had disappeared 
and the weight had fallen. Appetite had increased 
and calf tenderness disappeared. The arterial sounds 
had no longer been audible without the pressure of 
a cuff, and later the knee- and ankle-jerks had 
returned. It had been some time before the patient 
had shown appreciable amounts of B, in the blood 
and urine. 
deviation and an upward rise of the R-T part, with 
a falling R-T in lead III. The adrenaline test caused 
a drop of diastolic pressure to zero. Another patient 
had developed polyneuritis after a faulty gastro- 
enterostomy with gross stasis. 

Dr. Lucy WIxts said that the achlorhydria of 
hyperthyroidism might be due to B, deficiency : 
she had not been able to cure it before operation by 
giving B,, but this might be due to inadequate dosage. 
Animals deprived of B, showed neurological symptoms, 
even if given large quantities of B,. It was important 
to remember the B, complex neurological syndrome. 

Dr. G. L. Konstam spoke of two cases examined 
radiologically before and after treatment with B, 
and showed the diminution in the transverse diameter 
of the heart and the improvement in the lung fields. 


Mr. A. L. Bacwarace thought that beer might 


contain appreciable quantities of B,; this might 
account for the rarity of alcoholic polyneuritis in this 
country. The requirement of the normal person for 
health was about 2 mg. daily. A dose of less than this 
was hardly likely to produce effects in long-standing 
deficiency. l 

Dr. GooDHART said that in America the 
changes in beriberi heart disease presented various 
pictures. Right-sided dilatation was not necessary 
for the diagnosis. Doses given in treatment were 
often much too small; at least four times the 
maintenance requirement was necessary. The thera- 
peutic dose should never be less than 5 mg. daily, 
and doses of 50 mg. were quite rational. Pellagra 
was frequent in alcohol addicts and was no longer 
considered to be a different disease in them from the 
endemic form. Patients often had more than one 
deficiency. The peripheral neuritis of pellagra did 
not respond to B, but did respond to B,; it ought 
therefore to be removed from the list of pellagra 
symptoms. The skin lesions depended on environ- 
mental factors. The essential symptom of pellagra 
was mucous membrane lesion, such as stomatitis. 
The mental symptoms were of several types: gradual 
deterioration, encephalopathy, and Korsakoff’s syn- 
drome. If the encephalopathy could not be cured, 
the pellagra could not be cured. The action of 
nicotinic acid had yet to be proved to be a direct 
one; the improvement in the encephalopathy might 
be secondary to the improvement in mucous 
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membranes. No one deficiency was likely to occur 
alone in human beings ; blunderbuss vitamin therapy 
was quite rational. The dose of nicotinic acid for 
pellagra was 100 mg. or more daily. 


LIVERPOOL MEDICAL INSTITUTION 


A MEETING of this institution was held on Dec. 15, 
1938, with Dr. E. GILBERT BARK, the president, 
in the chair. 

Blood Tests in Cancer 


‘Mr. M. M. DatNnow said that of the many serological 
tests devised in the hope of facilitating earlier 
diagnosis in cancer none had proved specific and 
some were not even accurate. Although the Vernes 
test was quite useful in following the course of cases 
under various forms of treatment, the results were 
sometimes hard to interpret and not all the claims 
of Vernes could be substantiated. Research had 
therefore been started with the idea of extracting 
from the serum the substance that gives the floccula- 
tion test. By simple extraction with acetone and 
ether, Dr. J. N. Parrington had obtained a pastille, 
and the solution obtained on dissolving this in 
distilled water was found to give constant and reliable 
results, comparing very favourably with those of 
the Vernes test. Mr. Datnow gave examples of the 
figures obtained in various conditions. 

Dr. G. E. O. WizulaMs pointed out that both with 
the Vernes and the pastille tests sarcomas gave low 
readings and carcinomas high readings. In Mr. 
Datnow’s series a melanoma gave the highest reading 
of all. . 

Dr. ARTHUR GEMMELL thought that the results of 
the Vernes test in malignant disease ran parallel with 
those he had obtained with the Bendien test. He 
thought that the latter definitely foreshadowed the 
recurrence of malignant trouble after treatment, 
even before any physical signs of recurrence appeared. 

Dr. CRrRoNIN LOWE said that both the Vernes and the 
colloidal vanadium (Bendien) reaction depended on 
a complex of protein, lipoid, and inorganic plasma 
constituents. The variations had proved useful 
not only in diagnosis but (even more) in observation 
of progress under treatment. His own experience 
covered more than 3000 examinations, and referred 
to over 1600 cases, and though the results had not 
yet been tabulated, he had the impression that if 
a serum reaction remained positive after local excision 
or radiotherapy it meant that recurrence had occurred 
or was very probable ; whereas if it became less positive 
or actually negative, recurrence had not so far taken 
place. In cases with recurrence, after negative findings, 
the serum reaction had previously become positive. 

Dr. ROBERT KEmpP said it had been shown that the 
Vernes, the Bendien, and the erythrocyte-sedimenta- 
tion tests give closely parallel results in the same 
patient. All these serum tests were as yet quite 
non-specific. The readings were abnormal not only 
in cancer but in pregnancy and menstruation, in 
tuberculosis and syphilis, in all chronic and acute 
infections, and in many other conditions. The 
reaction depended on tissue change or damage and in 
general the result of the test varied with the extent 
of the lesion. There was so far no evidence that any 
of these tests could distinguish cancer from these 
other tissue reactions. It had, however, always 
been conceded that the Vernes and similar tests 
reflected the variation in activity of such a lesion 
as a malignant growth. 
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Pancreatic Extract in Graves’s Disease 


Dr. C. BAIRD MACDONALD read a paper on the 
treatment of exophthalmic goitre with pancreatic 
extract. Seven years’ experience had, he said, 
convinced him that this remedy deserved a trial 
especially in early cases. The treatment had a 
rational basis, for in thyroid disease there was often 
considerable disturbance in the digestive system, 
with such symptoms as diarrhea, very light-coloured 
stools, increased appetite and thirst. These symptoms 
were usually attributed to increased activity of 
the sympathetic nervous system, but they were more 
likely to be due to pancreatic insufficiency. In 
almost every case of Graves’s disease there was some 
carbohydrate intolerance, and spontaneous glycosuria 
was oftenseen. Hyperthyroidism aggravated diabetes 
mellitus ; thyroidectomy ameliorated it. The symp- 
toms of toxic goitre disappeared after drainage of 
the gall-bladder in cases where there were fatty 
stools and other signs of pancreatic disease. Loewi’s 
test was positive only in cases of pancreatitis and 
thyrotoxicosis. 

The increased metabolism in Graves’s disease 
demanded a liberal supply of fats and starches in the 
diet, and the oral administration of pancreatic extract 
must help the pancreas to break down and absorb 
this increased amount and thereby obtain iodine in 
its most assimilable form. The treatment Dr. 
Macdonald recommended was to give Palatinoids 
pancreatin grains 5 thrice daily before food, combined 
with Pulverettes alphidine (Oppenheimer) twice 
daily between meals every second or third day. 
Lugol’s iodine minims 3 or 4 might be used instead 
of the alphidine. Patients should carry on if at all 
possible with their usual duties so as to help the 
mental outlook. The treatment might be successful 
in a few months but regular treatment had not been 
carried out for more than three years in any of the 
cases treated. Exophthalmos or goitre had very 
seldom increased or even developed with systematic 
treatment in the incipient cases. 

Since 1931 the speaker had treated 42 cases of 
toxic goitre of varying degrees and types: there had 
been 21 cures and 17 were still undergoing treatment. 
In 3 cases the patient had died but 2 of these had 
. suffered from the condition for eighteen years and 
the other had a thyroid of the large toxic adenomatous 
type. Of the 17 cases now under treatment all 
were reacting well except 1 in which there was neither 
personal nor environmental coöperation. 

Dr. R. J. MıNyNITT said he had been associated with 
3 cases in which this treatment had been given. 
They were of the incipient type. One had shown 
melancholic symptoms, and after a year’s treatment 
could be looked upon as cured. The second was 
subject to thyrotoxic crises, and had been very much 
improved. In the third case the treatment had 
been discontinued. 

Mr. Puitie Hawe said that cases of thyrotoxicosis 
fall into three groups: (1) mild with fluctuation ; 
(2) chronic with or without complications; (3) 
fulminating. It was clear that Dr. Macdonald 
did not include the fulminating cases or the chronic 
cases with complications as suitable for more than 
a short trial of his treatment. The remaining groups 
included those cases which no surgeon is anxious 
to operate on, although failure of non-surgical treat- 
ment might necessitate operation. It was of the 
greatest importance that cases medically treated 
should not be allowed to lapse into the stage of 
serious complications. With this proviso Dr. 
Macdonald’s treatment should be given an extensive 
trial, for it appeared to offer relief in cases where 
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operation seemed unnecessarily drastic, including 
especially the early mild cases. 

Dr. A. E. Hopgson said that one of Dr. Macdonald’s 
patients, a girl of 18, whilst under treatment with 
pancreatin, had come through his hands as a diph- 
theria carrier. Her tonsils had been removed by 
dissection, with no cardiac or other difficulty whatever. 

Mr. J. B. OLDHAM said that the surgical treatment 


of thyrotoxicosis was an admission of failure which 


was only justified by its good results. He con- 
gratulated Dr. Macdonald on the successes he had 
obtained, but doubted if the cases he had had were 
of the same type or severity as those that at present 
came to the surgeon. A high proportion of Dr. 
Macdonald’s successful cases appeared to have had 
alimentary symptoms; in these cases Mr. Oldham 
agreed that treatment with pancreatin produced 
considerable improvement and he often used it in 
preparing patients for operation. He (Mr. Oldham), 
however, had not been fortunate enough to cure any 
patient with Dr. Macdonald’s methods. He also 
doubted the diagnosis in one of the cases Dr. Macdonald 
had presented. The patient had a normal pulse- 
rate but showed some tremor of the fingers, and the 


‘diagnosis had been made on the result of the 


impedance-angle test. Mr. Oldham had had a large 
experience of the test and was convinced that it was 
valueless. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


A MEETING of the section of pathology was held 
on Nov. 9, 1938, with Dr. R. A. Q. O’Meara, the 
president, in the chair. | 


An Organism Simulating Diphtheria Bacillus 


Dr. W. Hayes, in demonstrating Corynebacterium 
ovis isolated from the throat of a suspected diphtheria 
carrier, began by describing the method by which 
carriers were identified. A throat-swab was taken 
and rubbed on the surface of a potassium tellurite 
plate or slope. If after 48 hours’ incubation it was 
found that suggestive black colonies had grown, one 
of these colonies was subcultured on a serum slope 
and afterwards filmed. Then if morphologically 
characteristic diphtheria bacilli were seen a saline 
suspension of the serum slope was injected into a 
guinea-pig. If the animal died within five days and 
showed characteristic post-mortem changes—the most 
important and constant of which was congestion of 
the suprarenal glands—the pathologist would report 
virulent diphtheria bacilli present. In the present 
case an organism had been isolated which fulfilled 
all these conditions except that it did not produce 
suprarenal congestion in the guinea-pig. It came 
from the throat of a healthy nurse, suspected of being 
a diphtheria carrier, and its fermentation reactions 
were identical with those of the diphtheria bacillus, 
glucose being fermented but not saccharose. It 
rapidly killed a guinea-pig that had been passively 
immunised with diphtheria antitoxin, and it was 
evidently a corynebacterium producing a powerful | 
exotoxin distinct from diphtheria toxin. Besides 
Corynebacterium diphtheria, only two other exotoxin- 
producers of this genus were known—C. pseudotuber- 
culosis ovis and C. pseudotuberculosis murium. The 
latter was pathogenic for mice only and fermented 
saccharose, and it could therefore be deduced that 
the organism under discussion was O. ovis. It differed 
from C. diphtherie in liquefying gelatin slowly, and 
again unlike the diphtheria bacillus it had been 
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proved pathogenic to the rat. Cultures exhibited by 
Dr. Hayes showed its similarity to C. diphtheria on 
tellurite medium, its much more profuse growth on 
Loeffler’s serum and agar, and its rapid change to an 
almost coccal form on subculture. The long bacillary 
form became again evident however on filming serum 
cultures after 4-6 hours. The speaker concluded by 
_ emphasising the practical importance of careful 
post-mortem examination of all guinea-pigs dying 
after injection of organisms morphologically resem- 
bling diphtheria bacilli and the necessity of controlling 
doubtful results by the inoculation of guinea-pigs 
which had previously been immunised against 
diphtheria toxin. 

The PRESIDENT said that the diagnosis of diphtheria 
in ordinary circumstances was difficult enough, 
without organisms of this sort turning up to make 
it harder. There were three types of diphtheria 
bacillus; the textbook type, which was a mitis type 
with well-marked polar staining; the intermediate 
type, which did not resemble the textbook type at 
all; and the gravis type, which was different again 
and was not unlike the one shown by Dr. Hayes. The 
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necessity for virulence tests had largely disappeared, 
except in the case of persistent carriers, and even then 
they were not always necessary. If a gravis strain 
of diphtheria bacillus was isolated it was quite 
unnecessary to do a virulence test, for it was practically 
always virulent ; and a very high proportion of 
intermediate type are also virulent. ‘It was only 
necessary to do such a test in the case of a very 
persistent carrier. | 

Prof. J. W. BIGGER said it was important to record 
that the C. ovis might be found in the human throat, 
for it might cause serious administrative trouble in 
an institution. 

The PRESIDENT of the Academy (Dr. A. R. Parsons) 
thought the difficulty of bacteriological diagnosis 
in diphtheria was as nothing compared with the 
difficulty of clinical diagnosis. Nowadays swabs 
from the throat were almost always reported as 
positive. He asked how the name pseudotuberculosis 
had come to be applied to C. ovis. 

Dr. Hayes in replying said that the natural lesion 
in sheep was a chronic granulomatous condition, 
somewhat resembling tuberculosis. 


REVIEWS AND NOTICES OF BOOKS 


Plastic Surgery 
By ARTHUR JOSEPH Barsky, M.D., D.D.S., 
associate surgeon in charge of the department of 
reconstructive surgery, Beth Israel Hospital, New 
York City ; adjunct professor of plastic reparative 
surgery, New York Polyclinic Medical School and 
Hospital. London: W. B. Saunders Co. 1938. 
Pp. 355. 26s. 


Intro the compass of quite a small book the author 
has condensed a truly incredible number of recognised 
methods of operative repair. That nothing is lost 
in clarity is due to the conciseness of the text and the 
quality of the line drawings. Some of the photo- 
graphs are open to criticism in that the before and 
after records are not comparable from the point of 
view of position or lighting. This difficulty is 
always liable to arise when some months intervene 
between the taking of the two photographs, but the 
problem is not insuperable. The early chapters of 
the book are devoted to a description of the basic 
methods available for tissue transplantation, and it 
is obvious that the author speaks with the voice of 
experience. One might perhaps cavil at the vagueness 
of the instruction to move a tubed pedicle at the 
end of two or three weeks, for the former time would 
rarely be within the limits of safety. 

Next come chapters on the orbit, the nose, the 
ear, the lips, the cheeks, and jaws. Much space is 
occupied by the description of the Blair technique 
for the repair of a cleft lip. In the section on 
palatal repair the author acknowledges the contri- 
bution of Veau to this type of work but goes on to 
describe methods which are based mainly on Langen- 
beck’s technique. These appear to be insufficiently 
drastic to effect the best possible repair in many cases. 
Fractures of the nasal bones and defects and 


deformities of the trunk and limbs are all adequately — 


dealt with. The section on the orthopedic aspects 
of plastic surgery stresses the difference in outlook 
between this country and America, in that most of 
this work would here remain in the hands of the 
orthopedic surgeon. The fact however that this 
chapter demands inclusion is a grave reflection on the 
inetliciency of modern treatment of trauma, for most 
of these operations could, with better codperation 
between orthopedic and plastic surgeons, be readily 


—<— 


avoided. Throughout the whole of this book the 
bibliography is excellent, and the reader has little 
excuse for thinking the detail is meagre, since he is 
always referred to a comprehensive source on any 
subject that may be of particular interest to him. 


Essentials of Materia Medica, Pharmacology 
and Therapeutics 
(2nd ed.) By R.H. Micks, M.D. Dubl., F.R.C.P.I., 
professor of pharmacology, Royal College of 
Surgeons in Ireland. London: J. and A. Churchill. 
1938. Pp. 378. 12s. 6d. 


Tuts book is written from the point of view of a 
practising physician who confesses that he has no 
personal experience of experimental pharmacology, 
and it aims at instructing the student only about those 
drugs which are of real therapeutic value. It must 
therefore be judged rather differently from the 
ordinary text-books. The author obviously has a 
wide clinical experience and has studied the actions of 
drugs at the bedside. His views on many points 
such as the inefficiency of stimulant and liquefying 
expectorants will commend themselves to most 
clinical observers, even though they run counter to 
the teaching of standard text-books. The chapter 
on the volatile oils is commendably short and reflects 
accurately the relative importance of these relics 
of the past. 

Though the present edition is much improved 
in this respect, it still contains statements which 
suggest a lack of fundamental chemical knowledge. 
It is amazing, for instance, to find that the citrates 
of sodium and potassium are still said to neutralise 
hydrochloric acid and to be very effective antacids. 
But one can forgive these lapses and a few smaller 
errors such as the dose of physostigmine salicylate 
because of the unusual number of practical suggestions. 
The paragraph on placebos is full of profound common 
sense. The book is eminently readable and is com- 
mended especially to the practitioner who wishes 
to bring his knowledge up to date. The medical 
student with one eye on possible examination 
questions should note its acknowledged limitations. 
The second edition contains references to all the 
important drugs recently introduced and a new 
chapter on antiseptics. 
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Leprosy , | 
Diagnosis, Treatment and Prevention. (6th ed.) 
By ERNeEsT Moir, M.D., F.R.C.S.E., medical 


secretary, British Empire Leprosy Relief Associa- 
tion, London. New Delhi: Indian council of the 
‘association. Pp. 192. 4s. 


Tuts book, although primarily intended for the use 
of doctors in India, can be read with profit by all who 
are interested in or have anything to do with leprosy. 
It is divided into three main sections dealing with 
diagnosis, treatment, and prevention. Diagnosis is 
much more likely to be accurate and treatment 
intelligent if the pathology of a disease is properly 
understood. Dr. Muir begins by setting forth his 
views on the essential underlying processes, linking 
them up with their clinical manifestations and 
secondary complications. Having thus laid a firm 
foundation he describes the clinical picture and 
outlines the main points of differential diagnosis. 
In an infective disease the finding of the causative 
organism sets the seal upon diagnosis and the section 
on the methods of demonstrating the leprosy bacillus 
is a model of lucidity. 

Despite the value set upon drugs of the chaulmoogra 
series the author recognises their limitations and 
emphasises the need for increasing the patieut’s 
resistance by suitable diet and hygiene. The technique 
of the various methods of drug treatment is fully 
given, including local applications. This section 
closes with a chapter on prognosis. The third section 
deals with preventive measures, general hygiene, and 
such matters as the organisation of leprosy clinics. 
Appendices contain notes on subsidiary technical 
procedures. 

It is a pity that the book is undated. An undated 


publication loses much of its value for reference, — 


and can only be quoted with reservation since it is 
impossible to decide how adequately the author has 
mirrored contemporary knowledge ; and this difficulty 
becomes greater with the passage of time. For 
example, the successful infection of experimental 
animals with the human leprosy bacillus is denied 
in the present edition, although the discovery of the 
susceptibility of the hamster was published in 
September, 1937. 


The Nose, Ear and Throat 
For Nurses and Dressers. (2nd ed.) By MICHAEL 
VLASTO M.B Lond., F.R.C.S., surgeon to the ear, 
nose and throat department, West London Hos- 
pial London : Faber and Faber. 1938. Pp. 228. 
T8. 6d. 


THE title of this little book has been changed 
in the second edition to include dressers, for it was 
rightly suggested that its simplicity would make it 
useful to medical students with no previous experience 
of work in this department. The general character 
of the book remains the same as in the first edition 
published in 1926. The operation for removal 
of tonsils and adenoids, formerly discussed in separate 
sections, is now dealt with as a whole, and there is 
a new chapter on endoscopy. Manipulations, such 
as syringing the ear, which the nurse may have to 
carry out, are carefully described, as are the arrange- 
ment of instruments and other apparatus before 
operations, the duties of the nurse or dresser during 
operations, and the attention to be given to patients 
afterwards. For the removal of adherent plugging 
from tho mastoid cavity, Mr. Vlasto recommends 
moistening it with dilute. peroxide squeezed out 
from cotton-wool held by forceps, but he will find 


REVIEWS AND NOTICES OF BOOKS 


[JAN. 14, 1939 


that the plug can be much more readily removed 
if it is wetted thoroughly with undiluted ten-volume 
peroxide with a dropper. The book will certainly 
help both nurses and dressers to perform their duties 
more efñciently. 


Organic and Bio-Chemistry 


(6th ed.) By R. H. A. PLIMMER, D.Sc., professor 
- of chemistry in the University of London at 

St. Thomas’s Hospital medical school. London : 

Longmans, Green and Co. 1938. Pp.623. 2lə. 


WHEN it appeared in 1910 this book was one of the 
first, if not actually the first, in the English language 
to attempt to give the biological student a sufficient 
background in organic chemistry to enable him to 
proceed intelligently with practical and theoretical 
work. There is little doubt that it went a long 
way towards founding the biochemistry of today. 
In successive editions the book has been brought 
up to date, and the task of the writer of such a work 
becomes more and more complicated as time goes on, 
since the modern biologist is expected to have an 


increasingly intimate knowledge of advanced physical 


and organic chemistry. Prof. Plimmer has tackled 
the difficult problems with success in this volume 
and it can be regarded as authoritative as ever. 
Since it is essentially intended for advanced students, 
the value of the book would perhaps be increased by 
the addition of references. 


Surgical Pathology 


(4th ed.) By Wurm Boyp, M.D., F.R.C.P., 

professor of pathology, University of Toronto. 

aoe W. B. Saunders Co. 1938. Pp. 886. 
8. | 


TuHIs new edition of the oldest and perhaps the best 
known of Prof. Boyd’s popular triad is certain of a 
hearty welcome. Written in the author’s inimitable 
style, it makes of pathology a pleasant study, yet 
manages to keep it on a strictly practical plane. 
The introductory chapter on surgery and pathology, 
which was dropped in the last edition, has happily 
been reinserted. The revision of the text has been 
thorough and has necessitated the addition of 18 
new sections and the rewriting of a further 17. The 
new matter includes short sections on granulosa- 
cell tumours of the ovary, glomangioma, regional 
enteritis, and other recently described conditions. 
Most of these are well written but a few, such as those 
on islet tumours of the pancreas, -uveo-parotid 
tubercle, and pilonidal sinus; are rather too brief. 

There are a few small inconsistencies. Hyper- 
nephroma is described on pp. 149 and 447 as arising 
from adrenal tissue but on p. 440 as probably arising 
from the kidney itself. In the section on tumours 
(p. 165), adenomata of the thyroid are described as 
common tumours, yet on p. 223 it is pointed out that 
the so-called thyroid adenomata are mostly not true 
tumours. In both cases a critical reader would 
probably draw the right conclusion but it is a pity 
to see slips of this sort in so good a book. There is 
no description of the differential blood picture in 
carcinomatosis of the marrow, and no mention of the 
marble-bone disease of Albers-Schénberg. 

In spite of such small imperfections this remains 
one of the best and most readable works on the 
subject, and the publishers deserve a word of praise 
for the excellent reproduction of the illustrations and 
particularly of the coloured plates. | 
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CHEMOTHERAPY IN GYNAECOLOGY 


THE last few weeks have seen the consolidation 
of a therapeutic revolution—the conclusion of 
successful clinical trials of a synthetic chemical 
compound which can replace a natural sex hormone 
to which it bears little constitutional resemblance. 
This result is the culmination of a full five years’ 
work by Prof. E. C. Dopps and his collaborators in 
the Courtauld institute of the Middlesex Hospital and 
elsewhere, but their investigations have advanced at 
an accelerating pace in the last two years. When once 
it was established that the phenanthrene nucleus is 
not an essential component of an cstrogenically 
active compound, simpler substances in great variety 
were tested, and a summary of this phase of the 
work + includes data on no less than 126 compounds. 
a8-Diphenylethane derivatives gave most encour- 
aging results, and further inquiry in this direction 
was also stimulated by the report? that the 
mysterious, intensely active contaminant of the 
anol prepared by Dopps and Lawson was a 
dimeride belonging to this series. This has just 
been confirmed ° by the isolation of 4 : 4’-dihydroxy- 
yò- diphenylhexane. Another highly active com- 
pound, 4:4’ -dihydroxy- -yò- diphenyl-§5-hexadiene 
(‘‘ hexadiene compound ”) has also been described 4 
and undoubtedly more will be heard of these. 
Meanwhile, however, a compound with high activity 
in preliminary tests had been discovered 5—namely, 
4 : 4’-dihydroxy-«6-diethylstilbene, for which the 
name ‘‘diethylstilbcestrol,’”’ now shortened to 
“ stilbeestrol,’’ was proposed. Its early promise 
was fulfilled in subsequent laboratory tests, in 
which it was found that stilbcestrol is about 24 
times as active as cestrone in the vaginal-smear 
assay on rats, and that its action is similar to that of 
cestrone on the uterus, vagina, mating reaction, and 
nipple of laboratory mammals, and on the feathers 
of capons.® This was followed by the demonstration 
of the cstrone-like action of stilbcestrol on the 
anterior-pituitary gland in inhibiting body-growth 
and the formation of gonadotropic hormone,’ and 
in effects on lactation.’ Further, it was found to be 
very active by mouth, and given thus it inhibited 
the action of progesterone, prevented implantation 
of the blastocysts, and interrupted established 
pregnancy in rabbits. 

The translation of these results from the 
laboratory to the clinic has in this country been 


1 Dodds, E. C., Lawson, W., Proc. roy. Soc. B, 1938, 125, 222. 
2 Serini, A., and Steinruck, K., Naturwiss. "1937, "25, 682 
3 Campbell, N. R., Dodds, and Lawson, Nature, Lond, 
Dec. 24, P1938, p. 1121. 
s Dodds, Golberg, L., Lawson, Robinson, R., Ibid, 1938, 142, 34. 
2 Dodds, Golberg, Lawson, and Robinson, Ibid, 1938, iat, i121. 
* Dodds, Lawson, and Noble, R. L., Lancet, 1938, , 1389. 
’Noble, Ibid; 1938, 2, 192. 
® Folley, S. J., and Watson, H. M. S., Ibid, 423. 
® Parkes, A. S., Dodds, and Noble, Brit. med. J. 1938, 2, 557. 


undertaken under the auspices of the Therapeutic 
Trials Committee of the Medical Research Council, 
and the clinical results recorded last week 1° fully 
justify the hopes .raised by the laboratory work. 
In one group 46 patients, and in the other group 45 
—all with gynecological symptoms referable to 
endocrine disturbance—were treated with stilb- 
cstrol, generally given by mouth, and it was 
shown that oral administration is as effective as 
intramuscular injection. The responses were similar 
to those obtained with natural hormones or their 
derivatives (cstrone, estradiol, or estradiol mono- 
benzoate) in amenorrhea, dysmenorrhoaa, pruritus 
vulvee, and menopausal conditions, including 
atrophic vaginitis and kraurosis vulvæ. These. 
results are supported by reports from other workers 
in this country 11 and abroad.!* The case described 


by ENGELHART !* is interesting because it is a repeti- 


tion, with 24 mg. of stilboestrol instead of 140 mg. 
of cstrone benzoate or 35-45 mg. of estradiol 
monobenzoate, of KAUFMANN’S classical experi- 
ment of producing menstruation, with typical 
endometrial changes, in a castrate woman by 
successive administration of oestrogen and proges- ' 
terone. Caution in the application of a new remedy 
is always necessary, for obvious reasbdns, and 
stilbostrol evidently has some toxic action, since 
a small proportion of patients experience nausea. 
While no continuing ill effects have been observed, 
the physiological nature of this toxic action is 
unknown, and until it is understood it will be 
well to bear in mind the possibility of injury 
through heavy or constant dosage. But already 
the gynecologist has been given a new remedy 
of proved potency—a remedy cheaper and more 
readily administered than the natural hormone 
whose action it imitates. 

The outcome of this remarkable series of 
laboratory investigations suggests that chemothera- 
peutic research may be turned not only in the 
direction of estrogens, but also of other hormones.!8 
It must however be recalled that, although a 
particular hormonal activity is not confined to 
single compounds, there are still degrees of speci- 
ficity. Cistrogenic activity is a common property ; 
male-hormone activity is less widespread; pro- 
gestational activity is rare. Moreover, those who 
enter this field must expect much fruitless labour. 
The relation between chemical constitution and 
physiological activity is almost always obscure, 
and the clues capricious. It must not be taken as 
disparagement of the fine research done by Prof. 
Dopps and his colleagues if we say that their 
results with cestrogens have been obtained by 
well-directed fumbling as well as by deliberate 
logical steps: indeed the hackneyed simile of the 
skeleton key, as yet the only explanation of the 
activity of these artificial cestrogens, is applicable 
to more than one aspect of this work. A fully 
rational attack on chemotherapeutic problems 


10 Winterton, W. R., and MacGregor, T. N., Brit. med. J. 
Jan. 7, 1939, p. 10; Bishop, P. M. F., Boycott, M., and 
Zuckerman, S., neet, Jan. 7, 1939, P 

n Locser, A. A. Brit med. J. Jan. 7, 1939, p: 13. 

12 Engelhart, E., Wien. lin. oy ach?. Dec. 23, 1938, p. 1356 ; 
Gu ldbers, E. Zol. Gynak. 1938, 62, 2584 

18 Cf. Dodds, E. C., Acta med. Scand. 1938, suppl. 90, p. 141. 
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must await the acquisition of a “ cell’s-eye view.” 
There is some factor, as yet unrecognised, which 
makes for physiological activity of a compound in 
the living cell, and which is only reflected dis- 
tortedly in the formulæ we.,can construct or the 
physicochemical properties we can measure. 


DERMATOMYOSITIS 


One of the many conditions linking dermatology 
to internal medicine is dermatomyositis. Originally 
described by WAGNER? in 1863, its. present name 
was suggested by UNVERRICHT? in 1891; but it 
is only within the last decade that it has attracted 
the interest of the general physician. 

_ The course varies from acute to chronic. After 
a gradual onset (with such prodromata as transient 


erythema and Raynaud’s phenomena) cosdema, 


dermatitis, and non-suppurative polymyositis make 
their appearance. The face is commonly affected 
first and later the flexors of the elbows and knees, 
and the muscles of the buttocks, neck, and belly. 
In severe cases there is muscular pain, weakness, 
and rigidity, and occasionally deglutition and 
phonation are impaired. The skin overlying the 
affected muscles shows a peculiar heliotrope 
exanthem combined with cdema. The duration 
of this active phase varies ; in chronic cases it is 
often followed by a period of apparent improve- 
ment, but later there are persistent skin changes, 
including telangiectatic erythema, pigmentation, 
atrophy, and sclerosis. As DowLme and 
FREUDENTHAL ® have pointed out, these changes 
spread from the face to the neck and scalp, to the 
shoulders and the extensor surfaces of the arms 
and forearms; and at the same time contractures 
develop in the affected muscles. In the active 
phase fever, moderate leucocytosis, and occasionally 
splenomegaly give support to the hypothesis that 
the disease is infective. Naturally enough the 
condition found shows minor variations; some- 
times dermatitis predominates, and sometimes 
myositis. The case reported by Drs. HENDRY and 
ANDERSON in our present issue is one in which 
muscular weakness and rigidity were the striking 
features. Likewise there are all grades of severity. 
The general case-mortality is about 50 per cent. ; 
some patients die in the active phase but most 
fall victim to intercurrent infection when the 
disease has become chronic. Sometimes recovery 
has taken place without permanent muscular or 
cutaneous damage (GRay and WEBER 4). 

The nature of dermatomyositis is unknown, but 
opinion has favoured the notion that it is of 
infective origin. The histological appearances 
of the skin and muscle are consonant ‘with this 
idea, for they show changes no more specific than 
focal cellular infiltration, edema, and degeneration. 
In view of this ignorance the paper by Drs. SHELDON, 
Youna, and DYKE appearing on p. 82 is of 
particular interest. They describe the case of a 
boy of 17 who died after an illness lasting six months 


1 Wagner, E., Arch. Heilk. 1863, 28 Ae 
2 Unverricht, H. *Disch. med. Wschr. 41881. 
3 Dowling, G. B., and Freudenthal, W., Brit. J. Dam Syph. 
1938, 50, 519. 
‘Gray, A. M. H., and Weber, F. P., Ibid, 1924, 36, 544. 
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accompanied by œdema, muscular pains, and facial 
erythema: post-mortem examination showed a 
reticulosis (reticulo-endotheliosis), with lesions in 
the mediastinum, liver, and spleen, together with 
cedema of the muscles and diffuse infiltration with 
plasma-cells and ‘histiocytes. SHELDON and his 
colleagues suggest that dermatomyositis may be a 
clinical manifestation of reticulosis; but it is 
perhaps doubtful whether this conclusion can be 
maintained on the evidence furnished by this one 
case and the two others cited. An alternative 
explanation is that these three patients did not 
suffer from dermatomyositis, sensu stricto, but 


rather from an acute reticulosis in which the | 


muscles were affected. 


CHILDREN FIRST 


A BIG step forward in the preparation of this 
country to meet air attacks has been taken this 
week. On Monday lists were issued showing which 
areas are officially considered relatively dangerous 
and which are considered relatively safe, and the 
sanitary districts of England and Wales are placed 
in three categories: first, evacuation areas from 
which children (and a proportion of adults) should 
be removed ; secondly, reception areas, to which 
they may suitably be transferred; and thirdly, 
neutral areas which need not be evacuated but 
should not receive refugees. On p. 121 it will be 
seen that all the metropolitan and many neighbour- 
ing boroughs of London come under the heading of 
evacuation areas, and some idea of the numbers 
involved will be gained from the statement that 
there are about a million children of school age in 
and around the London administrative county. 
The task now being undertaken by the Ministry 
of Health is to ascertain what accommodation for 
refugees is available in the reception areas, as 
provisionally listed. 

Children, as Mr. ELLIOT says, must come first, 
and the Government is evidently satisfied that 
for the most part they will have to be put in 
houses at present in occupation. Local authorities 
are accordingly asked to survey their districts in 
order to ascertain what accommodation is available 
for school-children evacuated in school units 
(accompanied by a teacher) and for younger ones 
in charge of their mothers or someone else. The 
basis for the estimate will be one person per 
habitable room, and for each house visitors will 
enter in their record books the, number of such 
rooms, the number of residents, and the number 
who could be accommodated on the prescribed 
standard. They must also note whether the home 
conditions are unsuitable for the reception of 
children or adults, whether the householder is 
willing to take charge of unaccompanied children, 
the number of additional mattresses required, and 
any arrangements that the householder has made 
for the reception of relatives or others. House- 
holders may be told that those who do not accom- 
modate children may be required to take other 
persons. Many householders would not be capable 
of undertaking the care of children—for instance 
old and infirm people living alone and those who 
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have to be out at work all day—and here there will 
clearly be plenty of opportunity for voluntary 
effort in looking after the children out of school 
hours. At farms allowance must be made for the 
necessity in wartime of housing additional labour 
in order to increase agricultural production. Local 
authorities are asked to make suggestions for the 
use of empty houses and other buildings, such as 
hotels and boarding-houses, which might provide 
accommodation for large numbers, schools being 
excepted. Potential or existing facilities in camps 
and héstels must also be noted. Should an emer- 
gency arise school-children will as far as possible 
be moved school by school, and will be accompanied 
by teachers or other helpers up to a maximum of 
about one per ten children. Householders will be 
paid 10s. 6d. a week for board and lodging where 
one school-child is taken, or 8s. 6d. a week for each 
child where there is more than one. Children 
under school age will be accompanied by their 
mother or some other responsible person. For 
these householders will be asked to provide lodging 
only, and will be paid 5s. a week for each adult and 
3s. a week for each child. The Government will 
arrange for the necéssary transport and for 
increased supplies at the local shops, and the 
Board of Education has under consideration 
the measures that must be taken for continuing 
the education of the displaced children. 

The epidemiological repercussions of removing 
large numbers of children from cities to rural areas 
are difficult to foretell: There is, of course, much 
to be said in favour of keeping together mothers 
and their children of pre-school age, as well as of 
dispersing them as widely as possible. Accommo- 
dation in private houses seems the best way of 
dealing with this group. In the case of school- 
children, however, the situation is somewhat 
different. There would be great administrative 
advantages in providing for them fairly large-scale 


PAY-BEDS IN GENERAL. WARDS 


[san. 14, 1939 99 


accommodation in camps and hostels under the care 
of teachers and other helpers. Also there are 
many small country houses that would willingly 
be offered and would comfortably take thirty or 
forty children, with three or four teachers, although 
on a strict count of their rooms their assignment 
would be much smaller. Where substantial numbers 
were grouped together, educational facilities could 
be more satisfactorily arranged, feeding would be 
easier, and supervision, medical and other, would 
be simplified. Indeed the evacuation of school- 
children to an area where they would be cared for 
in a school camp, in the neighbourhood of 
which the mothers and pre-school children could 
be billeted, would seem to be an ideal arrangement. 
Systematic immunisation should banish the risk 
of such diseases as smallpox and diphtheria, and 
adequate spacing of beds in dormitories would 
help to keep droplet infections within manageable 
proportions. Hospital accommodation and labora- 
tory facilities would be a necessary part of any 
scheme of evacuation, and local public health 
staffs would have to be greatly strengthened. The 
concentration of children in school camps would 
make for the more efficient utilisation of all 
categories of staff. 

It is easy to ask local authorities to make surveys 
and to promise to pay householders certain sums 
for every lodger received by them should an 
emergency arise. It is more difficult to prepare a 
really constructive scheme of evacuation and 
temporary settlement for large numbers of people. 
For one thing such a scheme would involve capital 
expenditure, and until it is recognised that air-raid 
precautions are just as much part of our national 
defence as is the provision of weapons of offence 
we shall not get anywhere. Itis right that we should 
have our surveys ; they are a necessary first step. 
But we shall need something more than that if 
the anxieties of the nation are to be allayed. 


ANNOTATIONS 


PAY-BEDS IN GENERAL WARDS 


VOLUNTARY hospitals now expect in-patients to 
contribute towards their keep according to their 
means, and in 1937 about a third of the total income 
of the London voluntary hospitals was derived from 
this source. Those who can afford it are charged 
the full cost of their maintenance, which in London 
general hospitals ranges from £3 lls. 10d. a week at 
University College to £5 lls. 10d. at Guy’s, and there 
is usually an income limit of about £400 a year 
beyond which patients are admitted only in excep- 
tional circumstances. At Guy’s forty curtained 
cubicles are now being reserved in the general wards 
for patients who can pay for their keep but whose 
incomes do not exceed £275 for single people, £325 
for married people, and £450 for married people with 
children. Most wards have two cubicles and some, 
including the maternity ward, have four. Patients 
must satisfy the inquiry officer that their income does 
fall within these limits and must sign a statement to 
that effect. The charge is five guineas a week, which 
includes all special investigations, and there are no 
medical or surgical fees. For teaching purposes 
cubicle patients may be demonstrated to students in 


the same way as those in the general beds, and they 
must conform to the ordinary rules of the hospital, 
except that they are allowed visitors every evening 
instead of only on specified days. Those whose 
income exceeds the limit for the cubicles are admitted 
to the paying block, Nuffield House, where the 
minimum charge is six guineas a week and where 
fees are of course charged for medical attendance 
and investigations. 


PROGESTERONE AND THE ADRENAL 


ALTHOUGH in certain species pseudo-pregnancy 
tends to prevent adrenal insufficiency, attempts to 
prolong the life of adrenalectomised animals by 
giving them progesterone have hitherto failed. Now, 
Gaunt and Hays! report that they have succeeded 
in maintaining adrenalectomised ferrets for a month 
by injections of progesterone in doses of 0-5-5 mg. 
daily ; the animals died when injections were dis- 
continued. Whether the failure of previous experi- 
ments was due to inadequate dosage or whether the 
ferret reacts differently from other animals is still 
to be determined. A difference in the behaviour of 


1 Gaunt, R.,and Hays, H. W., Science, Dec. 16, 1938, p. 576. 
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species is an important factor in experimental work ; 
thus the adrenalectomised marmot dies in hypo- 
glycemia, but with normal values for serum sodium, 
chloride, and potassium. In Addison’s disease, 
even of severe degree, menstruation may continue 
normally; but pregnancy is comparatively rare 
though it may go on to term. The history given by 
women patients may reveal that some features of 
the disease appeared in a recent pregnancy but dis- 
appeared again after parturition. This, however, 
suggests an added strain on the adrenals during 
pregnancy rather than benefit from a persistent 
corpus luteum. In some animals, it may be noted, 
the adrenal cortex hypertrophies during pregnancy. 

The isolation of corticosterone from the adrenal 
(Reichstein,? Kendall *) and the subsequent synthesis 
of desoxycorticosterone (Steiger and ‘Reichstein ĉ), 
potent for adrenalectomised animals and in Addison’s 
disease, have some bearing on the above experi- 
ments, since both compounds, are closely related 
chemically to progesterone. A substance having 
progestational effects was obtained from the adrenal 
gland by Engelhart ê in 1930, the work being con- 
firmed by Callow and Parkes in 1936.7 Beall ® has 
isolated progesterone from the adrenal cortex, and 
we understand that de Fremery and his collaborators 
have shown that desoxycorticosterone has a pro- 
gesterone-like action in the rabbit. Whether the 
experimental work of Gaunt and Hays will have a 
therapeutic application is perhaps doubtful. On a 
basis of weight the daily dosage of progesterone 
required by man would be in the neighbourhood of 
10-50 mg., and progesterone is even more expensive 
than cortin or desoxycorticosterone. The possibilities 
of oral therapy are suggested by the fact that 
chemically related compounds of progesterone are 
active by mouth (Miescher and Kagi®), The whole 
subject is in a fascinating phase. . 


= NON-TROPICAL SPRUE 


ALTHOUGH the main abnormality of nutrition in 
non-tropical sprue is the steatorrhea, further analysis 
shows, according to Brull, Lambrechts, and Barac?° 
of Liége, that there are multiple deficiencies in 
absorption of vitamins, These are not primary but 
possibly result from a more or less generalised 
deficiency of digestive secretions leading to mal- 
absorption. The researches of these and other 
authors have failed to reveal the essential mechanism 
of any such deficiency, which must be a manifestation 
of deeper biological processes of which we are ignorant. 
That these processes are fundamental is suggested 
by the differences seen between closely related con- 
ditions. For example, although the anemia associated 
with sprue appears very like that of pernicious 
anemia and responds to similar replacement therapy, 
subacute combined degeneration of the cord is 
associated with pernicious anemia but is almost 
unknown with the anemia of sprue. Further, the 
prognosis of tropical sprue is relatively favourable and 
that of non-tropical sprue ultimately unfavourable, 
the tropical variety has a peculiar geographical and 
possibly racial distribution, and osteoporosis, which 
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is associated with idiopathic steatorrhea, is an 
uncommon development in tropical sprue. Such 
differences and peculiarities may depend on funda- 
mental factors, and further research may more clearly 
illuminate not only these particular disorders but 
also the essential mechanisms of normal nutrition. 


CLIMATE AND MORTALITY IN THE U.S.A. 


IN two detailed statistical studies based upon the 
death-rates registered in the United States in 1921-30, 
Herrington and Moriyama! have analysed the associa- 
tion between the mortality attributed to a number of 
metabolic diseases, and to certain diseases of the 
cardiovascular and renal systems, and the mortality 
attributed to various climatic and socio-economic 
factors, The former group comprises five causes of 
death—namely, diabetes mellitus, pernicious anzmia, 
exophthalmic goitre, Addison’s disease, and leukemia. 
A fairly close association has previously been 
observed in the United States between diabetes 
mortality and climate, but by appropriate correction 
for recognised socio-economic influences the present 
authors cast doubt on claims as to the réle of climate 
per se in the specific etiology of the disease. Their 
socio-economic factors seem to be of much greater 
importance and reflect the frequently observed 
relationship between urban prosperity and the 
incidence of diabetes, At the same time there is 
some residual relationship between diabetes mortality 
and lowered normal temperature and increased wind. 
movement. This association they believe can be 
explained in terms of the cardiovascular complications 
and intercurrent respiratory infections to which the 
diabetic is predisposed. These secondary causes 
are unfavourably influenced by rigorous climates 
and they affect the diabetes death-rate through 
the precedence of diabetes in mortality tabulations. 
Pernicious anæmia and leukæmia also show a division 
of influence between climate and economic factors, 
in which the latter are again of predominant import- 
ance, On the other hand their rates tend to rise 
with prosperous rural conditions in contrast to the 
mainly urban associations of diabetes. Though 
some economic factors are likewise the dominant 
influence in exophthalmic goitre, with an increasing 
incidence in urban life, there is a considerable increase 
in the death-rate from this cause in cold and unstable 
climates. This may be the result of a stimulating 
climate, but the high rates come mainly, it is noted, 
from areas in which colloid goitre is common, The 
lowest degree of association with climate and economics 
conditions is shown by Addison’s disease, which 
however tends to show higher rates in the colder 
regions, With circulatory diseases, chronic nephritis, 
and cerebral hemorrhage economic factors once more 
predominate over the climatic. On the other hand 
angina pectoris is more affected by climate than by 
social conditions, the unfavourable environment being 
one which is stable but cold and damp. 

From these results Herrington and Moriyama 
are led to reject the conclusion of C. A. Mills ® that 
“a whipping up of the activity of the glands of 
internal secretion . . . seems to answer the question 
as to how weather fluctuation affects the human 
body.’ The observed association of these causes of 
death with climatic conditions can be largely explained, 
according to their results, in terms of the underlying 
geographical differences in social conditions; and 
the relatively small fraction of the total geographic 
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variation associated with climate can also be accounted 
for by the direct influence of severe winter climates 
on the circulatory system and their association with 
intercurrent respiratory infections. The climatic 
factors found to be associated with these causes of 
mortality are, in fact, mainly cold and damp rather 
than stormy and variable influences. 


LAW OF FOOD AND DRUGS 


THE important new code of food and drugs law, 
which came into force last October, not only con- 
solidated the old statutes but also made some by no 
means negligible changes. Section 6 (2), for instance, 
aimed at misleading advertisements, was a wise 
addition recommended by the Departmental Com- 
mittee on the Composition and Description of Food 
and is specifically applied to drugs as well as food. 
A new book 1 by Mr. Jennings and Mr. Cole contains 
the text of the code and an admirable commentary. 
For those who have been accustomed to the enact- 
ments now superseded there are excellent notes 
explaining the changes. There are also judicious 
summaries of the case law, particularly in connexion 
with the sale of unsound food and the technical 
pleading of warranties in defence. The law relating 
to poisons and dangerous drugs, being outside the 
1938 code, is outside the volume under review. 
Within its own limits the book is a reasonably com- 
plete guide for medical officers of health or others 
interested in this branch of public health. 

This is no hack work by unemployed members of 
the Inns of Court. The two authors are well equipped. 
Mr. Cole was properly grounded in public health and 
local government law in Whitehall; he migrated to 
undertake important duties under the London County 
Council. The new Act, except for its provisions about 
markets, slaughter-houses, and cold-air stores, applies 
to London, and Mr. Cole has himself been added to 
the band of experts who officially constitute the 
Local Government and Public Health Consolidation 
Committee. Mr. Jennings is a writer of growing 
reputation in the field of constitutional law and local 
administration. He has already produced similar 
volumes on the two other codes (the Local Govern- 
ment Act of 1933 and the Public Health Act of 1936) 
which we owe to the indefatigable labours of the 
consolidation committee. Two small criticisms may 
be permitted. First, where a statute is divided (as 
is the Food and Drugs Act, 1938) into numbered 
parts and the draftsman occasionally mentions a 
part by its number, it is a convenience to have on 
every page of the text of the Act a shoulder-note 
showing ‘Part I,” “Part II,” and so on. This 
useful signpost has at last been provided in the 
King’s printer’s copies of statutes. Secondly, if we 
really must have legislation by reference even in 
what purports to be a self-contained code like the 
1938 Act, we are not any the more easily reconciled 
to commentary by reference. The draftsmen members 
of the consolidation committee could not resist the 
temptation to incorporate in the 1938 Act twenty-five 
clauses from the Public Health Act. This saved 
perhaps nine pages—no great matter in a statute of 
nearly a hundred pages. The result is that the reader 
not only does not get those clauses in the book under 
review but is also deprived of the authors’ comments 
thereon. It is all very well to invite him to consult 
Mr. Jennings’s companion volume. He may feel 


1? The Law of Food and Drugs, 1938. By W. Ivor Jennings, 
barrister-at-law: and G. J. Cole, parliamentary assistant, London 
County Council. London: Charles Knight and Co. 1938. 
Pp. 236. 25s. 


disappointed that the book he has bought, though 
of the nature, substance, and quality, is not of the 
full quantity demanded. If this can be remedied in 
the next edition, we shall have little left to criticise. 


SEBORRHCEIC DERMATITIS 


ALTHOUGH the part played by bacteria in the 
pathogenesis of seborrhwa and seborrheic dermatitis 
is still the main thesis of most lecturers on the subject, 
there are other factors which are likely to employ. 
the efforts of the biochemist for a long time to come. 
The possible influence of vitamin deprivation, for 
instance, is very much in the picture. Some labora- 
tory experiments on animals by György two years ago 
seemed to inculpate deficiency of vitamin-H (B,) as the 
primary cause. A. V. von Kibed,! however, has been 
unable to confirm Gyérgy’s contention in the human 
subject, but he maintains that in the more severe 
forms of the condition the alimentary system is 
involved with the skin and is not in a fit state to 
absorb the vitamin even if it is being taken in 
adequate amount. He quotes case-histories to 
support his view that there is almost always an 
associated intestinal disorder with reduction or 
absence of gastric hydrochloric acid, and points out 
that as the alimentary symptoms improve the skin 
also tends to clear up. It follows that every case of 
seborrheic dermatitis demands individual study, and 
that no specific therapeutic measure is likely to be 
discovered. Treatment should therefore be directed 
towards improving digestion and elimination, and 
will include attention to accessible foci of infection, 
regulation of bowel action without the use of irritating 
laxatives, and a digestible diet rich not only in 
vitamin B, but in all the essential vitamins. Von 
Kibed recommends small doses of brewer’s yeast 
before breakfast, milk and rusks, liver in various 
forms, orange and lemon juice, sour milk (yoghurt), 
kidneys, cheese, and cod-liver oil. He has found a 
new preparation, Desensin, containing various 
vitamins and sulphur, a useful substitute for the 
yeast and cod-liver oil. He makes no mention of 
local applications, but no experienced therapeutist 
would withhold sulphur in lotion, paste, or ointment 
form, and in chronic cases ultra-violet rays, both 
natural and artificial, sometimes have a marvellous 
effect. 


HORMONES AND LACTATION 


A SHORT time ago it appeared that the central 
problem of lactation had been solved and that a 
special hormone made by the anterior lobe of the 
pituitary gland was the stimulus essential for the 
initiation and maintenance of milk secretion. This 
hormone, to which the name prolactin has been given, 
happens to have the property of causing growthof the 
crop-gland of the pigeon, and this affords a con- 
venient method of assay. On this basis standardised 
lactogenic extracts are available and have even come 
into clinical use in a limited way. Unfortunately, 
however, as was shown in a review by Folley last 
autumn,? the control of lactation is not as simple 
as it seemed, and there has been more and more 
evidence that comparatively pure preparations of 
prolactin may be less effective than crude anterior- 
lobe extracts in stimulating milk secretion. Folley 
and Young’ have now confirmed this finding and 
have also investigated the effects of various extracts 
upon cows in declining lactation. Single injections 
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_of a crude saline extract of fresh anterior-pituitary 
gland, and of prolactin and thyrotropic preparations 
prepared at low temperature from fresh gland, 
always increased the yield of milk considerably for 
five or six days, and only slight changes were found 
in its composition. Prolactin prepared at room 
temperature from commercial acetone-desiccated 
anterior-lobe tissue had no influence upon the yield 
or composition of the milk when given in doses that 
were. equivalent to those of the fresh-gland extract 
as judged by the pigeon crop-gland test. On the 
other hand the daily injection of very large doses of 
prolactin prepared from dried gland led to a sub- 
stantial and prolonged increase in milk volume with 
certain minor changes in composition. Evidently pro- 
lactin—defined strictly as the anterior-pituitary secre- 
tion that stimulates growth of the pigeon crop-gland— 
is not the only lactogenic substance in the hypophysis 
and its effects on lactation are by no means parallel 
with its effects on the crop-gland.. Folley and Young 
suggest that the lactogenic activities of the extracts 
they used were more or less paralleled by their 
glycotropic activities. A thyrotropic preparation 
from fresh pituitary gland was found to be lactogenic 
in the lactating cow although it did not stimulate 
the growth of the pigeon crop-gland, but comparable 
doses of similar preparations made from dried gland 
did not affect milk volume or composition. From the 
clinical standpoint these results are somewhat dis- 
appointing, for they mean that the most efficient 
lactogenic extracts have other actions, of which 
the most worrying, with the cruder saline preparations, 
is a tendency to anti-insulin effects. Very likely 
this would be of little consequence to dairy stock, 
and to encourage the agricultural interests Folley 
and Young show that the extra milk secreted under 
the influence of crude saline extracts of pituitary 
glands could be sold for about a third more than the 
cost of glands used. Moreover the processes of 
preparation could be simplified and cheapened so 
that on a large scale the margin of profit would be 
greater. 


RAPID STAINING OF RICKETTSIA WITH 
THIONIN 


THE inability of rickettsia to grow on cell-free 
media deprives the bacteriologist of one of his most 
valuable methods of demonstrating the presence of 
micro-organisms. He has therefore to fall back on 
morphological examination and animal inoculation. 
For demonstrating rickettsial bodies microscopically 
the relatively time-consuming method of Giemsa was 
first used. In 1930, however, Castaneda introduced a 
much simpler stain consisting of a buffered and 
formolised solution of methylene-blue. Laigret and 
Auburtin! now find that rickettsis can be demon- 
strated quite satisfactorily by ordinary carbol- 
thionin, provided over-staining is avoided. A 
saturated solution of thionin is prepared in distilled 
water, and is treated with 10 per cent. caustic soda. 
The precipitate is collected, washed with water till 
neutral, and dissolved in a 2 per cent. aqueous solution 
of phenol. The dye can be used fresh, but it improves 
on keeping. Films of the material to be examined 
are fixed in absolute alcohol, and stained in filtered 
carbol-thionin for 30-50 seconds. The preparation 
is washed for 2-3 seconds in absolute alcohol, and 
then in xylol. It is examined in the usual way by 
an oil-immersion lens. Blood-cells are coloured 
bluish green. Cell nuclei are dark violet. The 
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cytoplasm is a very pale violet. Rickettsial bodies 
in the cytoplasm are stained a dark violet like the 
nuclei. Extracellular rickettsia stand out clearly 
against the unstained, background of the prepara- 
tion. Numerous comparisons have been made 
between films stained with carbol-thionin and with 
Giemsa. The results with carbol-thionin have 
always been as good as, or better than, those with 
Giemsa, and in no instance have rickettsie been 
demonstrated in a Giemsa film when they were 
absent from a thionin film, though the reverse has 
sometimes been found. The simplicity of this method 
entitles it to further trial. 


PSYCHOLOGY AND PSYCHIATRY 


Dr. André Repond, at the psychiatric section of 
the Royal Society of Medicine on Jan. 10, spoke of 
the profound influence on present-day psychiatry 
exerted by classical psychology, an essentially 
metaphysical part of philosophy. Even resolutely 
materialist schools of psychiatry still make use of 
old metaphysical ideas and pre-logical thinking has by 
no means been eliminated. The influence of modern 
psychology is hard to assess, because there have been 
so many schools and systems, each opposed to the 
others. Psychiatry in the past hundred years has 
passed through three phases, each having its own 
principle of research. The first was dominated by 
semi-philosophical psychological theories: this was 
especially the case in Germany. An inevitable 
reaction occurred at the time when the pathology of 
the brain began to be studied: ‘‘ very soon,” Dr. 
Repond remarked, ‘“‘ psychology became obsolete, 
the soul was nothing more, the brain everything.” 
These views however led, by way of the discoveries 
in cerebral localisation, to psychological advances, 
chiefly associationism. Cerebral physiology, in this 
century, emphasised the part played by the whole 
nervous system (and probably the whole: organism) 
in localised disturbances, and thereby promoted a 
rehabilitation of psychological theories and methods, 
which are now studied independently. ‘‘ Better 
still,” he added, “the functional dynamic study of 
the psycho-physiological personality taken as a whole 
has outlived the purely static anatomical conception.” 
This he illustrated in the explanations offered for 
psychopathic constitution. Concurrently with the 
phase of cerebral pathology, independent studies in 
psychology and psychopathology were going on, as 
among the hypnotists and in the Charcot school. 
The third phase of development was dominated by 
Kraepelin. Clinical methods were used, but the 
investigation of psychological criteria was systematic- 
ally neglected, almost banished ; hence, perhaps, the 
failure of Kraepelin’s principles of classification. 
More recently, under the influence of psycho-analysis, 
of some modern systems of philosophy, and of the 
progress of psychology, it looked as if the phase of 
clinical predominance was passing, though anatomical, 
genetic, and philosophical factors are at work, divid- 
ing the field as in the past. Psychiatrists, as a group, 
are suspicious of the philosophical attitude, and still 
try to solve their problems in a strictly medical, if 
not clinical, manner. But psychiatry is too large for 
this framework ; and the extreme importance of its 
work and discoveries, with their countless reper- | 
cussions in the whole field of human activity, gives 
it a dignity which few other sciences could claim, 
Psychiatrists must recognise the philosophical nature 
of their fundamental problems. Physicians at present 
get from their training a mental attitude too definitely 
biased towards natural science. Scientific investiga- 
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tion of psychological phenomena has its limits; 
intuitive penetration is needed too. After a brief 
outline of the psychological systems and methods 
which psychiatry can use for research, classification, 
prognosis, and treatment, Dr. Repond said that these 
systems were convergent and complementary ; 
psycho-analysis however must be recognised as 
having played a larger part in clinical psychiatry 
than all the rest together. In the last two years 
psychopathological methods had suffered a setback, 
through the introduction of insulin treatment for 
schizophrenia ; Dr. Repond could see useful methods 
and conceptions being discarded in favour of empirical 
(and rather brutal) treatments because the latter 
looked like efficient medicine. 


SUDDEN DEATH 


Few things are more disconcerting to the doctor 
or more unfairly damaging to his professional reputa- 
tion than unexpected deaths among his patients. 
Farber! discusses from the point of view of the 
pathologist the causes of sudden death in infants 
and children who were thought to be in good health 
or suffering from diseases in which a fatal issue was 
not foreseen. Congenital abnormalities of the cardio- 
vascular system and their sequele are among the 
commonest post-mortem findings. Undiagnosed lobar 
pneumonia of several days’ duration is sometimes 
found and clinicians who know how silent this disease 
may be in its early stages will not agree with Farber’s 
view that these cases must have given rise to 
Symptoms and signs which had been missed or 
ignored. Certain grave but correctly diagnosed 
diseases may terminate abruptly as a result of unpre- 
dictable catastrophes. Thus, hemorrhage may occur 
in brain tumours, or hemopericardium follow rupture 
of a myocardial abscess in cases of staphylococcal 
pyemia, Fulminating bacteremia occasionally causes 
rapid death, and Farber describes one case of sus- 


pected camphor poisoning in which death was due to , 


influenzal meningitis. Hyperplasia of the islets of 


Langerhans leading to death probably from hypo-. 


glycemia has been recorded and the possibility of a 
hyperactive carotid-sinus reflex—Farber quotes a 
suggestive case—must be borne in mind. Farber 
doubts whether status lympliaticus or foetal atelec- 
tasis per se should be regarded as a sufficient cause 
of death. From a different angle Brisard ? discusses 
the same question and cites a number of cases of 
sudden death in patients of various ages in whom 
some medical or surgical procedure, usually of a 
trivial nature, had been contemplated but not actually 
performed. He points out that had death followed 
the minor operation it would almost certainly have 
been blamed for the disaster. Moreover the doctor 
himself might have formed an entirely erroneous 
impression of the danger of the operation. 


MEDICAL WORK OF THE LEAGUE OF NATIONS 


Tue health organisation of the League of Nations 
issues a number of publications of which the most 
important are the Weekly Epidemiological Record, 
which contains information on epidemic diseases, and 
the Bulletin of the Health Organisation, which is 
published six times a year and contains various 
technical reports prepared for the health organisation 
either by its expert committees or by individuals. 
In addition there are monthly and annual Epidemio- 
logical Reports and the reports of the health committee 
to the council of the League. 


1 Farber, S., New Engl. J. Med. Nov. 24, 1938, p. 836. 
2 Brisard, C., Arch. Med. leg. Ident. (Rio de Janeiro), 1938, 
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Although the information section of the secretariat 
of the League has issued various articles and pamphlets 
in the past, it has been felt for some time that 
insufficient publicity has been given to the work of 
the health organisation. At the meeting of the 
Assembly last September the French delegate proposed 
that further steps should be taken to meet this need. 
His proposal was warmly supported by Mr. R. H. 
Bernays, as British delegate, and the assembly of 
the League adopted the proposal. Accordingly on 
Jan. 1 there was issued the first number of the 
Chronicle of the Health Organisation, which is designed 
to keep informed the medical and technical press 
and doctors, scientists, and other people interested 
in the work of the health organisation. It will appear 
twice a month and this first number contains some 
five pages on the important work done by the health 
organisation on biological standardisation and three 
pages of notes on its activities during the last quarter 
of 1938. The latter section gives an idea of the 
diverse fields of activity covered and touches on such 
varied subjects as the recent Decennial Conference 
for the Revision of Nomenclature of Causes of Death, 
which met in Paris in October; consultations on 
medicosocial policy in rural areas and on health 
indices and rural planning, which met at Geneva ; 
an expert committee on bilharziasis, which has 
submitted a report on international collaboration in 
this subject to the health committee ; and the anti- 
epidemic work of the League in China. 

The birth of this new publication coincides with 
the announcement that for reasons of economy the 


. health section of the League is to be amalgamated 


with the two sections dealing with opium and with 
social questions. We must hope that neither the 
League nor its medical work will permanently suffer 
through the changes that are being made. 


Mr. JAMES RUTHERFORD MORISON, emeritus pro- 
fessor of surgery in the University of Durham, died 
on Monday at Newcastle-on-Tyne, aged 85 years. 


ACCORDING to the Deutsche Medizinische Wochen- 
schrift for Jan. 6 (p. 34) the German minister for 
home affairs has announced that the course for 
medical students is to be reduced to ten half-years. 
This will increase the need for house appointments 
(Praktikantenstellen) for students who have reached 
the end of the curriculum, A paragraph in the 


Münchener Medizinische Wochenschrift of Dec. 9 


(p. 1935) which announced that at Easter, 1939, the 
amount of practical work done by the medical 
student would be increased, that compulsory lectures 
on the history of medicine and on eugenics would 
be added to the curriculum, and that more emphasis 
would be laid on industrial medicine, also stated 
that it was hoped to replace unpaid house appoint- 
ments by salaried clinical assistantships. 


Mr. ALAN Brews will deliver the second William 
Blair-Bell lecture at the house of the Royal College 
of Obstetricians and Gynecologists, 58, Queen Anne 
Street, London, W.1, at 5.30 P.M. on Friday, Jan. 27. 
He will speak on hydatidiform mole and chorion- 
epithelioma. 


Tne Lancet Index and Title-page to Vol. II, 1938, 
which was completed with the issue of Dec. 31, is now 
in preparation. A copy will be sent gratis to sub- 
scribers on receipt of a post card addressed to the 
Manager of Tne Lancet, 7, Adam Street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 


r 
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THE AIR-RAID 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mircurner, C.B.E., T.D., F.R.C.S., and E. M. Cowen, D.S.O., T.D.; F.R.C.S. 


II—EFFECTS OF AIR ATTACK 


A MODERN air force has squadrons of heavy 
bombers capable of long-range flights at a height of 
20,000 ft. and at a speed of 250 or more miles per 
hour, carrying 2-4 tons of bombs, and of medium 
bombers, which are much faster, can fly at 25,000 
ft., and can carry a load up to 1 ton. Composite 
formations of 27-36 machines—i.e., 
squadrons—may be expected to arrive at such a 
height that they are almost invisible to the naked 
eye, even on a clear day. They can shut off their 
engines and approach their target under cover of 
clouds, swooping down with immense speed and 
completely surprising their victims. Repeated raids 
on the same locality are to be expected. In Spain 
the main raid often takes place perhaps an hour 
after the first and after the “all clear ” signal has 
been given, when normal life is being resumed. In 
Barcelona two distinct types of air-raids are recog- 
nised: the ‘ objective” raid, in which machines 
generally arrive at regular hours to bomb definite 
military targets, such as docks and barracks; and 
the “terror ” raid, in which machines either swoop 
down to attack crowded streets by day or arrive 
suddenly at night to interrupt the civil population 


at their pleasures or to disturb their night’s rest. . 


Owing to the position of their base, the machines 
can approach from over the sea at a great height, 
swooping down silently on to the unsuspecting city. 
The first warning is often the first exploding bomb. 


TYPES OF BOMBS 


Three types of bomb may be used for inflicting 
damage on the civil population: high-explosive, 
incendiary, and gas. Occasionally machine-gun fire 
has been directed on trains or refugees crowding along 
roads. This is not likely to happen in this country, 
where a well-organised defence against low-flying 
aircraft exists. 

High-explosive bombs vary in size from 100 to 
500 lb. and are generally fitted with either a delayed- 
action percussion-fuse, enabling them to penetrate a 
tal] building as far as the ground floor before exploding, 
or a contact-fuse bursting higher up. Occasionally 
bombs of 1000 kg. (= 1 ton) have been used. Some of 
the bombs used in Spain contain high explosive alone, 
whereas others contain shrapnel also. One type of 
bomb explodes on contact with the ground and makes 
a funnel-shaped pit, whose diameter and depth 
depend on its weight. Experts in Spain describe the 
following effects of bombs with delayed-action fuses :— 


$ en Penetration, depending on the weight of the 
om 

(2) Explosion, the action of the fuse transforming 
the explosive material into gases. 

(3) Destruction, spreading in a spherical manner, 
with the radius varying from 50 to 100 yards. 

(4) Projection of fragments and shrapnel, up to 
1200 yards. 

(5) Blast or pressure. 

(6) Suction or aspiration, following (5) and pro- 
ducing an even greater effect. 

(7) Commotion of the ground, like an earthquake. 

(8) Fire, if there are inflammable materials near. 


Casualties are due to people being trapped by 
falling masonry or injured in the resulting fires, to 


three or four ° 


blast, or to flying glass or fragments of the bomb. 
No protection can be provided for a building against 
a direct hit. Air bombs generally fall obliquely 
and enter the building through one of the upper 
storeys. 

If the bomb falls in a narrow street, the blast will 
kill without actually wounding. Casualties are picked 
up dead, without apparent wounds, and only showing 
blood-stained fluid trickling from the mouth or nose. 
Post mortem the lungs are found to be torn. The 
effect of blast on brick buildings is momentarily to 
push the walls in and then to suck them out so that 
the entire structure comes down. In steel-frame 
buildings the walls are affected in the same way, 
leaving the floors and perhaps the upper parts still 
standing. The steel uprights are twisted but remain 
standing with the floors intact. Ferro-concrete stands 
up best against these effects. A bomb falling on a 
hard surface in an open space will scatter fragments 
with an effective range up to 1200 yards. The casing 
of the bomb bursts into small fragments, usually 
smaller than shell fragments. They are, however, 
impelled by a greater force and in consequence do 
vastly more damage. A fragment the size of a pea, 
with a minute wound of entry, will comminute a bone. 
A publication may shortly be issued by the British 
Government describing the effects of high-explosive 
bombs, as observed from experimental bombing of 
buildings from the air. 

The incendiary Elektron bomb is a 2-lb. bomb 
with a percussion-cap and a core of thermite. It will 
penetrate a tiled roof and begins to burn on the 
first floor it meets, at a temperature of 3000° C. In 


. a very short time, if it is left unattended, a fire is 


started which is difficult to extinguish. The use of 


. incendiary bombs has been discontinued in Spain, 


because the buildings are resistant, the fire services 
are efficient, and so many of the bombs have failed to 
explode. One type of thermite bomb used in Spain 
has a ribbed band at its base which is blown off on 
reaching its destination, allowing the powder to 
escape, blaze, and splutter. It has recently been 
discovered that, if located immediately and covered 
by a fine spray of water pumped by hand from a 
bucket, the bomb and its immediate surroundings 
may be kept cool and no general fire will result. One 
bomber can carry a thousand 1-kg. incendiary bombs 
and scatter them over a belt a hundred yards wide 
and three miles long in about a minute. In a town 
half of these will probably strike buildings and start 
fires. A fireproof paint has recently been described 
which will soon be on the market. 

Gas has not so far been used in Europe in air 
attacks. Both persistent and non-persistent gases 
might be used, either by being dropped in containers 
or as clouds sprayed from the air. Protection, however, 
is easier to obtain than in the case of either high- 
explosive or incendiary bombs. In Great Britain 
each person has his respirator ready, and the public 
is well informed on the matter. A.R.P. schemes 
have been prepared everywhere, and it is unlikely 
that panic would result. 


NUMBERS OF CASUALTIES 


London suffered from air-raids, carried out by 
German aeroplanes, from September, 1917, to May, 
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1918, when improved defence stopped further raids. 
During this period some fifty tons of high-explosive 
bombs were dropped, causing 1415 casualties (435 
killed and 980 wounded—i.e., approximately 1 killed 
to 2 wounded). Analysis of statistics shows that in 
daylight raids there were 75 casualties per ton, as 
against 29 in night raids. It was found that 20-27 per 
cent. of the casualties were due to the defending 
anti-aircraft guns. Very heavy casualties have been 
recorded in air-raids carried out by the Japanese 
against the civil population in China. These are 
perhaps partly due to the initial absence of A.R.P., 
to the way in which Chinese houses are constructed, 
and to panic. In Shanghai one 500-kg. bomb hit a 
large hotel, killing 145 and wounding 200. On another 
occasion a short raid killed 173 and wounded 549. 
In other raids, we have been told, the ratio of killed 
to wounded has been as high as 3 to 1. After the 
first raid on a given city a large section of the com- 
munity evacuated itself and the rest began to adopt 
measures of protection. Fewer casualties resulted 
from the next and subsequent raids, when the 
people had learnt what to do. No definite figures 
are available from Spain, and it is impossible to 
state the number of casualties caused by each ton 
of bombs dropped. Barcelona has probably suffered 
more than any other Spanish town from repeated 
air-raids. From Nov. 20, 1937, to Jan. 26, 1938, 
as a result of eighteen raids, 700 people were killed 
and 700 wounded. In March, 1938, the same city 
was attacked by successive raids over a period lasting 
three days. The resulting casualties were approx- 
imately 1000 killed and at least 3000 wounded. There 
were very few slightly wounded. In early December, 
1938, however, the casualties were remarkably light, 
owing chiefly to fighting machines which intercepted 
and drove off the bombers. 

In England and Wales and the south of Scotland 
any large town may be regarded as a potential target. 
The enemy’s idea will be not only to damage armament 
and other factories and to paralyse essential services, 
but also to inflict as much damage as possible on 
localities where there is a densely packed civil popula- 
tion, terrorising everyone and inspiring panic, hoping 
that public opinion may force the Government to ask 
for peace at any price. With well-organised A.R.P. 
measures, however, it is possible for life to proceed 
almost normally, even in the face of raids continuing 
month after month. In Barcelona the cinemas and 
theatres are still open, the shops continue to trade, 
the streets are thronged with people enjoying the 
sunshine, and more children than usual attend school, 
owing to the influx of refugees. 

Given a hostile formation of, say, thirty-six 
machines operating against a country with effective 
defences, it is unlikely that more than about twenty 
machines will reach their objective. Densely inhabited 
areas, where the population of 30,000—-50,000 per 
square mile has not been evacuated, may expect 
twenty tons of high-explosive bombs in a single raid. 
If fifty casualties result from each ton, then a thousand 
casualties may result, made up of 300 killed and 700 
wounded (600 lying and 100 walking). Such a raid 
would only last about five minutes and might occur 
with very little warning. It might be repeated, 
however, in half an hour’s time or just when the 
“all clear ” signals are being sounded. <A densely 
populated area near important factories might 
therefore expect in one night 2000-3000 casualties. 
Larger formations will probably not be used against 
one objective. Simultaneous raids will undoubtedly 
be made, but at intervals of several miles. 

The number of people injured by fire will depend 
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on the efficiency of the fire and rescue services. Local 
authorities now have many auxiliary fire-engines, 
trailer-machines capable of pumping powerful jets 
of water. The pressure of water in the mains, however, 
will very soon be exhausted if even a few of these 
pumps are in action simultaneously. An alternative 
supply, perhaps involving pumping over long dis- 
tances, must be arranged. The provision of extra 
open-air swimming pools in public parks or even in 
hospital grounds may offer one solution to this 
problem. 

If 25 grammes of “‘ gas ” are needed per square metre, 
75 tons will be required for each square mile. Refer- - 
ence to the accompanying table will show the number 
of machines required to gas London, Berlin, and Paris. 
The figures are given by General N. N. Golovine 
in the Royal Air Force Journal, April, 1936, and 
probably refer to the centres of the cities only. If an 
allowance of 30 per cent. is made for machines which 


REQUISITES FOR GASSING LARGE TOWNS 


Town Area in Tons of | Number of; Number of 
sq. miles gas aircraft | men in crews 
London .. 76 5750 5750 23,000 
Berlin se 37 2750 2750 11,000 
Paris Site 27 2000 2000 8,000 


fail to reach their objective, 8200 machines are 
required to gas London. No country would risk its 
entire air force in one attack but would always have 
at least 75 per cent. in reserve. An air force of such 
magnitude is difficult to visualise, and it would 
seem that on these grounds alone the total and 
simultaneous gassing of a capital city is impossible. 


PROTECTION OF HOSPITALS 


The committee of the international Red Cross 
societies have proposed that in war certain towns 
or localities should be recognised as villes sanitaires 
and be immune from attack. This ideal arrangement 
would be very difficult to put into practice. Several 
reports were published by the 16th International 
Red Cross Conference, London, 1938, on the protection 
of hospital buildings by ground signs. To be visible 
from even 12,000 ft. the red cross must be so large 
that it is impossible to display an adequate sign in 
towns. Above 10,000 ft. the red colour of the cross 
is difficult to distinguish. Even if clearly marked, 
the hospital would not be safe from a bomb aimed at 
an important target anywhere in the vicinity. 

Defence measures will force the bomber to fly 
above 12,000 ft. At this height there is a large error 
in accurate aiming, so that in a large town a hospital 
is just as likely to be hit as a gas works. 

Many raids will take place at night. A complete 
black-out will afford the best protection. All windows 
must be darkened and outside directing lights and 
lights of ambulance cars appropriately dimmed. The 
darkening of windows particularly applies to the 
large windows of operating theatres. 

The best types of buildings for use as dressing 
stations or hospitals in air-raids should have flat 
concrete roofs to resist incendiary bombs and should 
be of ferro-concrete or steel-frame construction with 
light walls. Underground bomb-proof buildings are 
not practicable. A survey of existing hospital 
buildings should now be made and both these points 
studied. Where tiled or slated roofs exist, care should 
be taken to see that ready access is provided by 
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ladders and trap-doors, and that the joists are either 
_ boarded over or covered by sheets of galvanised iron. 
This will. enable the fire squads to deal with any 
incendiary bombs in time to prevent extensive fires. 
As regards the second point, undoubtedly some old 
buildings of brick will be very unsafe if any bombs 
burst in their neighbourhood. Windows may be 
pasted over with cellophane or paper to prevent 
splintering of glass. In Spain some windows are 
‘“ protected ’? by criss-crosses of brown-paper strips. 
No special steps are usually taken in the hospitals. 
All doorways and windows on the ground floor may 
. be protected by sandbags. Another plan is to prepare 
wooden frames fitted to the inside of windows. 
These support panels of dura-steel, which protect 
against the glass splinters and possibly bomb splinters 
also. Walls more than 2 ft. thick will keep out 
fragments. A bomb falling in hospital grounds will 
make a crater and then burst. Fragments are given 
an upward direction of about fifteen degrees, so 
that the ground floor is less likely to be damaged 
than the upper floors. Directly the warning of an 
air-raid is received, all gas, electricity, and water 
should be cut off at the main. Arrangements must 
be made to carry on with alternative or reserve 
supplies till the raid is over. Since this practice has 
been carried out in Barcelona, fewer fires have 
- resulted in buildings actually damaged. Operating 
theatres and wards for serious cases should be located 
on the ground floor or in basements, provided the 
floor above is strong enough. Convalescent and 
walking cases may be put on the upper floors, if 


there is a ready means of exit on the alarm being 


given. Covered trenches in the hospital grounds 
afford the best protection for these people and the 
personnel not actually required to look after serious 
cases. 
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TYPES OF WOUNDS 


Casualties result from falling masonry and debris, 
burns and poisoning from escaping coal-gas, blast 
effects, air-bomb fragments, machine-gun bullets, and 
shrapnel from anti-aircraft guns. The shrapnel ball, 
familiar to many surgeons in the Great War, is now 
replaced by two types of missile, either of which may 
be found as a foreign body in an air-raid casualty 
One type consists of a piece of steel 2} in. long and 
4 in. deep, made so that it packs round the inside of 
the casing of the shell. The other is a metal disc 
} in. thick and the size of a penny. A report has been 
drawn up by Dr. J. Tries, of the Barcelona Clinic 
Hospital, and Dr. Trueta, of the Catalan General 
Hospital, on the casualties resulting in air-raids from 
the collapse of buildings and from shrapnel. The 
mortality due to collapse of buildings is very high 
in spite of the excellent work of the rescue and 
demolition parties—10.per cent. of these patients 
die, but the figure rises to 35 per cent. if those brought 
in dead are included. Of persons wounded by shrapnel 
it is remarked that a quarter of those sustaining 
traumatic amputations die, and 15-6 per cent. of 
those with compound fractures, owing chiefly to 
associated lesions. Operated abdominal wounds 
have given a recovery-rate of 40 per cent. Of patients 
with chest wounds 68 per cent. die from hemorrhage, 
shock, or infection. The general mortality-rate of all 
the wounded admitted alive to all the hospitals of 
Barcelona, including all the lesions from the slightest 
to the most serious, has been 20 per cent. If those 
admitted dead are included, the total figure is about 
45 per cent. The report ends with a note that the 
last figure is necessarily approximate, for on each 
occasion there are dismembered limbs and sacks of 
fragments which are unclassifiable. 
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TESTS FOR THE HEARING OF SPEECH 
BY DEAF PEOPLE 


By Dennis BUTLER Fry, B.A. 


LEOTURER IN PHONETICS, UNIVERSITY COLLEGE, 
LONDON ; AND 


PHYLLIS MARGARET TOOKEY KERRIDGE, 
Ph.D. Lond., M.R.C.P. 


LECTURER IN PHYSIOLOGY, UNIVERSITY COLLEGE, LONDON 


“ACCURATE assessment of the ability of deaf people 
to hear the spoken word is well known to be difficult. 
When distances are large, errors are caused by 
variations in the intensity of the speaker’s voice 
and in the background noise of the room, and by 
reflection from the walls, floor, and ceiling. When 
distances are small, reflections of sound by the 
patient’s head cause further inaccuracies. In truth 
hardly any more information is obtained by any 
ordinary test than is conveyed by a patient’s saying 
whether he has difficulty in hearing: (1) in theatre, 
lecture, or church, (2) in general conversation, (3) 
in conversation with one person, or (4) in conversa- 
tion with one person even when the speaker’s voice 
is raised. Similarly, if a deaf person is fitted with 
a hearing-aid, the most practical estimate of its benefit 
to him is his increase in ability to hear under the 
above categories the voices with which he is familiar, 
after a short period of trial during which he has become 
used to the timbre of the sound conveyed by the 
instrument, 


' (1938). 


Nevertheless there are times when some sort of 
voice test with a more detailed measurable result 
is helpful, as, for example, when deciding between 
possible settings of a tone control on a valve amplifier 
hearing-aid. Such tests can also be used profitably 
to compare the hearing of a person at different 
periods, if other conditions, such as the speaker, 
the room, and the psychological condition of the 
patient, can be kept constant. It is for these 
occasions that the following series of tests have been 
devised. They have been used at the hearing-aid 
clinic at University College Hospital.* 


FORMER TESTS 


Speech tests are already in use for testing the 
fidelity of transmission of speech sounds through 
mechanical apparatus of various designs. For example 


‘in the testing of telephone apparatus, sets of non- 


sense syllables chosen at random are used, these 
sounds being spoken by trained speakers at a regulated 
intensity and recorded by trained listeners. A 
simplified version of these is used for testing the 
hearing of deaf people by I. R. and A. W. G. Ewing 
The British Broadcasting Corporation have 
used lists of words beginning with the same letter 
or group of letters to test the reception of school 
wireless sets. 

The results of work on the transmission of speech 
sounds through telephone apparatus has made it 
clear that it is by no means necessary to hear all the 


* The tests may ps obtained, printed on large varnished 
cards, from Messrs. H. K. Lewis 'and Co., 136, Gower Street, 
London, W.C.1. 
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sounds emitted from the speaker’s mouth in order 
to understand conversation. This is fortunate, 
because perfect transmission of speech sounds through 
any mechanical device is exceedingly difficult. 
Accuracy of 70-80 per cent. in transmission (as 
judged by nonsense syllable tests) is considered 
good and ample for the general intelligibility of 
speech; probably only about half of mechanically 
transmitted conversation is usually heard, although 
it is quite understandable, unless it contains unknown 
proper names or foreign words. 


TYPE OF TEST RECOMMENDED FOR DEAF PEOPLE 


The brain is ordinarily helped by context and 
custom to supply what the ear does not perceive, a 
process so easy that it is commonly unsuspected. 
This being so, although it would be ideal to measure 
the unalloyed hearing of a deaf person, and to give 
him perfect sound reproduction by means of a hearing- 
aid, such a measure would not be of great practical 
significance, and the technical imperfections of the 
instruments have not as serious a consequence as 
they might have. In ordinary life context is so 
valuable that some estimate of an ability to hear 
and guess gives a more practical assessment of 
functional disability or of the benefit derived from 
an amplifying instrument. Context was allowed 
to aid hearing in some tests suggested by Fletcher 
and Steinberg (1929) for use with inferior instruments 
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for the transmission of speech. These 
consist of lists of questions, which are, 
however, too American in their allusions 
to be applied unaltered, to English 
people. We felt that any form of 
question to be answered involved an 
intelligence factor which would com- 
‘plicate the issue unnecessarily. There 
are in fact important differences in the 
requirements of speech tests designed 
to test apparatus on the one hand, 
and the hearing of deaf people for con- 
versation on the other. For the former 
purpose standard articulation and inten- 
‘sity of voice on the speakers’ part are 
important, and tests which cannot be 
memorised even after frequent repetition 
as well as a tcam of trained listeners 
are essential. For deaf people a simple 
short test which takes into consideration 
how frequently sounds occur, 
as well as their variety, and 
a speaker with a familiar 
voice are more important 
requirements. 


THE NEW TESTS 


Two types of test were 
therefore devised; in the 
first are lists of monosyllabic 
nouns, and in the second 
short commonplace sen- 


T F tences. The former are to 
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frequency distribution count of the sounds in formal American 
speech, the sentence tests, and the word tests. 


The phonetic symbols are those recommended by the International Phonetic Association. — 


them to understand isolated 
but common words; the 
latter for those people whose 
help from context must be 
considerable if they are to 
comprehend the meaning. 
The single words are nouns 
grouped in 5 columns of 25 
and are arranged within the columns in a scientific- 
ally haphazard manner, Tippett’s random sample 
number tables having been used for the purpose - 
of sorting them. On account of the considera- 
tions detailed in the previous section these word 
tests differ in form and in the method of marking 
from those which have been previously sug- 
gested and used for the testing of instruments. 
There are 5 series of 25 sentences. One column or 
series 18 used on any one testing occasion. The 
alternatives are provided in case the same patient 
has to be tested several times, so that memory shall 
not play any part. 

Each column of nouns contains all the sounds in 
the English language except ð (as th in breathe), a 
sound which does not often occur in nouns; 5 (as ge in 
rouge) and ua (as our in tour), which occur rarely in 
English monosyllables; and ə (as a in about), which 
is unaccented and cannot occur in isolated mono- 
syllables. The sentences contain all the sounds in 
the English language except 5 and uo mentioned above. 

The frequency of occurrence of these sounds is 
approximately the same in each column or series 
and (with a few exceptions) resembles the commonness 
of their occurrence in the English language as judged 
by a comparison with the data given by Voelker 
(1935). The latter are based on a total of 666,594 
sounds in American speech ; unfortunately no sound 
count of British speech has been published. 
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In the accompanying figure are shown diagram- 
matically the average number of occurrences of every 
sound in the five sentence tests, expressed as a per- 
centage of the total number of sounds; similar data 
for the sounds in the word tests; and the results of 
Voelker’s count. Voelker did not count diphthongs 
or compound consonant sounds, and these, together 
with certain sounds which do not occur in American 
English, have been put within brackets in the figure. 
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SERIES A 


i The woman satin the park. 
2. The aoe did his home- 
wo 
3. The players dea] the cards. 
4. The girl gets a prize. 


- Sailors part from their 


5 
wives. 
6. Carpenters use a chisel. 
Y wae Pervan dropped the 
plate 
8. The artist draws a sketch. 
9. The crowd looked at the 
queen. 
10. The stranger asked the 
shortest way. 
11. Tho UD ure was moved 


12. The fat “ohild cut her 
thumb. 

13. School-children 
lessons. . 

14. The bakot bad some more 


read. 
15. ane labourer loads the 


learn 


1. 
2. 


3. The mother needed a 


SERIES B 
The man drank his beer. 


The boy took his grey 
coat off. 


lengthy res 


. Cars skidded on the wet 
roa 
. The agent let the old 


house. 


. Twelve months make a 


year. 


: The fat man mopped his 


brow. ` 


. The teacher marks the 


exercises. 


- The child was shown a 


picture. 


. The clergyman preached 


a long sermon. 
The oR URPY chewed the 
ball of string. 


. Visitors come to tea. 
. The bus turned round the 


corner. 


orry. : : 14. Smokers strike matches. 
16. Varenoen MIENEN little 15. The „gerdener cuts the 
17. ane poupereepee bought 16. The gamblers tried their 


18. Hens have chicks in the 


luck. 


k 17. A stitch in times saves 
pring. nine. 
19. The P eDpherg found the 18. The magistrate bound her 


20. The younger son joined 


over. 


the air force. 19. TBE svoman burnt the 
eae Ne Ora tecrea ey the 20. The family enjoyed the 
; ay. 
22. TRS maig 1008 care of the 21. Tho police feared a riot. 
23. The bright sun thawed 22. Soldiers wear uniform. 
the snow. 23. The thief took the watch. 
24. The shop keeper shows 24. The black cat sharpened 
his goo his claws. 
25. The infant screamed with 25. The procession passed the 
rage. house. 
SERIES O SERIES D 
1. i ane ruled the 1. The cat climbed the tree. 
2. The girl nitte a a jumper. 2. Old -propis fee] the cold 
- Some farmers keep cows. 
4. The men  _lsughe dat the 3. The e child fetched the 
4. The dog guards the house. 
5. The team won the game. 
6. The firemen risked their 5. ane ou omer tipped the 
ves. , 
7. The „Potter ship sailed 6. Tae Denes: Rey, posted four 
8. The e parents kept a small T ane ae ar Races her 
9. The e policeman caught the 8. nee ene Tenor stopped 
urgiar ; s 
10. Tho passenger paid his 9. a cracked his 
are. : 
11. Cats catch mice. 10. nee -nurse pushed the 
12. The Pur Ba chopped the 11. Tho baby hurt his finger. 
13. e ced the 12. The clerk expected a rise. 
wheels. 13. The children jumped for 
14. The mother cooked the oy. 
din 14. The sun dried the grass. 
15. ane player threw the ball 15. Girls love jolly parties. 
6. The monk tched his 
16. The fire burns coal. BS ng pees connor 
17 The oo was tried by i ane coor tasted me somp: 
. ra 8 C- 
18. The rain soaked his coat. tricity. irs eter 
19. pi res shakes the 19. mhe archbishop crowned 
; we q 
20. The cook fried the 20. The vinitore ; thanked their 
sausages. host. 
21. Three feet make one yard. 21. Most men shave daily. 
22. wee. ue bowed to the 22. The lc coiled the rope 
nea 
23. The. Dosen brings the 23. Wanchts boys tear their 
letters. trousers. 
24. The child stroked her pet 24. te oe yelled for 
cat. 
25. The huge crowd cheered 25. People “hear the news at 


the winners. 


nine o’clock. 


1. The sister met her brother. 14. The bread is spread with 
- The girls ran a race. butter and jam. 
3. The cook peels potatoes. 15. The maid dusted the 
a The dog barked at the cat. chair. 
' The porter lifts the parcel. 16. The jockey rode the horse. 
8. The lady found her brown 17. The manager raised his 
velvet coat. wages. 
7. nee oeueeu parked the 18. The girl shut the book. 
i 19. The infant cried all night. 
8. The newsboy stood in the 20, Father wound his watch. 
9. The man drives a taxi. 21. Yeast makes bread rise. 
10. The park-kee er locked 22. The water was boiling in 
the cate. e kettle. 

11. he frost br busat the water- 23. To Jony. sailors cleared 
12. ThS P aveller packs his 24. The children shared the 
trunk. sweets cheerfully. 

13. People choose Christmas 25. The woman threaded the 

presents. needle. 


WORD TESTS FOR DEAF PEOPLE 


F G H I J 

1. scratch .. bears .. dole ~- charm .. box 

2. beard germ es part e.. rate ~- thought 

3. job nest .. gin .. yawn .. vat 

4. mouse sheaf e» choice airs .» chairs 

5. gate king .. Bet è Tip .. feet 

6. chief wood fears sock ee girl 

7. time void splash .. thud e.» rook 

8. thief year hairs -. vote -. town 

9. shawl cheese risk jet pool 
10. desk rap e.. veal spring whip 
11. noon e» prize church foo] e» noise 
12. fox e» tide spurt coin name 
13. ring »-e chum... ride - bush ee drive 
14. rush . thing rock - gout cash 
15. road .. food ng e+ mat es t 
16. yard -e knot e.. docks .. mud ee bed 
17. fright cord e. tub - guide: .. fact 
18. voice Shears .. thorn horse ee cheers 
19. pet e.» house .. youth - fern ~- joke 
20. ford cart .. ward ~. Weed -» hum 
21. tart -. rogue .. crime .. ¢@heeks .. barm 
22. wool oe tax ~- tomb wing e+ Bide 
23. cares ee pail es gown jeers -. board 
24. cat street .. fate ee dash es scream 
25 herd debt e- book e. Task .- gong 


The relatively common occurrence of the sounds 0 
and ò in the sentences is largely due to the necessity 
for repeating the words a and the in sentences of this 
simple type. ` 

METHOD OF TESTING 


Whenever possible the speaker should be someone 
with whose voice the deaf person is familiar—that 
is to say, a relative rather than the doctor. The 
test should be carried out in a quiet place (background 
noise not more than 30 phons). It is suggested that 
the distance between speaker and listener should be 
4 or 16 ft., depending on the deafness of the patient, 
these distances simulating roughly the conditions 
involved in tête-à-tête and in general conversations. 
(Since the intensity of sound varies inversely as the 
square of the distance, the speaker’s voice will be 
roughly twice as loud when he is 4 ft. away as it will 
be when he is 16 ft. away.) 

It is unprofitable to attempt to find exactly how 
far away the spoken voice can be heard by using 
these or any other tests in a room of ordinary size. 
The differences which it is required to measure are 
not great enough compared with the experimental 
errors, as the following numbers may illustrate. The 
difference in loudness between the voice of a speaker 
20 ft. away and the same speaker 2 ft. away is about 
20 phons. The variation in intensity of a speaker 
with a soft voice and one with a loud voice at the 
same distance away is about 30 phons. Variations 
in the background noise of an apparently quiet 
room may amount to 15 phons. 

In the ordinary way the patient should be made to 
close his eyes during the test, so that lip-reading shall 
not play an unsuspected part. But in some cases 
it is useful to estimate the combined effect of hearing, 
lip-reading, and guessing, and the test routine need 
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be varied for this purpose only by allowing the 
patient to look and by assuring that there is a good 
light on the speaker’s face. The effect of lip-reading 
alone can be assessed if the speaker reads the test 
with mouth movements but without using voice. 

The speaker should chat at the chosen distance, 
before starting the test, to give the patient confidence, 
to make sure that the distance is suitable, and to 
allow the patient to adjust the volume control of 
his hearing-aid, if this is in use. The patient is 
then asked to repeat what he hears, as the speaker 
reads the test slowly, item by item. The speaker 
should not repeat himself. 

Scoring.—Four marks are allotted to each word or 
Sentence. In the sentence test a wrong word consti- 
tutes one mistake, for which a mark is deducted, but 
inaccuracies regarding ‘“‘the” or “a” may be 
ignored. In the word test one mistake consists 
of an error in initial, vowel, or final sound, and one 
mark is deducted for every fault, as in the following 
example :— 

correct word 
repeated » 


thing 
thing mark 
sing ” 
thong 
thin 
think 
thank 
fang 
any word containing 


none of the correct 

sounds 
One mark is given even for a wrong answer, because, 
if the word had been heard in context, a mental 
correction might have been applied. If no sound 
had been heard, the mind could only have made an 
unaided guess. But any person whose total score 
is less than 35 per cent. on the word test should be 
re-tested with the sentences. 

We are indebted to Miss Eileen Wilkinson for her 

valuable help in choosing words and counting and 
checking sounds, 
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MEDICINE AND THE LAW 


Coroner and Trade-union Official 


TuE Oxford coroner was clearly right when he 
pointed out last week that, in the absence of statutory 
authority, a trade-union official could not claim the 
right to act as advocate at an inquest. He was 
investigating the death of a plate-layer who was 
knocked down during shunting operations. Mr. J. V. 
Sweeney, organising secretary of the Associated 
Society of Locomotive Engineers, Firemen and 
-Cleaners, informed the court that he appeared on 
behalf of the society. The coroner asked if he had 
any statutory authority which entitled him to come 
and act as advocate. Mr. Sweeney replied that he 
was present to assist the court and to ask questions 
on any technical point which might arise; he added 
that he had acted in that capacity for 21 years at 
courts in all parts of England and Wales and this was 
the first time that his right to appear had been 
questioned. He said he understood that the Home 
Secretary had given instructions that trade-union 
officials be allowed to attend and give assistance on 
technical points. The coroner said this was different 
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to a right to sit in the court as an advocate. He 


refused to allow Mr. Sweeney to ask questions. 


A coroner is supreme in his own court. It rests 
entirely in his discretion whether persons or interests 
shall be represented by barristers or solicitors. He 
does, of course, habitually allow such representation 
of the relatives of the deceased, if they so desire ; 
but the fact remains that representatives have no 
right to address the jury or to put questions to 
witnesses except by the coroner’s permission. Various 
statutes dealing with industrial accidents require 
the coroner to notify Government inspectors and 
enable him to obtain their help as his assessors. 
Apart from these official facilities the Factory and 
Workshop Act, 1891, gave a specific right to the 
relatives of the deceased, to the occupier of the 
factory and workshop, and to “any person appointed 
by the order in writing of the majority of the work- 
people employed in the said factory and workshop ” 
to attend and examine witnesses either in person or 
by his counsel, solicitor, and agent, subject nevertheless 
to the directions of the coroner. This provision was 
repealed and replaced by the consolidating Act of 
1901, now itself in turn superseded. The Coal 
Mines Act of 1911 gave a similar right to “any 
association of workmen to which the deceased at 
the time of his death belonged or any association of 
employers of which the owner is a member or any 
association to which any official of, or workman 
employed in, the mine belongs.” With regard to 
many other industrial accidents—e.g., on railways 
(as in the recent Oxford case) or in metalliferous mines 
or in the construction of engineering works—there was 
no specific statutory provision for the representation 
of relatives or trade unions at the inquest. This 
omission was much discussed when the Coroners 
(Amendment) Act was being passed in 1926. Amend- 
ments were put forward to compel all coroners to 
allow trade-union representatives to appear and 
examine witnesses. 'The Home Secretary success- 
fully resisted these proposals but promised to urge 
coroners to follow the general practice of the majority 
in allowing the workers’ representatives these facilities. 
In 1927 the Home Office carried out its promise in 
a coroners’ circular which is printed in the latest 
edition of Jervis on Coroners. The covering letter 
conveyed a hint that, if the circular were disobeyed, 
the matter might have to be dealt with by a rule of 
procedure. In 1936 Lord Wright’s committee recom- 
mended that the provisions of the 1911 Coal Mines 
Act should be applied mutatis mutandis to inquests 
on deaths from accidents or industrial disease in all 
other industries. The committee, by the way, 
thought that “the practice, now almost always 
followed, of excluding addresses to the jury, other 
than the coroner’s summing up, should in general 
be maintained as being more in accord with the 
fact that the inquest is an investigation and not a 
trial.” The only subsequent development to be 
reported is the enactment in the recent Factories 
Act which replaces the equivalent provision in the 
1901 Act and dares at last in this connexion to make 
express mention of a trade union in a statute. It 
names the persons entitled to examine witnesses at 
inquests held on factory accidents. In addition to 
Government inspectors, relatives, and the occupiers 
of the factories, it includes ‘‘any person appointed 
in writing by any trade union, friendly society or 
other association of persons to which the deceased 
at the time of his death belonged or to which any 
person employed by the factory belongs,” and any 
association of employers of which the occupier is a 
member. 
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The Wright committee’s recommendations in many 


= ways contemplated a strengthening of control over- 


inquest proceedings. There are no parties at an 
inquest. There is no analogy with a trial of issues. 
If a large number of interested bodies had a statutory 
right to be represented, the committee foresaw a 
danger that the inquest would be converted into a 
form of judicial proceedings in which the inquiry 
into the circumstances of death would be protracted 
for purposes not directly affecting the issue. Relatives, 
employers, and insurance companies would be using 
the coroner’s court as a process for the preliminary 
eliciting of evidence likely to be useful in some 
subsequent dispute about civil liability. In asserting 
his discretionary powers, the Oxford coroner may 
well have had in mind these considerations. 


Alleged Delay Before Operation 


Another recent inquest concerned the death of an 
infant, aged two, who had swallowed a farthing. 
The child was sent to a Birmingham hospital. The 
surgeon saw the X-ray photographs next morning 
at 10 o’clock and an operation was performed at 
2.30 p.m. The coin was not recovered as it had gone 
into the bowels. The child died as the result of a 
collapse of the left lung. The inquest was adjourned 
in order to obtain a post-mortem examination. 
The farthing was found in the intestine. Questioned 
about the advisability of immediate operation, the 
pathologist replied that on general principles it was 
desirable to remove a foreign body as soon as possible, 
but that statement must be modified by the discretion 
of the surgeon as to the child’s fitness for operation. 
The surgeon told the coroner that it was usual to 
give a little rest to a child who is coughing and 
suffering from a coin stuck in the esophagus; there 
were cases where foreign bodies had been removed 
after days of rest. The coroner observed that it was 
difficult to challenge the opinion of a skilled medical 
man. The jury returned a Verdict of death by 
misadventure but added a rider that there had been 
deplorable delay in dealing with this urgent case. 


| SWEDEN 
(FROM AN OCCASIONAL CORRESPONDENT) 


VITAMIN CONTENT OF HOSPITAL DIETS 


THoucu the medical directors of the various public 
hospitals in Stockholm allow themselves a certain 
latitude and individuality in the composition of their 
hospital diets, they have hitherto conformed to more 
or less general rules, whether the diet be for gastric 
ulcer, diabetes, anæmia, or nephritis. Two members 
of the staff of the Sabbatsberg Hospital in Stockholm, 
Dr. E. B. Salén and Dr. Marta Ollén-Loéfgren, have 
recently set themselves what may prove the thankless 
task of studying these various diets from the angle 
of their vitamin content. They start with the assump- 
tion that in most diseases it is of importance to assure 
the patient a high, optimal vitamin standard of 
living. Judged by this requirement, most of the 
dietaries at present in vogue are found by them to 
be faulty. They would like to see a greater consump- 
tion of bread made from coarse-ground flour, a more 
liberal allowance of eggs and carrots, and more fresh 
vegetables whose supply could well be increased, at 
any rate in the summer. As for increasing the supply 
of vegetables in the winter without making too heavy 
calls on the hospital’s budget, they suggest that the 
recent example of Berlin might well be followed in 
this respect. At present not only the normal or 


standard hospital dietary,- but also certain of the 
special dietaries must be regarded as deficient in 
vitamins A, B,, and B, as well as C. Suggestions are 
made for increasing the supply of these particular 
vitamins, and it is to be hoped that these would-be 
reformers will succeed in impressing the authorities 
responsible for hospital catering. 


A MEDITERRANEAN HOSPITAL FOR SCANDINAVIANS 


Prof. Ingvar’s advocacy of the provision of a hospital 
on the Mediterranean for Scandinavians in general 
and Swedes in particular is meeting with a sympa- 
thetic response in several quarters. At present there 
are many Swedes who suffer from rheumatic diseases, 
catarrhal ailments of the respiratory tract, and various 
other disorders, and who would profit greatly from 
residence in a subtropical climate if only they could 
be sure of proper medical care in congenial surround- 
ings. Prof. Ingvar has quoted in this connexion the 
remarkable observation of Coburn, of the Presbyterian 
Hospital in New York, who transferred 10 cases of 
severe and progressive rheumatic fever to Porto Rico 
where a dramatic recovery was effected. He draws 
attention to the difficulties at present awaiting the 
Swedish patient wishing to follow the example of 
Coburn’s patients. The Swede would not know 
where to go and from mere dread of a voyage to the 
unknown would remain at home when, with a little 
encouragement and the knowledge that a Swedish 
hospital awaited him, he would gladly make the 
venture. It should be noted that hospital construction 
costs less on the shores of the Mediterranean than 
it does in Sweden, and that once the expenses of the 
journey were defrayed, the cost of hospital treatment 
would also be less than in Sweden. Prof. Ingvar 
contemplates the provision of a hospital with 50 or 
60 beds, but if the other Scandinavian countries 
were to codperate, it might well be that double this 
number of beds would be needed. 


BUDAPEST 
(FROM OUR OWN CORRESPONDENT) 


EUGENIC PROBLEMS FOR DERMATOLOGISTS 


In one of a series of lectures now being given to 
the National Association of Magyar Physicians on 
anthropology and heredity, Prof. Edward Neuber 
drew attention to the many tasks awaiting dermato- 
logists in the field of eugenics. He suggested that 
doctors who do not deal with either dermatology or 
eugenics may help in the work by preparing exact 
genealogical trees of their patients and submitting 
them to eugenic experts. As it is beyond our power 
directly to influence the germ plasm either para- 
kinetically or still less idiokinetically, we can only try 
to guide the process of selection in a favourable 
direction by social and political measures. We 
can influence selection by widespread educational 
work ; youth must be told about the achievements 
of heredity that rest on a solid basis of racial bio- 
logical research. The family spirit and reverence for 
ancestors form a firm foundation for proper selection, 
and education may do much to encourage them. 

In dermatological practice the process of natural 
selection is often seen in action, for individuals 
afflicted with ugly skin diseases fall out from the 
propagation of the race. Everything possible ought 
to be done to prevent the introduction of venereal 
diseases into a family because they cause serious 
damage to the biological constitution of people. 
In Prof. Neuber’s view it is not enough to enlighten 
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young people and teach them sexual hygiene; it is 
imperative that they should be periodically and 
systematically examined, as is already done in some 
western countries and in some Hungarian towns. 
Besides this it is urgently necessary to introduce 
effective venereal laws, to bridle prostitution, and to 
make notification and treatment of vencreal patients 
compulsory. Finally it is necessary to introduce 
compulsory ante-marriage examination and advice. 


RABIES FROM PORE 


In a village in Rumania some weeks ago a mad 
dog bit a pig belonging to a smallholder. The owner 
duly buried the pig outside the village, but some 
gipsies camping in the neighbourhood exhumed the 
corpse and feasted on the free pork. From 8 to 10 
days after the banquet one after the other fell ill, 
and the district physician established the diagnosis 
of rabies. Three of the gypsies died in terrible pain, 
while the rest have been sent to the Pasteur Institute 
at Cluj. 


AUSTRALASIA 
(FROM OUR OWN CORRESPONDENT) 


ROYAL AUSTRALASIAN COLLEGE OF PHYSICIANS 


THE inauguration of the Royal Australasian College 
of Physicians at Sydney on Dec. 13 constitutes an 
important landmark in the history of Australasian 
medicine. The decision to form an Association of 
Physicians of Australasia was made in June, 1930, 
at a meeting of physicians in Melbourne. Sir Richard 
Stawell was elected chairman, and it was decided to 
limit the association to not more than 75 members, 
who were to be physicians actively engaged in 
teaching. The possibility of forming a college of 
physicians was vaguely mooted at this time but the 
first definite proposals were submitted to a general 
meeting of the association held in Melbourne in May, 
1936. This meeting decided that the time was ripe 
for the formation of a college to 
be modelled on the Royal College `- 
of London. 

A committee was appointed to 
draw up a constitution and this 
was approved by the association 
in October, 1936. The Association 
of Physicians now became the 
College of Physicians, the members 
of the association becoming the 
foundation fellows of the College. 
Sir Charles Bickerton Blackburn g 
became the first president. | 

The next steps were to find suit- 
able premises to house the College 
and to seek legal incorporation. 

As the headquarters of the Royal 
Australasian College of Surgeons 
were in Melbourne, it was decided 

that those of the College of Physi- 
cians should be in Sydney. The 
New South Wales government con- | 
tributed £25,000 towards the build- y 
ing fund, and this was augmented 7 
by a donation of £15,000 from the 

late George and A. M. Nicholas 

of Melbourne, and a sum of over 
£60,000 from public subscriptions. 

The property known as the Warrigal 

Club, in Macquarie Street, was pur- oes 
chased for £23,000 and this building 
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is to be altered so as to provide a lecture hall 
seating two hundred people, examination rooms, 
library, offices, and so on. The College was legally 
incorporated as a public company and the King 
graciously gave his assent to the use of the title 
“ Royal.” Negotiations are now in progress to obtain 
a royal charter. 

The functions of the College will be complementary 
to those of the universities and the British Medical 
Association. It will not at present engage in system- 
atic teaching, although it may advise regarding 
courses of study, and will grant a higher qualification 
in medicine on the lines of the M.R.C.P. 

The inauguration ceremonies extended over three 
days and were attended by about 150 physicians 
from all parts of Australia and New Zealand. The 
Royal Colleges of London and Edinburgh were 
represented by Dr. Morley Fletcher and Prof. C. G. 
Lambie, and the American College by Dr. Noble 
Wiley Jones. The inauguration was carried out by 
Lord Wakehurst, the Governor of New South Wales, 
in the great hall of Sydney University. On behalf 
of the Royal College of Physicians of London Dr. 
Morley Fletcher presented the College with a caduceus 
and morocco-bound copies of Munk’s roll and of 
Harvey’s original notes on “ De Motu Cordis.” Dr. 
Morley Fletcher and Dr. Noble Wiley Jones were 
admitted as the first honorary fellows. 


AUSTRALIAN AND NEW ZEALAND ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE 


The twenty-fourth meeting of this association is 
being held at Canberra from Jan. 11 to 18. About a 
thousand fellows, members, and associates are 
expected to take part in the discussions. There will 
be many official overseas guests including Mr. H. G. 
Wells, and Prof. N. V. Sidgwick of Oxford. The 
congress will be divided into 16 sections including 
zoology, anthropology, medical science and national 
health, and physiology. In the anthropology section 
the Australian aborigine and the social anthropology 
of Oceania (New Guinea, and Melanesia and Polynesia) 


The Royal Australasian College of Physicians. 
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will be discussed. The section on medical science and 
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‘ public education will also be the subject of a demon- 


national health will deal particularly with physical 
education in relation to national fitness. Attention 
will also be given to child development as promoted 
by the facilities for child and parent education in 
nursery schools. The principles and technique of 


stration. Following the lead of the British Associa- 
tion at the recent Cambridge meeting, time has been 
set aside for discussion on the relation of science to 
society, and the social consequences and possibilities 
of science. . 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A PHYSIOLOGIST IN AMERICA 


II 


Sept. 4.—On Thursday night, at 10 p.m., I set off 
from Woods Hole for a day in New Haven. The 
booking-clerk very kindly dissuaded me from wasting 
five dollars on a sleeper, so I bought an ordinary 
ticket. No English booking-clerk would have 
presumed or bothered to give unasked advice—to 
an Englishman, anyhow. I wonder how many 
interesting discoveries we should make about our 
own countrymen by pretending to be American. 

Deposited at 4.10 a.m., the only passenger, at New 
Haven... just like any other place at this time of 
day. Dark andcold; odd trams and occasional news- 
paper boys and the usual unconvincing been-up-all- 
night cheerfulness of the brightly lit refreshment- 
room at the station. .. . At dawn, proceeded to explore 
and felt definite signs of returning consciousness on 
seeing a gallon can of Chewing Gum Remover in a 
shop window. Several Americans have ‘expressed 
incredulity about this, possibly on the grounds that 
the claim implied by the label is exaggerated, but I 
refuse to admit any doubts about the accuracy of 
the observation. Felt even better on passing a fully 
armoured car labelled ‘‘ Commercial Vehicle,” and 
after a preliminary survey of the outside of a few 
apartment houses, had a fantastically expensive 
shave and an excellent breakfast. The average 
hairdresser here charges fifty cents for a haircut but 
does the job better; you pay extra for brilliantine. 

In full daylight New Haven looked rather attractive 
and had no skyline of skyscrapers, which I had of 
course expected. But it didn’t look exactly English. 
The main streets were neither gloomy nor imposing, 
qualities either singly or together inseparable from 
our manufacturing centres, yet the place was obviously 
too large and too modern for an English country 
town. In the middle was an enormous green space, 
something like the Stray at Harrogate, though not 
quite so large, with three churches in the middle and 
a sprinkling of trees. This was so definitely pleasant 
and surprising that I sat on a seat and watched life 
go by for a bit. It was already getting warm. 

At 9.30 I entered the palatial hall of the medical 
school and asked the goddess enthroned in the centre 
of its very polished interior if my future chief was 
about ... he promptly readjusted his whole morning, 
took me for an hour’s drive round the university and 
the charming residential parts of the town, and then 
turned me over to a recently arrived member of the 
department for a bit of house-hunting, on the 
principle that his own effort in that direction was 
still fresh in his mind. 

In and out of apartment houses till I was dizzy. 
Most of them had deaf, absent, or indifferent janitors, 
and we spent a lot of time just standing about pushing 
bells . . . back to the medical school, limp and 
perspiring, for lunch. Gloomy visions of future 

domestic crises and inevitable bankruptcy... . Further 


investigation of addresses supplied by the university. 

. . Someone reasonable at last—gas, electricity, 
heating, telephone thrown in. Sheets and spoons 
available. Cheers. The lady of the house, originally 
from Boston, recognised a gentleman when she saw 
one, spurned the idea of a written agreement and 
waived the matter of a deposit. We-parted on a highly 
moral note as she confided her reasons for turning 
away a young lady applicant the previous day. 
Feeling, not without gratificatién, like the Englishman 
whose Word is his Bond, I promised not to look at 
any more apartments and staggered thankfully into 
a *bus—and out again as quickly as I could. I had 
forgotten to look at the local school. After a lot of 
fruitless knocking and exploring I found an Irish 
caretaker in the basement who conducted me round 
a charming little kindergarten and promised to tell 
the teacher to expect Marjorie next week. No social 
stigma attaches to the public elementary school ; 
you pick the district you feel like living in, and the 
problem of education solves itself. 

Mounted the station ’bus in real earnest this time, 
and sat back with a sense of duty well done. Began 
to appreciate our future surroundings. The road 
was very wide and flanked on each side by a broad 
grass verge on which grew towering elm trees at 
regular intervals as far as the eye could see. After 
that came the sidewalk (‘‘ pavement ” in this country 
refers to the road), and then the lawns of the houses, 
most of these being of the large ‘‘ colonial ” variety. 
I read somewhere in a paper or magazine before 
leaving home that we could achieve an air of spacious- 
ness out of all proportion to the actual area involved by 
sacrificing the hedges and fences of our front gardens. 
It would, of course, be sheer waste of time to support 
any such movement at home, but the statement itself 
is strikingly and impressively true, and my own 
previous convictions on the matter are more than 
a little shaken. Magnificent is the only word to 


‘describe this avenue, and its lay-out is typical of 


almost any residential street in the city. In fact, 
I am told that the arrangement is more or less 
standard everywhere. 


x * * 


Sept. 14.—New Haven. This morning we all went 
into town and I showed Stelia as much as I could. 
We took Marjorie to the “ board of health ” where a 
doctor glanced at her throat from a distance of 
several yards, asked if she had been vaccinated and 
passed her as fit for school. This afternoon she 
started at the kindergarten and enjoyed it. They 
did sewing and singing and resting, and one little 
girl smiled at her... 

Sept. 16.—First dinner at home for two months. 
Lamb cutlets, green peas, potatoes, and (canned) 
beer, followed by bilberries, of which there is a 
profusion here, Not an exciting menu when committed 
to paper, but a banquet when viewed down a long 
vista of corncobs, squash, tinned pears with salad 
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dressing, salads in endless variety, sweet buns and 
butter, ice-cream and tea. Tea is a gesture rather 
than a drink here. The first time we ordered it and 
were presented with cups of warm water, we were 
pleasantly surprised. Ah, we thought, they have 
detected by our accent that we are English; they 
have heard how important is the warming of the pot, 
and they are also warming the cups. Alas! as 
anticipation gave way to impatience and impatience 
to doubt, we observed with horror a piece of string in 
each saucer. At one end was a yellow label, bearing 
.the name of a well-known yachtsman, at the other— 
I can scarcely bring myself to write it—at the other 
was a muslin bag, containing tea. It is painful and 
hardly decent to describe the conventional procedure, 
but we complied with custom and ever after drank 
coffee when possible. For some reason, good coffee 
just makes itself here, as good tea does in England : 
it is impossible to make poor coffee, much to Stella’s 
delight. 

But revenons a nos moutons. Dinner on this side 
of the Atlantic is not easy, though it exhibits varying 
degrees of severity and we have experienced it once 
or twice in what is to us its normal manifestation. 
In its most acutely embarrassing form, it appears as, 
say, roast beef and one veg. on a central plate, 
surrounded by a semicircle of lesser dishes, bearing 
salad (possibly lettuce, pineapple, and mayonnaise), 
veg. number two, a hot sweet currant bun with 
butter and jam, and coffee. This may be preceded 
by soup or hors-d'œuvre and is followed by a cigarette 
and ice-cream. Coffee is usually postponed till the 
very end in private homes. But the state of dilemma 
introduced by the main course cannot be good for 
the digestion. So far as we can tell, all the dishes are 
to be tackled simultaneously. More difficult still, 
unilateral disarmament is the almost universal custom. 
The knife is banished without delay to the far side 
of the plate, pointing west-north-west, and the fork 
is transferred to the right hand. Now I am pretty 
good with a fork. I can eat a meringue and cream with 
one single-handed. But in spite of this not incon- 
siderable prowess, lettuce defeated me. I challenge 
any Englishman to put a lettuce leaf on a plate, 
place the plate well to his left, and then to cut, pick up, 
and eat that leaf cleanly with a fork held in the 
right hand. It. was very gratifying to find that our 
dexterity in being able to eat with both hands was 
genuinely admired.. 

And what of the stuff we teach our students? The 
importance of good cooking—well, that can stand. 
Inferior cooking is unknown in the United States. 
But are there not perfectly good, nay, classical 
reasons why the courses should follow each other 
in their appointed order? Do we not distinguish 
between sweet and savoury ? Perhaps, but one grows 
cynical. I have seen an obviously healthy and 
presumably innocent maiden breakfasting with gusto 
off hot muffin, butter, strawberry jam, and smoked 
haddock. Why not? It is all a matter of taste. 
Valerian is said to have been a popular Elizabethan 
perfume, and perhaps our customs are not, after all, 
laws of nature. 

* * * 

Sept. 17.—Spent the evening exploring the univer- 
sity and finding it ever more beautiful. The prevailing 
type of architecture is Gothic, but there are one or 
two perfect Georgian quadrangles. One of these is 
designed to shock the purist, for that side of its 
buildings which faces the street is Gothic. But since 
one cannot see both inside and outside at the same 
moment I cannot work up any indignation about it. 
‘The buildings are really beautiful and enclose charming 
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courts in which have been transplanted trees of 
considerable age. The illusion of maturity is repeated 
in the walls, which are made to look as though they 
have fallen down and been restored. Stone merges 
gradually and irregularly into brick, and even the 
purely stone parts are varied so as to give a pleasing 
mixture of tones. In other places a few stones are 
arranged so as to simulate part of the top of an arch 
which has become incorporated in the general struc- 
ture, and on many walls are complete arches “‘ bricked 
in.” All this has been done so skilfully as not to be 
noticeable at first, and it has a very “settling ” 
effect, for if these buildings looked as new as they 
really are the blank walls would be distracting. 
Arches and towers and other places suitable for 
gargoyles are decorated in medieval style, though 
the faces and figures are of contemporary significance. 
The gymnasium is a hypertrophied parish church 
and the library a vast cathedral—almost literally. 
Amusing? Perhaps. But beauty and dignity are 
combined with utility, and reading is actually 
encouraged. Does it matter that it is impossible to 
walk up the “ nave” with a hat on and that books 
are exchanged at the “altar”? One tower, the 
Harkness memorial, is particularly beautiful; I must 
find out what it is used for, if for anything. It is said 
to have been modelled on Boston Stump. In the 
brief twilight we felt that the colleges of the University 
of London were mere institutions and that Oxford 
was a poor relation. A bit unfair to Oxford perhaps. 
We finished our walk as it grew dark, with a full 
moon coming up over the turrets of the colleges and 
the silence broken only by a carillon chiming the 
Old Hundredth. 
* * x 

Nov. 9.—On Saturday we saw our first ‘‘ football ” 
match. Incredible to watch for the first time, but 
not so dificult to describe afterwards now that the 
shock has worn off. The ball is placed on the site 
of the last casualty, and one team lines up behind it 
in a series of alert attitudes, while the other stands 
with heads together and the captain whispers 
“« Abracadabra °—several times, I think, for this 
collective breech presentation lasts a long time. 
Eventually they straighten up and deploy in front 
of the ball which the man in the centre now flips 
backwards between his legs. The ball disappears 
as if by magic, and a brief free fight ensues, after 
which the whole process is repeated ad nauseam. 
If the team with the ball doesn’t advance ten yards 
in four “‘ plays ’’ (and it never does) the ball is given 
to the other side. The clock is stopped while no 
actual fighting is in progress, and on Saturday the 
first thirty minutes of the game took exactly one 
hour. There are nearly as many referees as players, 
mostly engaged in taking the latitude and longitude 
of the place where the man last with the ball has 
been assassinated. This is time-consuming, for quite 
often at least two piles of players have to be dis- 
entangled before it can be ascertained which conceals 
the ball. It is the duty of certain unfortunates to 
pretend they have it, thereby creating diversions and 
risking their lives for the cause. Owing to the number 
of bulges already existing in the extraordinary 
costume affected by the players, it is quite difficult 
to be certain whether or not a football is concealed 
about their person. 

Another individual I felt sorry for was one whose 
duty it seemed to be to run as hard as he could for 
a certain distance and then cast himself to the ground. 
On one occasion he got the ball and there was no one 
within a mile of him. It was obviously a mistake. He 
stood still in his tracks looking in a bewildered fashion 
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up and down the pitch till the opposing side galloped 


up and felled him. Now and again the game is stopped 
(and the clock) while the supporters of either side 
wheel on an ice-cream wagon from which the players 
refresh themselves. It probably contains vodka. 
Along the side of the pitch are a number of enthusiasm- 
mongers who exhort the crowd and probably feel 
ratber foolish. Half-time lasts for fifteen minutes 
during which two enormous bands appear, belonging 
to the respective sides, and play in turn. The opposing 
band forms itself into a Y and everybody cheers. 
Later, our band adopts the appropriate complemen- 
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tary formation and everybody cheers again. At 
each side of the pitch in the centre is a rectangle of 


helmets (we thought at first they were skulls), and , 


new players are sent in to replace those who retire. 
Curiously enough the game sounds most interesting 
and exciting over the radio. We left three-quarters 
of the way through, but didn’t get home in time to 
hear the result. 

Nov. 23.—Weather getting colder. Put on my 
tweed suit the other day, still rather new and fluffy. 
Accosted enthusiastically in the street by a perfect 
stranger : “‘ Boy ! ” he said, “ I like your pants” .. ., 


RADIUM TREATMENT AND RESEARCH 
IN MANCHESTER 


On Wednesday last Mr. F. P. Nathan, chairman 
of the board, opened a new private patients’ home at 
the Christie Hospital and Holt Radium Institute, 
Manchester, and on the same day Dr. S. Mewburn 
Brown opened the new Southport laboratory at the 
institute, a gift from the people of Southport. 

Nathan House has been built to meet the increased 
demand for private beds. Medical practitioners 
throughout the large area served by the Christie 
Hospital—which extends as far north as Carlisle, 
east. to the borders of Yorkshire, and south to 
Wales—have become accustomed to the services 
offered for diagnosis, treatment, and follow-up of 
cases of cancer in hospital patients. Similar facilities 
are naturally desired for private patients, and the 
12 small private wards within the original building 
have not sufficed for the numbers applying for 
treatment. 

The new wing provides accommodation for 30 
private or semi-private patients, and is conveniently 
placed for access to the operating-theatres and to the 
X-ray therapy and diagnostic departments. The 
resources of the Radium Institute for the construction 
of radium applicators and of “beam direction ” 
apparatus, and the “lead collar’? which is used 
instead of the more usual type of radium “ bomb,” 
will all be available for the treatment of these 
private patients. 

The building contains two stories with single wards 
for fully private patients on the first floor, and wards 
with 1-3 beds for semi-private 
patients on the ground floor. The 
rooms here open by french windows 
on to a verandah leading to a 
garden, and the upper floor also 
has access to a roof garden. 

Several features are probably 
new to English hospitals. On each 
floor there is a central bay from 
which the sister in charge can see 
and be seen by everyone who enters 
the main passage of the building, 
and can at the same time maintain 
direct electric communication with 
each room. There is also a portable 
“ buzzer’? which the nurse who 
has to work in different rooms 
carries with her, so that any of her 
patients can summon her at once 
in case of need. Special wall 
heating, an automatic emergency 
lighting scheme, an arrangement 
for ensuring privacy without lock- 
ing doors, and silencers on all doors 
are other advances in equipment. 


There is ample bathroom accommodation, several 
rooms having private baths. Each floor has a 
wireless and telephone installation, and a sitting- 
room for patients well enough to sit up. There is 
a special kitchen on the upper floor. 

The new laboratories are specially equipped for 
research into the effects of radiation—work which is 
directly connected with radiation therapy, but for 
which biological test material must be provided. 
The suite consists of four laboratories, with a possi- 
bility of adding a fifth. All are fully equipped, and 
compressed air, vacuum, steam, gas, electricity, and 
water are all laid on at points placed in convenient 
positions on each bench. The main biological material 
is tissue culture, which offers an excellent medium 
for investigation of the action of X rays and radium. 
Two laboratories and two air-conditioned dust-proof 
cubicles for culturing in aseptic conditions are pro- 
vided, with special incubators. New apparatus for 
the roller-tube method described by Dr. George Gey 
of Baltimore is being constructed, and a Cine Kodak is 
used to obtain moving pictures. In the biochemical 
laboratory modern apparatus is available for the 
investigation of the effects of radiation on enzymes, 
and on cell metabolism as measured by Warburg’s 
method or by the specific-gravity method of the 
cartesian diver. A damped precision balance and 
modern apparatus for dialysis and for water distilla- 
tion in glass are installed, and further facilities will be 
added as work proceeds and as funds become 
available. The last laboratory is specially arranged 
for hematological investigation, and here the research 
is also clinical because much radiation treatment is 
controlled by regular blood-counts. There are 
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many interesting changes in the blood which are 
not yet fully known, and full-time investigation is 
expected to produce important data for statistical 
analysis. 

The doses used for treating the biological test 
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materials are all calculated with the coöperation of 
the physicist to the hospital, and a research-worker 
with special qualifications has been appointed to 
correlate the experimental findings with the clinical 
reactions seen in patients under treatment. 


OBITUARY 


ERNEST BLECHYNDEN WAGGETT 
C.B.E., D.S.0., M.B. CAMB. 


Major Ernest Waggett, who died on Jan. 5 at the 
age of 72, was one of the pioneers of otolaryngology. 
He'was the son of Dr. John Waggett, a Kensington 
general practitioner, and was educated at Charter- 
house and Cambridge University, gaining first-class 
honours in the natural sciences tripos. He went on 
to St. Bartholomew’s Hospital in 1890. 

After various house appointments Waggett became 
pathologist to the London Throat Hospital in 1893 
‘and assistant surgeon in 
1896. His next appoint- 
ment was as surgeon to 
the throat department 
at the Royal Northern 
Hospital, and in 1905, 
when Charing Cross 
Hospital decided to 
appoint specialists to 
take charge of their 
special departments, 
Waggett was invited to 
take over the ear, nose 
and throat department 
there. His hospital 
patients were his first 
consideration, and he 
never allowed personal 
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his ideal of doing his 

utmost for them. More 
than once he postponed his annual holiday to stand by 
a hospital patient who was critically ill. When Charing 
Cross was in debt and unable to afford special equip- 
ment, instruments, or even special diet, Waggett 
provided them at his own expense. 

Ernest Waggett was gazetted lieutenant in the 
R.A.M.C. (volunteers) in 1898 and continued in the 
new Territorial Force when it was formed in 1908, 
being promoted major in 1910. At the outbreak of 
the late war he was mobilised with his unit and served 
with the 85th Field Ambulance in Flanders and later 
in Salonica until the armistice. He was mentioned 
three times in dispatches and awarded the D.S.O. 
Since the war he has been president of the laryngo- 
logical section of the Royal Society of Medicine and 
of the throat and ear section of the British Medical 
Association. For seventeen years he was throat 
specialist to the Queen Alexandra Military Hospital, 
Millbank. He was made C.B.E. in 1931. Waggett 
wrote a number of articles on his specialty in the 
medical journals and was the author of the section 
on bronchoscopy in Allbutt’s ‘‘ System of Medicine,” 
of the article on foreign bodies in the throat in 
Hutchison’s ‘‘ Index of Treatment,” and of a ‘‘ Hand- 
book of the Diseases of the Nose.” 

“ His professional ideals were very high,” writes 
E. D. D. D., “and his downright, straightforward 
decisions, devoid of self-interest, commanded the 
admuration of all who came in contact with him. 
Waggett had a flair for encouraging and helping his 
junior colleagues, and was always interested in 


factors to interfere with 


their careers. In his professional work he displayed 
considerable originality and ingenuity and was ready 
to give any promising new instrument or treatment 
a trial. For example, when Killian and Brūning were 
designing instruments for bronchoscopy and œso- 
phagoscopy in 1906, Waggett went to Freiburg and 
brought back a complete set of these instruments and 
was one:of the first in this country to use them. A 
few years before 1914, Waggett maintained that if 
war came Germany would attempt to land an army 
on the east coast, and that if the landing was successful 
we should not be able to prevent that army reaching 
London. Consequently, he spent much of his spare 
time making maps and plans for the medical service 
in such an event. In 1913 he was a strong advocate 
of universal military service, and in public speeches 
and articles outlined a scheme by which young men 
over eighteen should be compelled to serve in the 
territorial army for three years. He received no 
support from official circles and his scheme was 
dropped. Some years ago both ‘his legs were amputated 


above the knees but he refused to be an invalid and 


bravely and cheerfully carried on his many interests. 
He insisted on seeing some of his old patients; he 
attended committee meetings, and was often seen 
in his chair at council meetings of Charing Cross 
Hospital. The loss of his legs gave him more time 
to pursue his favourite hobby of sketching and pastel 
work, and many of his pictures received high praise. 
He was indeed a great gentleman, and the many 
friends and associates who came under the spell of 
his charm will not forget him.” 

In 1893 Major Waggett married Constance, widow 
of George Maule Allen. His wife and one daughter 
survive him. 


THOMAS WINGATE TODD 
M.B. MANC., F.R.C.S. 


Prof. Wingate Todd, who occupied the chair of 
anatomy at Western Reserve University, Cleveland, 
Ohio, for twenty-six years, died on Dec. 29 at the 
age of 53. He will chiefly be remembered for his 
contributions to anthropology, for his study of the 
bony changes in growing children, and for the vast 
osteological collection he made at the Hamann 
museum at Cleveland. 

Wingate Todd was born in Sheffield in 1885, the 
son of James Todd, a Methodist minister, and he 
studied medicine at Manchester University and the 
London Hospital. He gained first-class honours in 
his M.B. in 1907, and after holding house appoint- 
ments at the Royal Infirmary became lecturer in 
anatomy at Manchester University in 1910. In the 
short time that he held this post he showed the 
untiring energy that was his permanent characteristic, 
and with the encouragement of Elliot Smith did 
valuable work on the morphology of the brachial 
plexus and the symptoms caused by cervical ribs. In 
1912, at the age of 28, he was appointed to the 
professorship at Cleveland. There he set himself the 
task of placing on a scientific basis our knowledge 
of the effects of age, sex, and race on the development 
of the human skeleton. His research, based on the 
examination of between tbree and four thousand 
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skeletons, has made it- possible to tell the age of any 
given skeleton with comparative certainty. He 
inquired also into the influence of mental states on 
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the motility of the alimentary tract, and gave an ` 


account of his findings in his Beaumont lectures in 
1930. In the last ten years he turned to the problem 
of the development of the bones in childhood, making 
radiographic examinations of 800 children regularly 
four times a year in order to establish a standard of 
normal ossification at different ages. A year ago he 
published the first volume of his “ Atlas of Skeletal 


Maturation,” dealing with the ossification of the. 


hand, and this was to be followed by similar volumes 
on the other parts of the body. 

Todd was a man of boundless and infectious 
enthusiasm. He possessed great physical and mental 
stamina and could drive himself at top pressure 
from early morning to far into the night and do with 
little sleep without apparent fatigue. In spite of this 
he was no slave-driver to his subordinates, and would 
take endless pains with the difficulties of his students. 
His interests extended beyond the limits of his own 
subject into the realms of literature and art. In 1912 
he married Eleanor Pearson of Manchester, and they 
had two sons and a daughter. 


PROSPER ST. LEGER LISTON 
L.R.C.P.I. 


Dr. Liston of Bourton-on-the-Water died very 
suddenly while visiting a patient on Jan. 2. He 
belonged to the type of country practitioner who is 
regarded as a friend and adviser in realms beyond 
those of professional work. His kindness, and his 
interest in social services, also accounted for the high 
place he held in the affection and respect of those 
for whom he worked. 

Liston was a student of Trinity College, Dublin, 
and of the Irish Colleges of Physicians and Surgeons, 
where he was awarded gold medals in medicine and 
surgery. After qualifying in 1893 he practised in 
Ireland, and, like many of his countrymen, his 
sporting instincts led to his being both a hunting 
man, with the Meath hounds, and a polo player. 
After a serious illness he moved to Cornwall for five 
years and in 1908 he went to Penang, where he 
worked as a general practitioner until he returned to 
England in 1917 to join the R.A.M.C. He was 
wounded at Cambrai in 1918 and, being invalided out 
of the army, returned to Penang via America and 
Japan. In 1923 he joined R. B. Stewart in practice 
at Bourton-on-the-Water. He has been a liberal 
contributor both in service and subscription to social 
welfare organisations and particularly to the local 
branch of the British Legion, of which he was 
president at the time of his death. His garden along 
the bank of the Windrush was one of the sights of 
Bourton. 

Dr. Liston was married first to Bella Mary Farlow, 
who died in Penang. By her he had four sons, one 
of whom died in infancy and another was killed. “n 
the Somme in 1917. His second marriage was to 


Evelyn Mary Mahler who, with his two sons, survives - 


him. 
SANDYS HOLDEN 
T.D., M.B. LPOOL, D.P.H. 
Dr. S. J. C. Holden, who died at his home in 


Aylesbury, Bucks, on Jan. 4 at the age of 55, had 
been twenty years county medical officer. He was 
working until two days before his death when he 
had a seizure. Born at Farnworth, Lancs, son of 
the Rev. Joseph Holden, he was educated at 
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St. John’s School, Leatherhead, and Liverpool 
University, where he qualified in medicine in 1907. 
After holding appointments at the Royal Infirmary 
and the South Dispensary he became tuberculosis 
officer and deputy M.O.H. at St. Helens, where he 
remained for nine years. During the war period he 
was sanitary officer at St. Omer, finally reaching the 
rank of lieut.-colonel, R.A.M.C.(T.). His war services 
left him with serious disabilities of which he made 
light but which contributed to his untimely death. 
In 1919 he succeeded A. H. Hogarth as chief medical 
officer for Bucks. Hogarth was not an easy man to 
follow, but under Holden the happy relations in the 
county health office were maintained. His patience 
and grasp of administrative detail smoothed the way 
of advance in all sections of public health work, and 
to the school, infant welfare, tuberculosis, and nursing 
services were added quietly effective departments of 
venereal diseases and veterinary medicine. It was 
never too far or too late in the day for Holden to 
go to any part of the county to discuss questions 
with a local nursing or welfare committee. He was 
easily approached by colleagues and staff, with whose 
work he never interfered. His relations with general 
practitioners in the county were made easy by the 
fact that with his sound knowledge of clinical medi- 
cine and his interest in diagnosis and treatment he 
might himself have been a practitioner. Unofficially 
he took a keen interest in the social welfare of the 
staff and was in request as a judge of ambulance 
competitions, and athletic and boxing meetings ; no 
children’s party in the neighbourhood was considered 
complete without him. He leaves a widow and 
a daughter. 


GEORGE BARGER 
D.SC., F.R.S. 


Dr. George Barger, regius professor of chemistry at 
Glasgow, died suddenly on Jan. 6 in Switzerland, 
at the age of 60. Sir Henry Dale writes : 

“ George Barger always regarded himself as a 
chemist, and, of the many recognitions which he 
received, he was especially proud of and gratified by 
those which laid emphasis on the importance of his 
work for chemistry as such; the Davy medal of the 
Royal Society, awarded less than two months ago, 
being the most recent of these. He was, indeed, in 
the front rank of the British chemists of his time. 
From quite an early stage, however, his own 
training and instinct, as well as the appointments 
which he accepted, led him to deal with chemical 
problems which had significance for biology and 
medicine. Although chemistry was his first subject 
at Cambridge, he had been placed in the first class in 
botany also, his subsidiary study, in part II of the 
tripos; and he had demonstrated botany for a 
period in Brussels before he went as chemist to the 
Wellcome Physiological Research Laboratories, where 
my own association with him began. He had, indeed, 
made some preliminary preparations from ergot before 
we came together. For the next five years we worked 
on this curious drug in perfect collaboration. The 
subject proved to hold unexpected riches of interest, 
for Barger in chemistry, as for myself in physiology. 
When Barger and F. H. Carr (then of the Wellcome 
Chemical Works) had isolated the alkaloid ergotoxine, 
it soon became evident that many extracts of ergot 
contained substances with other actions, and an 
exploratory detour into the nature and actions of. 
amines produced by putrefaction led us to find these 
also, as we had guessed, in ergot extracts. Thus came 
tyramine and Barger’s preparation of the sympatho- 
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mimetic amine series, between tyramine and more international than most, in his sentiments and 
adrenaline; and later came histamine. With the his reactions; but nobody who really knew Barger 


identification of the latter as responsible for a 
particular action of an ergot preparation, and its 
later isolation from an intestinal extract, Barger’s 
chemistry had opened a chapter in physiology and 
pathology of which new pages are still being written ; 
and, though he himself went shorily afterwards to an 
academic post in chemistry, it was his former pupil 
and collaborator, A. J. Ewins, who, by isolating 
acetylcholine from another ergot extract, made an 
important step towards another development in 
physiology, which is even more active at present. 

“To my great joy Barger consented to join forces 
with me again under the Medical Research Committee 
(now Council) in 1914; but this renewed association 
was to be in the abnormal war years, when we found 
ourselves engaged on urgent and largely separate 
problems, to serve immediate national needs. When 
he went to Edinburgh, in 1919, he seemed to have 
a more direct opportunity of giving a medical trend 
and application to his activities, in organising instruc- 
tion and research on the chemical side, throughout 
the range of medical studies. Circumstances pre- 
vented this full development, but Barger’s work and 
that of his pupils, to which he gave so much, continued 
to influence medical progress at numerous points. 
C. R. Harington had not long left Barger’s laboratory 
when he embarked on the brilliant studies which 
revealed the structure of thyroxine, and Barger 
collaborated with his former pupil in the final 
synthesis of this hormone. It was as Barger’s pupil 
and collaborator, again, that Edgar Stedman began 
the studies on physostigmine, which led, on the one 
hand, to the production of an important series of 
substances of analogous action, and so elsewhere to 
‘ prostigmine,’ and, on the other hand, to the identi- 
fication of the esterase inhibited by these alkaloids 
as a specific cholinesterase, with results of great 
importance to the chapter of physiology concerned 
with acetylcholine. It was with Barger, yet again, 
that A. R. Todd and his co-workers began more 
recently their investigations contributing to the 
elucidation of the structure of vitamin B, (aneurine), 
and culminating in one of the processes by which 
that substance can now be made by artificial synthesis. 
Barger, meanwhile, had made other important con- 
tributions, hitherto chiefly of chemical interest, to the 
structure of several alkaloids. In 1937 he migrated 
to Glasgow, as Regius Professor of Chemistry, and we 
shall never know what he might have made of this 
new and wider opportunity. o 

“ A mere record of Barger’s research activities, 
however, gives no indication of the close personal 
relations which he had established with men all over 
the world working in the medical sciences, and 
particularly in physiology and biochemistry. By 
parentage, education, and temperament he had 
special qualifications for international contacts, for, 
though he was born in Manchester, his father was 
Dutch and his mother English, his schooling in 
Holland had made him already multilingual, and 
throughout his life he added new languages to a 
remarkable repertoire whenever a holiday or a 
scientific congress made opportunity. Physiologists 
in particular came to regard him, half humorously, 
as their polyglot orator. At their Moscow congress 
in 1935 he was chosen to return thanks for all the 
visitors, and did it in eight languages, including 
Russian, which he had acquired for the occasion. 
Apart from such formal opportunities, he travelled 
often and widely, making and renewing friendships 
wherever he went. Such a man could not but be 


could ever doubt the depth of his first loyalty to the 
Britain of his birth and his manhood, or mistake the 
warmth of an affection because it was neither blind 
nor exclusive. When the war ended he was eager 
and active for reconciliation. He was unsparing of 
time and enthusiasm to make the Congress of 
Physiologists, which met in Edinburgh in 1923, the 
first really international scientific congress held in 
this country after the war. The loss, tragically early 
and sudden, of his great personality will be sadly felt 
today in many countries, not only among chemists 
but also and especially by physiologists and bio- 
chemists, to whom his character and his influence 
have meant so much, in promoting understanding 
and good fellowship. From a multitude of friends 
and admirers, in many other countries as well as in 
his own, sympathy will flow to his widow, his two 
sons, and his daughter, bound to him by the strongest 
ties of affection and confidence.” 
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INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEc. 31, 1938 


Notifications.—The following cases of infectious 
disease were notified during the week : Smallpox, 0; 
scarlet fever, 1572; diphtheria, 1096; enteric 
fever, 34 (23 “expected ”); pneumonia (primary 
or influenzal), 1131 ; puerperal pyrexia, 141; cerebro- 
spinal fever, 24; acute poliomyelitis, 16; acute 
polio-encephalitis, 1; encephalitis lethargica, 5; 
dysentery, 13; ophthalmia neonatorum, 76. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The combined notifications of acute poliomyelitis and acute 
polio-encephalitis total as follows for the current week and the 


previous 23 weeks (working backwards): 17, 31, 32, 30, 37, 
ret ai 53, 73, 74, 88, 85, 68, 56, 63, 83, 76, 82, 76, 83, 87, 63, 


The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 6 was 3220, which included: Scarlet 
fever, 645; diphtheria, 1101 (carriers, 42); measles, 11; 
whooping-cough, 608; puerperal fever, 11 mothers (plus 4 
babies); encephalitis lethargica, 297; poliomyelitis, 8. At 
St. Margaret’s Hospital there were 24 babies (plus 12 
mothers) with ophthalmia neonatorum. . 


Deaths.—In_ 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 3 (0) from measles, 6 (0) from scarlet fever, 
7 (1) from whooping-cough, 35 (6) from diphtheria, 
51 (16) from diarrhoea and enteritis under two years, 
and 89 (8) from influenza. The figures in parentheses 
are those for London itself. 

Liverpool reported the only death from typhoid. Fatal 
cases of diphtheria were scattered over 24 great towns, 3 each 
from Liverpool and Birmingham. Influenza was credited with 


13 deaths at Liverpool, 6 at Hull, 3 each at Birkenhead and 
Bradford, not more than 2 at any other large town. 


The number of stillbirths notified during the week was 


219 (corresponding to a rate of 41 per 1000 total 
births), including 24 in London. 


THE LANCET 100 YEARS AGO 


January 12, 1839, p. 574. 
FROM A LECTURE BY M. MAGENDIE 


. . For my own part, I care little for the learned 
prescriptions in which the majority of practitioners 
delight; the mysterious dignity of their composition 
always seems to me calculated to throw chaff in the eyes 
of the vulgar, and rather to enhance the merit of the 
physician than really to effect the recovery of the patient. 
Though my amour-propre may often suffer thereby, I 
prefer infinitely to abstain from prescribing altogether, 
to ordering drugs respecting the etiects of which I am 
ignorant. 
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MULTIPLE ANSTHESIA 


SR, —I have read with great interest the article 
on Pentothal with Nitrous Oxide and Oxygen by 
Drs. Organe and Broad (Lancet, 1938, 2, 1170) and 
the subsequent correspondence. It appears to me, 
however, that your correspondents have overlooked 
the real objection to the methods advocated by the 
authors of that article. This does not depend on the 
multiplicity of drugs involved ; we all give “ anæs- 
thetic cocktails,” and if given judiciously these may 
be of great benefit to our patients. It is the ingredients 
of such a cocktail, and the indications for its use, 
that are of greatest importance. 

It appears that the originators of this new technique 
would have us substitute for a relatively harmless 
drug (ether) one which is known to be much more 
toxic to all the bodily functions (pentothal); and 
they wish to substitute for the easy technique of 
inhalational anesthesia a highly complicated tech- 
nique, much less easily controllable, involving much 
greater possibilities of harming the patient, and taking 
up so much of the time and attention of the anesthetist 
and theatre staff that it is difficult to believe that 
any surgeon could operate comfortably in such an 
atmosphere. 

Even so, such methods might be justifiably 
advocated did they bring to our patients any great 
compensating advantages. But it is hard to see what 
is to be gained by the methods advocated here. Of 
the indications for this complicated technique given 
by Drs. Organe and Broad two seem very doubtful 
—namely, No. 3 “for herniotomies, tonsillectomies, 
and prolonged dental operations,” and No. 4 “for 
perineal and anal surgery.” For Group 2 (“ patients 
with active or latent pulmonary diseases ’’) cyclo- 
propane would probably be preferable; while for 
Group 1 (‘‘ when the cautery is to be used ”) a closed 
` technique with carbon-dioxide absorption might 
usually give equal if not greater safety. 

Indeed it appears on reflection that the chief 
justification for such methods lies in the fact that 
they are spectacular. While not denying their 
possible value in a small minority of cases, I doubt 
whether they advance in any way the science of 
ansesthesia. In my opinion this art and science will 
only be advanced by the development of a simpler 
technique employing less toxic drugs. 

I am, Sir, yours faithfully, | 

Harley Street, W.1, Jan. 6. R. BLAIR GOULD. 


HYPERTENSION 


Sır, —On Dec. 24 you drew attention to the work 
of Verney and Vogt on the relation of salt intake to 
hypertension. May I point out that the same paper 
deals with protein intake in relation to high blood- 
pressure. This work supports and confirms the 
conclusions arrived at in my book “ High Blood 
Pressure ” ; and a scientific method—the only one 
I know—for treatment of high blood-pressure is 
given in this volume. Since the publication of 
“ High Blood Pressure” a considerable number of 
cases have been under treatment by this method, 
and the clinical evidence, too, supports the general 
conclusion arrived at. Nocturia has either dis- 
appeared entirely or become less frequent, and such 
complaints as headaches have been allayed and the 
general condition of the patient improved under this 
régime. 

The work of Verney and Vogt deals with renal 
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hypertension. We may however take it as a fact 
that in every case of so-called essential high blood- 
pressure the kidney is affected. I very much doubt 
whether it is desirable at all to differentiate between 
the one and the other type of hypertension. 

The earlier the patients are put under this treat- 
ment the better the result. And as, according to the 
estimation of Prof. J. B. Duguid (personal communica- 
tion), about 40 per cent. of normal late-middle-aged 
people show some damage to the kidney, it is desirable 
that the protein intake should be limited generally in 
people who have reached middle age. I therefore 
suggested in my book “Diet and High Blood 
Pressure ” that generally the protein intake should 
be sufficient to cover the requirements of wear and 


_ tear of the tissues only, and that for purposes of 


energy carbohydrate and fat should be used. At 
present, under the conditions in which middle-class 
people are living, the kidney has to do about eight 
to ten times more work than is absolutely necessary. 

We are studying abnormal wear and tear at the 
Institute of Research for the Prevention of Disease, 


‘which offers the only possible method of dealing with 


& good many conditions based on degenerative 
changes of different organs. 
I am, Sir, yours faithfully, 


Liverpool, 1, Jan. 2. I. Harris. 


OXYCEPHALY 


Sir,—The pathological note by Dr. R. S. Handley 
in the article on oxycephaly published in your issue 
of Nov. 26 interested me greatly. It is the first time 
I have met the histopathological examination of an 
oxycephalic skull, in something over 250 papers. 
The authors seem entitled to congratulations on their 
pioneer efforts. 

I wonder whether Dr. Handley’s findings throw 
any light on the nature of the pathological change 
in oxycephaly. As I understand the situation, 
there are two main hypotheses, and preliminary 
recollection of the function of a suture line will be 
helpful to their consideration. 

The word ‘suture’? suggests something which 
unites. In this connexion, it stands for the opposite : 
cranial sutures separate bone. It is true that the 
skull bones join in later life, but for years they remain 
distinct. When the bones fuse, the sutures are said 
to be obliterated. The two hypotheses respectively 
incriminate the processes of ossification and the 
limiting activity of suture lines. 

The first and older view is that normal suture 
lines are transgressed by viciously overactive bone- 
forming tissues. The second more recent one was 
advanced by E. A. Park and G. F. Powers (Amer. 
J. Dis. Ohild. 1920, 20, 235). They postulated 
an aplasia of the cranial bones, and a corresponding 
absence of the limiting activity of suture lines, 
Put in other words—sutures are never formed. In 
consequence ‘‘ where the bones touch they fuse.” 
Existing evidence supports this latter theory. I ` 
do not wish to elaborate this further. What I am 
concerned with is the bearing of Dr. Handley’s 
findings on the problem. 

He describes an absence of the periosteum from the 
medial edge of the parietal bones, and “‘ considerable 
evidence of osteoblastic activity.” This latter does 
not appear to have been in vicious or pathological 
excess. Had it been, the finding would have sup- 
ported the older hypothesis. As it is, the unusual 
activity is possibly the result of a diminution in 
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blood-supply due to the raised intracranial pressure 
found in this disease, and undoubtedly present in 
this case. The common occurrence of unusually 
hard cranial bone in oxycephaly fits in with this 
explanation of the finding. The absence of periosteum 
on the medial edge of the parietal bone then, to my 
mind, is in favour of the newer hypothesis. 
I am, Sir, yours faithfully, 
Westminster Hospital, S.W.1, Jan. 8. D. FERRIMAN. 


THE R.M.B.F.’s CHRISTMAS GIFTS 


Srr,—I am deeply indebted to you for the help 
which you rendered in allowing my Christmas appeal 
to be placed before your readers. The response was 
so generous that the amount subscribed enabled us 
to give a Christmas gift of 30s. to every one of our 
regular beneficiaries. 

Of the many letters of thanks received the majority 


refer not only to the great pleasure of an unexpected | 


gift but also to the fact that, during the exceptionally 
cold spell of weather in December, it enabled more 
warmth to be obtained, either by extra coal or extra 
money for the gas meter. All desired that I should 
express their heartfelt thanks to the many ‘‘ unknown 
friends ” who had remembered them and had made 
the distribution of the gifts possible. 
It is this message of gratitude and deep appreciation 
which I ask you to convey to your readers. 
I am, Sir, yours faithfully, 
THos. BARLOW, 
President, Royal Medical Benevolent Fund. 


11, Chandos Street, Cavendish Square, 
London, W.1, Jan. 5. 


AFTERCARE ? 


Sm,—In a leading article last week you conclude 
your discussion on the aftercare of the tuberculous 
by stating that, if prevention were adequate, the 
problem of aftercare would not arise. I am amazed 
that in practice this has not been realised adequately 
in this country. With the knowledge that we at 
present possess tuberculosis could be reduced to an 
almost negligible problem within ten years. This can 
be achieved in part by seeking out and treating the 
source of infection in each new case of human tuber- 
culosis that is notified. Each case is, without question, 
the result of massive infection from some close 
associate, This source usually resides in the elderly 
fibrocaseous chest, even yet unexamined in our 
search for contacts. As I write this many cases spring 
to mind, seen in general hospital practice in the past 
twelve years. I quote just three of these :— 


(1) A man, aged 68, wheeled almost moribund into 
my ward with an acute spread from an old tuberculous 
cavity. The halting explanation of his condition that 
he gave was that he had ‘‘ caught cold ’’ when the 
tuberculosis authorities had turned him out of his 

m in order to disinfect it, because his daughter 
had just been taken to a sanatorium, while his only 
son had died of the same condition five years 
previously. He himself had never been examined. 

(2) A man of 55 came, at my request, to see me 
about his son aged 23, who was dying of generalised 
miliary tuberculosis. This son was the last survivor 
of a family of six children, all of whom together with 
their mother had died of tuberculosis. The father 
gave me this history in a voice denoting chronic 
laryngitis, interspersed with a cough which left no 
doubt as to where the source of infection lay. Despite 
the family having lived and died under several 
progressive local authorities this danger to the 
community had never been examined. 

(3) A man, now aged 76, under my care with a 
large apical cavity and a sputum containing millions 
of tubercle bacilli. Twenty-eight years ago his only 
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daughter died of ‘‘ galloping consumption.” From 
about that time this man, a semi-invalid, has coughed 
his way through innumerable common lodging-houses, 
causing untold infection. 


“ Contacts” may be important, but in my 
submission the elderly chronic purveyor of tuberculous 
infection has remained relatively untouched by our 
diagnostic net. Space does not permit my enlarging 
on “day” and ‘night’? sanatoria on the Russian 
model, which we in this country could so easily copy 
and improve upon. Of course, this would need a 
higher valuation of human life than we have been 
accustomed to. I am, Sir, yours faithfully, 

London, W.65, Jan. 10. H. JouLes. 


GRAINS AND SCRUPLES 


Sir,— Your Anatomist’s finding that man’s nearest 
relation on earth is the pig confirms that of the earlier 
anatomists in the University of Salerno. Debarred 
from dissecting the human body on religious grounds, 
they used the pig instead. The First Scholar at 
Salerno in Longfellow’s ‘“‘ Golden Legend ” mentions 
this fact in his account of the medical curriculum :— 

“ After this there are five years more 
Wholly devoted to medicine, 
With lectures on chirurgical lore 
And dissections of the bodies of swine, : 
As likest the human form divine.” / 
I am, Sir, yours faithfully, 
ARTHUR S. MacNatry. 


WHITHER THE ALMONER? 


Sm,—It is most welcome to find in your columns 
questions raised about the present developments of 
the almoner’s work. The extended use of almoners in 
order to establish a direct contact between the con- 
sultant and the patient seems to be entirely {ncon- 
sistent with the efforts which are being made to 
re-establish the position of the general practitioner. 
Moreover, it may be one of the factors, and not an 
unimportant one, in the increased number of out- 
patient attendances. The almoner tends to become 
far more than a link between the hospital and outside 
organisations, and in her zeal for carrying out social 
reform as well as undertaking social work tends to 
keep the patients under observation, in order that she 
may be acquainted with developments in their home 
circumstances. 

Many of those who have had long years of work 
and association with the conditions of the community 
providing hospital patients, including eminent medical 
officers of health, realise that no one can ever actually 
obtain a grasp of the conditions merely from informa- 
tion supplied, and that the basis of social work must 
be in the homes of the people. The development of 
almoners’ work is not only prejudicial to the position: 
of the general practitioner but also can hardly be 
said to be in the best interest of the patients and the 
general amelioration of the conditions of the people. 
I am, Sir, yours faithfully, 

HoUsE GOVERNOR. 


Jan. 7. 


Jan. 9. 


‘©. . In this field [natural knowledge] the standard 
of value is independent of race or nationality or any 
other measure than originality and scientific worth. 
Liberty of thought and action are essential for creative 
scientific work ; and progress is impossible when restric- 
tions are placed upon them. These principles of scientific 
freedom have been won through generations of struggle 
with Church and State, and when science neglects to 
assert them as fundamental conditions of creative work 
it will commit suicide.” —Sir RicHarD GREGORY, F.R.S., 
Nature, Lond. Jan. 7, 1939, p. 2. 
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MEDICAL NEWS 


University of London 
At recent examinations the following candidates were 


successful :— 
M.D. 


Branch I ( Medicine).—R. F. Clarke, St. Bart.’s ; J. G. Clothier, 
King’s Coll. Poop: ; J. H. Cobb, Univ. Coll. Hosp. ; P. C. C. 
de Silva, King’s Coll. Hosp. ; G. G. Gillam, Univ. Coll. Hosp. ; 
F. J. D. Knights, Middlesex Hosp. ; K. A. Latter, St. Bart.’s ; 
Eric Samuel, Middlesex Hosp. ; and R. N. Tattersall, Leeds. 
n II (Pathology).—R. G. Macfarlane (university medal), 

- Bart.’s. 
= Hrad III (Psychological Medicine).—Joyce McConnell, 

oy. Free. l 

Branch IV (Midwifery and Diseases of Women).—J. E. Giesen, 
Guy’s; Nora L. Keevil, Roy. ee; E. R. Rees, St. Bart.’s ; 
©. G. Roworth, Univ. Coll. Hosp. ; Mary G. Tate, Roy. Free : 
and Eileen M. Whapham, Roy. Free. 

Branch V (Hygiene).—Morris Markowe, Charing Cross and 
London School of Hygiene. 

University College.—On Feb. 6 and 8, at 5 P.m., Prof. 
J. H. Burn will lecture at the college on the action of 
drugs in muscular fatigue and as circulatory restoratives. 
Mr. L. Young, Ph.D., will give the first of three lectures 
on animal detoxication mechanism on Feb. 27 at 5 P.m., 
and Prof. A. Frey-Wyssling of the Swiss Federal Institute 
of Technology, Zürich, will speak on the submicroscopic 
morphology of protoplasm and its derivatives on March 6, 
7, and 9, at 5.15 P.m. On Feb. 8 at 7.30 p.m., Dr. Maitland 
Radford, medical officer of health for St. Pancras, will 
give a lecture on slum clearance. All the lectures are 


open to those interested. 
\ 


Order of St. John of Jerusalem 

_ The following promotions in and appointments to the 
Venerable Order of the Hospital of St. John of Jerusalem 
have been sanctioned by the King :— . 


Kauntze, C.M.G., 


As Officer—John Ambrose Carman, M.D., John Araluen 
M.R.C.S., Donald Eadie 


LE. S., Archibald, M.D., 
Frederick William Morton Palmer, M.D., Colonel Charles Hen 
Stennett Redmond, T.D., M.B. A.M.S., Lieut.-Colonel Frederi 
Walter Whitney Dawson, .B., Robert Yelverton Stones, 
' O.B.E., M.C., M.R.C.P., John Phimister Mitchell, O.B.E. 
M.D., Captain David Collingwood Low, M.D., Lieut.-Colonel 
George Chester Lawson, M.D., Miss Sybil Caridwen Bevan, M.B. 
Society for Relief of Widows and Orphans of 
_ Medical Men 

At a quarterly court of directors held on Jan. 4, Mr. 
V. Warren Low presiding, a sum of £2216 was voted for 
the half-yearly grants to the 62 widows and 4 orphans in 
receipt of relief. The death was reported of a beneficiary, 
aged 63, who came on the funds in 1890 at the age of 15, 
at the same time as her mother and three sisters. In the 
following year, being a cripple, she was eligible for help 
from a special fund and received altogether £2320 in 
grants. At the recent Christmastide a present of £5 was 
made to each widow and orphan. Two fresh applications 
for relief were received from widows of members, £60 
per annum being voted in each case. Membership is open 
to any registered medical man residing at the time of 
election within a twenty-mile radius of Charing Cross. 
Particulars from the secretary at 11, Chandos Street, 
London, W.1. 


Royal Sanitary Institute 

The Earl of Harewood has accepted the office of president 
of the health congress of this institute which is to be held 
at Scarborough from July 3 to 8. The work of the 
congress will be divided into sections dealing with pre- 
ventive medicine; engineering, architecture, and town 
planning; maternity, child welfare, and school hygiene ; 
veterinary hygiene; national health insurance ; hygiene 
in industry; and tropical hygione. There will also be 
conferences of representatives of local authorities, medical 


officers of health, engineers and surveyors, sanitary 
inspectors, and health visitors. Further information 
may be had from the secretary of the institute, 


90, Buckingham Palace Road, London, 8.W.1. 


Royal Faculty of Physicians and Surgeons of 
Glasgow 
At a meeting of the faculty held on Jan. 9, Dr. Mohamed 
Emara (Cairo) was admitted to the fellowship. 


Hunterian Society l 

The Hunterian lecture of this society which Prof. Emil 
de Grosz (Budapest) was to have delivered on Jan. 16 
has had to be postponed; Prof. de Grosz will give it instead 
on April 17 at 9 P.m., at the Mansion House, London, 
E.C.4, when he will speak on the problem of glaucoma. 
The annual general meeting of the society will be held 
on May 8. 


Department of Scientific and Industrial Research 

Prof. E. V. Appleton, F.R.S., has been appointed 
secretary to this department in succession to Sir Frank 
Smith, F.R.S., who is resigning. Prof. Appleton is 
Jacksonian professor of natural philosophy in the 
University of Cambridge. 


Prize in Ophthalmology 

The next award of the Gifford Edmonds prize will be 
made for the best essay on the ocular manifestation of 
Graves’s disease submitted before Dec. 31, 1940. Further 
particulars may be had from the secretary of the Royal 
ei Ophthalmic Hospital (Moorfields), City Road, 
E.C.1. i 


New Welfare Centre in Hackney 

The Elsdale-street maternity and child welfare centre, 
the second centre to be erected by the borough council, 
was opened by the mayoress of Hackney on Jan. 7. The 
building, which with furniture and equipment has cost 
£11,000, is on two floors. On the ground floor there is 
accommodation for the antenatal and child-welfare clinics, 
with a dispensary and a hall for lectures and demonstra- 
tions. The first floor provides for the light and massage 
departments. The centre will replace one formerly carried 
on in Lauriston Road. | 


Medical Experiences in Spain l 

The ‘medical members of the Spanish Medical Aid 
Committee are inviting their professional colleagues to 
meet eight British doctors who have been serving in Spain 
and have returned since the evacuation of foreign personnel 
by the Republican government. The meeting will be held 
at B.M.A. House, Tavistock Square, London, W.C.1, on 
Wednesday next, Jan. 18; there will be a conversazione 
with light refreshments from 8.30 to 9.15 r.m., after which 
the returned doctors will make a report on their work, 
and questions and discussion will be invited. Admission 
will be by ticket, to be obtained either in advance from 
Dr. H. C. Boyde, 85, Freemasons Road, E.16 (Tel. : Albert 
Dock 1677), or on application to the ticket-clerk at the 
hall on the night. It is hoped that those who intend to 
be present will if possible let Dr. Boyde know in advance. 


Niepce and Daguerre 

The centenary of the invention of photography, just 
celebrated in Paris under the patronage of the president 
of the Republic, has helped to clear up once and for all 
the identity of the inventors. Nicéphore Niepce, a 
chemist born at Chalon-sur-Saone (1765-1833), was the 
inventor of photography in its rudiments; his cousin, 
Claude Niepce deSaint-Victor Niepce, born at St. Cyr 
(1805-1870), was the inventor of photography on glass. 
Louis Jacques Mandé Daguerre, an artist born at 
Cormeilles (Seine-et-Oise), conceived the invention of 
the diorama, in which views subjected to a play of lighting 
while the spectator sits in darkness produce the illusion 
of reality. Daguerre perfected photography as invented 
by Niepce. He lived from 1789 to 1851 and produced 
in 1839 excellent photographs on a plate of copper 
sensitised by the vapour of iodine or bromine and 
developed by mercury vapour. The examples of his 
work have proved lasting when not exposed to direct 
sunlight, 
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Prof. P. O. Rosin is giving a further lecture with a 
cinema film on The Aerodynamics of the Domestic Open 
Fire at the Institution of Civil Engineers, Great George 
Street, Westminster, on Jan. 25 at 6 p.m. Tickets may 
be obtained from the British Coal Utilisation Research 
Association, 54, Victoria Street, S.W.1. | 


Medical Society of Individual Psychology 

The annual dinner of this society will be held on 
Thursday, Jan. 19, at 7.45 P.M., at the Florence Restaurant, 
Rupert Street, London, W.1, when the principal guests 
will be Prof. John MacMurray and Mr. Ashley Dukes. 


‘Chancellor and Postgraduate School 

On Jan. 9 the Earl of Athlone, chancellor of London 
University, paid a visit to the British Postgraduate 
Medical School. He said that he regarded the school 
as his own baby, for he had been chairman of the com- 
mittee that had recommended its foundation. When 
King George V opened the school he expressed the hope 
that it would draw teachers and students from all parts 
of the world. That wish had been amply fulfilled. In 
the 34 years of the school’s existence 2299 medical men 
had studied there, including 696 practitioners attending 
refresher courses. The school had already outgrown its 
accommodation and more lecture theatres and laboratories 
were needed. 


‘Course on Mental Deficiency 


Lectures and clinical instruction for medical prac- 
titioners on mental deficiency and allied conditions have 
been arranged by the extension and tutorial classes 
council of the University of London in coöperation with 
the Central Association for Mental Welfare. The course 
is intended for qualified medical practitioners who are 
concerned with the care of subnormal or abnormal persons. 
The first part will be held from March 20 to April 1, when 
Dr. A. F. Tredgold will lecture on mental deficiency, Miss 
Lucy Fildes, Ph.D., on the psychology of mental defectives, 
Dr. Henry Herd on the work of the school medical officer 
in relation to the mentally defective, and Dr. A. Carleton 
Williams on administrative procedure in the ascertainment 
and treatment of the mentally defective under the mental 
deficiency acts. The second part of the course, devoted 
to the problems connected with the retarded and difficult 
child, will be given in the autumn. Further information 
may be had from Miss Evelyn Fox, university extension 
department, University of London, The Senate House, 
W.C.1. 

B.M.A. Scholarships and Grants in Aid ‘of 

Research 

The council of the British Medical Association is prepared 
to receive applications for research scholarships and 
grants for assistance of research in connexion with 
disease. 

Scholarships.—An_ Ernest Hart memorial scholarship (£200 

` per annum), a Walter Dixon scholarship (£200 per annum), 

-and three research scholarships (each £150 per annum). These 
: scholarships are given to candidates whom the science com- 
mittee of the association recommends as qualified to undertake 
research in any subject (including state medicine) relating to 
the causation, prevention, or treatment of disease. Preference 
will be given, other things being equal, to members of the 
medical profession. Each scholarship is tenable for one year, 
commencing on Oct. 1, 1939. A scholar may be reappointed 
for not more than two additional terms. A scholar is not 
necessarily required to devote the whole of his or her time to 
the work of research, but may hold a junior appointment at a 
university, medical school, or hospital, provided the duties of 
oc appointment do not interfere with his or her work as a 
scholar. 


Grants.—Grants for the assistance of rescarch in the causation, 
treatment, or prevention of discase. Preference will be given, 
other things being equal, to members of the medical profession 
and to applicants who propose as subjects of investigation 
problems directly related to practical medicine. 

Application for scholarships and grants must be made 
not later than May 6, on the prescribed form, a copy of 
which will be supplied on application to the secretary of 
the association, B.M.A. House, Tavistock Square, London, 
W.C.1. Applicants are required to furnish the names of 
three referees who are competent to speak as to their 
«capacity for the research contemplated. 
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Royal Microscopical Society 

The annual meeting of this society will be held at 
B.M.A. House, Tavistock Square, London, W.C.l, on 
Wednesday, Jan. 18, at 5.30 P.M., when Mr. J. E. Barnard, 
F.R.S., will deliver his presidential address. He has 
chosen as its title Towards the Smallest Living Things. 


Royal Society of Arts 

On Tuesday, Feb. 7, at 4.30 p.m., Sir Malcolm Watson 
will speak to: the dominions and colonies section of this 
society on the work of the Ross Institute of Tropical 
Hygiene. The meeting will be held at the house of the 
society, John Street, Adelphi, W.C.2. . 


British Empire Cancer Campaign 

Viscount Hailsham presided at the 69th quarterly 
meeting of the grand council of this campaign, held in 
London on Monday last. It was announced that the new 
propaganda film prepared by Gaumont-British will soon 
be ready for release. Grants totalling £22,526 were made 
towards cancer research during 1939, bringing the total 
amount approved to date for the year up to £38,000. 
A further grant of £1350 was made to meet additional 
expenses to be incurred by the clinical cancer research 
committee. 


The Ministry of Health’s Exhibition 

On Monday last Mr. Robert Bernays, parliamentary 
secretary to the Ministry of Health, opened at Messrs. 
Selfridge’s, Oxford Street, London, W.1, the Ministry’s 
exhibition ‘ Towards a Fitter Britain.” Over 4 million 
people, he said, had seen this exhibition at Glasgow, and 
later it was to be handed over to the Central Council for 
Health Education. Among the various items the housing 
exhibit showed the transformation of the slum to the new 
housing estate. He recommended also the food charts 
which gave simply and graphically essential information 
about nutrition and the right approach to a balanced 
diet, and the exhibits devoted to the health of mothers 
and children. He hoped that as many people as possible, 
both in London and the provinces, would visit the 
exhibition. 


PUBLIC HEALTH 


THE EVACUATION AREAS 


A SCHEDULE issued by the Ministry of Health on 
Jan. 9 divides the country for purposes of evacuation 
into three groups. (1) A limited number of large 
crowded areas from which evacuation is to take 
place. (2) A number of “neutral” areas, mainly 
situated around the large towns, which are not to be 
evacuated but are also not to be used for reception. 
(3) The areas considered most suitable for reception. 

The following counties contain no neutral or 
evacuation areas. In England: Bedford, Berks, 
Buckingham, Cambridge, Cumberland, Dorset, Isle 
of Ely, Hereford, Huntingdon, Lincoln (parts of 
Holland and parts of Kesteven), Northampton, 
Oxford, Soke of Peterborough, Rutland, Salop, East 
and West Suffolk, East and West Sussex, Westmor- 
land, Isle of Wight, and Wilts. In Wales: Anglesey, 
Brecknock, Caernarvon, Cardigan, Carmarthen, Den- 
bigh, Flint, Merioneth, Montgomery, Pembroke, and 
Radnor. 

The evacuation areas comprise all the metropolitan 
boroughs, and the neighbouring boroughs of East 
and West Ham, Barking, Ilford, Leyton, Waltham- 
stow, Edmonton, Hornsey, Tottenham, Willesden, 
and Acton. The list also includes Southampton, 
Portsmouth, and Gosport; Chatham, Gillingham, and 
Rochester ; Birmingham and Smethwick ; Liverpool, 
Birkenhead, Bootle, and part of Wallasey; Man- 
chester and Salford with parts of Crosby and Stret- 
ford; Sheffield ; Leeds and Bradford; Kingston- 
upon-Hull; Newcastle-on-Tyne and Gateshead. 
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Medical Diary 


Jan. 16 to Jan. 21 
SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
TUESDAY.—5.30 P.M., general meeting of fellows. 

Orthopedics. 5.30 P.M. (cases at 4.30 P.M.), Mr. K. I. 
Nissen: (1) Osteoclastoma of the Ischium and Pubis 
treated by Teleradium. Mr. G. O. Tippett: (2) Bilateral 
Injury of Biceps. (3) Skiagrams of En -Result of Fractured 
Neck of Femur. (4) Skiagrams of Spine Showing Hernia 
of Disc following Manipulation. Mr. B. Burns : 
(5) Scalenus Anticus Syndrome. 

Pathology. 8.30 P.M., laboratory meeting at the Lister 
Institute, Chelsea Bridge Road, S.W.1. 

THURSDAY. 

Dermatology. 5 P.M. (cases at 4 P.M.), Dr. Albert Eidinow : 
padio Deliye Ointment as a Method of Surface Radium 

erapy 

Neurology: 8.30 P.M., Dr. W. Ritchie Russell, Dr. H. L. 
Sheehan, Dr. Redvers Tronside, and Dr. H. G. Garland : 
The Neurological Complications of Pregnancy. 

FRIDAY 

Physical Medicine. 4.30 P.M., Prof. Samson Wright: 
The Physiological Aspects of Rheumatism. 

Obstetrics and Gynecology. 8 P.M., Prof. G. I. Strachan : 
Precarcinomatous Conditions of the Cervix. Mr. V. B. 
Green-Armytage: Lower Poemen, Cæsarean Section 
(illustrated by colour film). Mr. J. A. Stallworthy : Mixed- 
cell Sarcoma of the Uterus. Mr. Norman White : : Three 
Skiagrams of Breech Presentation. 

Radiology. 8.30 P.M., Dr. J. Struthers Fulton : Radiation 
Therapy in Tumours of Bone. 


ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, Manson House, 26, Portland Place, W.1. 
THURSDAY.—8.15 P.M., Mr. Kenneth Smith, D.Sc., F.R.S. : 
The Study of Plant Viruses with special reference to their 
Insect-Relationships and some comparisons with the 
oe Viruses. Prof. S. P. Bodson F.R.S., will also 
speak. 
CHELSEA CLINICAL SOCIETY. 
TUESDAY.—8.30 P.M. (Rembrandt Hotel, Thurloe Place, 
S.W.7), Dr. W. H. de B. Hubert: Drug Addiction. 


NORTH LONDON MEDICAL AND CHIRURGICAL 


SOCIETY. 
WEDNESDAY.—9 P.M. (Royal Northern Hospital, Holloway 
Road, N.7), Mr. W. Gabriel: The Diagnosis and Treat- 


ment ot Some Common Rectal Diseases. 
ae ae INSTITUTE OF RADIOLOGY, 32, Welbeck Street, 


DAOA: —8 P.M., Dr. J. F. Brailsford : Simple Radiographic 
Methods for the Eocalitation of Foreign Bodies. 
Medical Committee 

FRIDAY.—11 A.M., visit to the Royal Cancer Hospital (Free) 
Fulham Road, S.W.3. 5.30 P. M., case demonstration and 
discussion at the institute. 

EUGENICS SOCIETY. 7 

TUESDAY.—5.15 P.M. (rooms of the Royal Society, Burlington 
House, Piccadilly, W.1), Dr. Felix Tietze: Eugenic 
Measures in the Third Reich. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL O COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 


TAG —5 P.M., Mr. Cecil Joll : Pathology, Diagnosis, and 
Treatment of Hashimoto’s Disease (Struma Lympho- 

WEDNESDAY.—Prof. J. Paterson Ross: The Effects of 
Radium on erem ome of the Breast. 

Frmay.—Mr. A. J. Gardham : Classification of New Growths 
of the Mouth in Relation to Treatment and Prognosis 
(Hunterian lectures). 

TAVISTOCK CLINIC, Mele. Place, W.C.1. 

MONDAY.—4.30 P.M., . Dicks: Anxiety States. 

THURSDAY. —2.30 P.M., De H: Crichton-Miller : : Conversion 
Hysteria. 3.30 P.M., Dr. Crichton-Miller: Anxiety States. 
Dr. T. W. Mitchell: The Mind in Infancy. 

MANTUNE OF PSYCHO-ANALYSIS, 96, Gloucester Place, 


TUESDAY.— 8.30 P.M., Dr. W. H. Gillespie : Somatic Neurosis, 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 


Road, W.12. 
MONDAY and TUESDAY. —4.30 P.M., Dr. Izod Bennett: 
ee De conference 


Nephritis. 
WEDNESDAY.—Noon, aie ee 
(medical). 2 P.M., Mr. E. b.D.: Liver Function. 
3 P.M., clinical and a anole conference (surgical). 
4.30 P.M., Prof. J. Shaw Dunn: Nephritis, and Renal 
l Changes in Hypertension. 
THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
Prof. J. Munro Kerr: Dis- 


matosa). 


demonstration. 3.30 P.M., 
proportion and Difficult Labour. 

FrRipay.—2 P.M., Clinical and | pathological conference 
obstetrics and gynecology). 2.30 P.M., Mr. R. Watson 
coer Fracture Dislocations and other Injuries of the 
oints. 

Daily, 10 a.m. to 4 P.M., 
operations, obstetrical 
operations. 


medical clinics, surgical clinics and 
and gynecological clinics and 


ST. GEORGE’S HOSPITAL, S.W.1. 
THURSDAY.—5 P.M., Dr. "Anthony Feiling : 
demonstration. 


BSS TAL FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. Reginald Lightwood : Modifications 
of Cow’s Milk in Infant-Feeding. 3P.M., Dr. D. N. Nabarro : 
Human and Bovine Tuberculous Infection in in Children. 

Out-patient clinics daily at 10 a.M. and ward visits at 2 P.M. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn Road, W.C.1. 


FRIDAY.—4 P.M., Mr. W. A. Mill: Difficulty in Swallowing. 


ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1. 
FRIDAY.—3,30 P.M., Dr. Francis Bach: The Rheumatic 
Diseases of the Spine. 


LONDA SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


TUESDAY.—5 P.M., Dr. W. Griffith: Eczema. 
WEDNESDAY.—5 P. M., Dr. I. Muende : : Introduction to 
Histopathology of the Skin (Chesterfield lectures). 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SATURDAY. —W EST END HOSPITAL FOR NERVOUS 
DISEASES, in-patient department, Gloucester Gate, N.W.1, 
Mon. and Fri., 8 P. M., lecture- ‘demonstration in neuro- 
surgery.—ST. Jomx’s HOSPITAL, 5, Lisle Street, W.C.2, 
afternoon course in dermatology. (Open to non-members. 
NATIONAL HOSPITAL FOR DISEASES OF THE HEART, 
Westmoreland Street, W.1, all-day course in cardiology. 
(Open to non-members. )—St. PETER’S HOSPITAL, Henrietta 
cy W.C.2, all-day course in urology. (Open to men 
only 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 


WEDNESDAY.—4.15 P.M. (Ear, Nose, and Throat Hospital), 
Dr. Charles Macartney: cljnical cases. 


Neurological . 


Births, Marriages, and Deaths 


BIRTHS 


BEET.—On Jan. 4, at Lusaka, N. Rhodesia, the wife of Dr. E. A. 
Beet, Colonial Medical Service—a son Pr 

BROWNING.—On Jan. 5, to Dr. and Mrs. S. Barratt Browning, 
y eingion House, Handsworth Wood, Birmingham—a 

aughter 

CAROTHERS.—On Jan. 3, at Nairobi, the wife of Dr. Colin 
Carothers, aoe Medical Service—-a daughter. 

GROVES.—On Jan. at Devonshire Place, W.1, the wife of 
Dr. John Nixon Goa daughter. 

RUSHTON.—On Jan. 6, the wife of Dr. Peter Rushton, of 
Leigh-on-Sea—a son. 

SHIRLEY SMITH.—On Jan. 4, at Bentinck Street, W.1, the wife 
of Dr. K. peta Smith—a daughter. 

THoMas.—On Jan. 5, at Welbeck Street, W.1, the wife of 
Dr. A. Robinson Thomas—a daughter. 


MARRIAGES 


MARSHALL—-PLATT.—On Jan. 5, at St. James’s Church, 
Piccadilly, James Marshall, M.B., to Eileen Mary Platt. 
PLEWES—DOWNING.—On Dec. 31, at Dorchester Abbey, 

xford, Lawrence William Plewes, F.R.C.S.E., to 
Faith Sybil Etrenne Downing. 


DEATHS 


BEADEL.—On Jan. 6; at Rustington, Algernon James Beadel, 
M.R.C.S., aged 61. 
COCKS. To Jan. 2, at Petersfield, Lt.-Col. Horace Cooks, 
M.B. Edin., R.A. M.C. (retd.), late of St. Cross, Winchester. 
M.A., M.D. Oxfd, 
Leamington S 


Skewes —On Jan. 7 Thomas Henry Rickard Crowle, F.R.C.S., 
of Upper Montara Street, W.1, aged 76. 

CUTADERT —On Jan. 9, at Felixstowe., Charles Firmin Cuthbert, 

F.R.C.S.E., late of Gloucester, aged 81. 

FISHER.—On Jan. 8, at Ski ton, Yorkshire, George Edward 
Fisher, L.R.C.S. D aged 

HoLDEN.—On Jan. 4, at PE ER mandya Jackson Charles- 
worth Holden, NBL ool, D.P.H., T.D., aged 55. 

JUPE.—On Jan. 4, at Mi urst, hannis Ta Maggs Jupe, 
M.A. Camb., L.S.A. 

MACDONALD.—On Jan. 4, in J ersey, Wing Comdr. John Norman 
Macdonald, M.R. o S. ., late of Hove. 

MacLEOD.—On Jan. 9, 1939, at 70B, Ladbroke Grove, W. y 
Sa a Edward ` Alexander MacLeod, F.R.C C.S. Eng 
age 

MoRIsON.— Jan. 9, in Newcastle-upon-Tyne, James Rutherford, 

, F.R.C.S., emeritus professor of surgery, the University 
of Durham. Aged 85 years. 

WaAGGETT.—On Jan. 5, at Cavendish Court, W.1, Ernest 
Blechynden Wageett, C.B.E., D.S.O., T.D., M. H. Camb., 
age 

WELCH.—On Dec. 31, at Zanzibar, Harvey Henry Vincent 
Welch, F.R.C.S.E., of Henñeld, Sussex, aged 651. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths 


COLE. On Jan. 7, R Edwyn Cecil Cole, M 
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Appointments 


BEDDARD, R. J. J., M.R.C.S., hon. anesthetist to the Royal 
United „ Hospital, Bath. 
BLUSGER N., B. A Cape Town, F.R.C.S., senior resident 
a officer at the Connaught Hospital, London. 
CHERNIACK, LEWIS, M.D. Manitoba, M.R.C.P., resident medical 
Tegin rar at the Royal Chest Hospital, London. 
DRAKE P. HALL, M.B. Camb., S. . resident surgical 
: plea at the Royal Infirmary, Sheffield. 
FORREST, A. R., M.B. Aberd., D.P.H., medical officer of health 
and port medical ofheer for } Barrow-in-Furness. 
HAND, .Glasg., D.T.M. & H., resident medical 
superintendent at the Hospital for Tropical Diseases, 
ondon 
MACCARTHY, DERMOD, M.B. Lond., out-patient medica] registrar 
at une: Hospital for Sick Children, Great Ormond Street. 
MARTIN, H. M., M.Ch. Dubl., F.R.C.S.E., hon. surgical registrar 
to the Royal United Hospital, Bath. 
PARKER, GILBERT, M.B. Aberd., F.R.C.S.E., assistant hon. 
surgeon to the North Riding "Infirmary, Middlesbrough. 
of, R. E. A. . Lond., hon. dermatologist to the 
Connaught Hos ital London. 
SHARP, WILLIAM, B. Leed ds, D.P.M., first assistant medical 
officer at Botloya. Park Colony, Chertsey. ; 
TELLING, MAXWELL, B.M. Oxfd, M.R.C.P., mouse physician at 
the London Chest "Hospital. 
WIESNER, B. D.Sc. Edin., Ph.D. Vienna, hon. biologist to 
the oval} Northern Hospital, London. 
WiILuiaMS, EDNa I., M.D. Lond., hon. aneesthetist to the Royal 
Infirmary Chester. 
WINTERTON, BRENDA, M.R.C.S., out- -patient aural registrar at 
the Hospi ital for r Sick Children, Great Ormond Street. 
YATES, i R.C.S., assistant pathologist at Ancoats 
Hospital Taeun 


London Hospital.— The following appointments are announced:— 
HUNTER, M. I: A., M.B. Camb., M.R.C.P., Paterson research 
scholar and chief assistant to the cardiac department ; 
OLIVER, L. C., F.R.C.S., first assistant to the department ‘of 
neurosurgery ; and 
MAYER, G. S., M.B. Caibi F.R.C.S., 
and registrar. 


Colonial Service.—The following appointments are announced :— 


LOWSON, J. M. A., M.B. St. And., M.R.C.P.E., D.T.M. & H., 
physician, J ohore ; 
FAWDRY, A. L M.B. Camb., district medical officer, Cyprus : 


and 
IRVINE, D. F., M.B. Glasg., D.P.H., health officer, Malaya. 


surgical first assistant 


V acancies 


For further information refer to the advertisement columns 


Altrincham, Cheshire, St. Anne’s Home —Res. surg. O., £200. 

Army Dental Corps.—Commissions. 

mana U O TON Horton General Hosp.—Res. M.O., at rate 
o ; 

Barbados General Hosp.—H.S. and anesthetist, £450. 

Barrow-in-Furness County Borough— Asst. M.O.H. and asst. 
school M.O., £500. 

Battersea General Hosp., S.W.11.—Res. H.S., at rate of £130. 

Belgrave Hosp. for Children, Clapham Road, S.W.9.—Asst. 
p cian 

Benenden. Kent, National Sanatorium.—H.P., at rate of £150. 

Birmingham, Children’s Hosp.—Receiving- room officer, £250. 

Birmingham, Little Bromwich Hosp. for Infectious Diseases.— 
Jun. res. M.O., £30 

Birmingham acc. — Third lecturer in bacteriology and 
asst. bacteriologist in public health laboratory, £350. 

Bournemouth County Borough.—Asst. M.O.H., &c., £500. 

Bradford, Royal Eye and Ear Hosp.—H.8., £180. 

Brighton, Royal Sussex County Hosp. —Hon. Physician, 

Bristol General Hosp.—Two H.P.’s, Three H.S.’s, res. obstet. O., 
H.S. to spec. depts., and cas. H. S., each. at rate of £80. 

Bristol Royal Infirmary. —H.P.’s Ss.’ s, and obstet. H.S.’s 
each at rate of £80, ae sen. obstet. H. S., £100, and 
sen. cas. O., £150. 

Burnley, Municipal General Hosp.—Jun. res. M.O.. £150-£200. 

Burton-on-Trent General Infirmary.—Cas. O. and H. P., £150. 

Connaught Hosp.. F.17.—Hon. physician. 

Dert ushire Royal Infirmary.—H.S. for ear, throat, and nose 
dept., and H.S. for general surgery, each £150. 

Dewsbury ‘and District General Infirmary.—Sen. H.S. and second 
H.S., £200 and £150 respectively. 

Dorking County Hosp.—Res. asst. M.O., at rate of £250. 

Dreadnought Hosp., Greenwich, S.E.10. —Receiving- -room oficer, 
£150. Also H.P., at rate of £110. 

Ealing Borough. —Asst. M. O., £450. 

Edgware, Redhill County Hosp. —Cas. M.O., £350. 

Evelina Hosp. for Sick Children, Southwark, S.E.1.—H.P., 
at rate of £120. 

Ezeter City and County.—Deputy M.O.H. and asst. tuber. 
officer, £550. 

Glasgow Police Department.—Three cas. surgeons, each £600. 
Grimsby and District Hosp. —Res. surg. O., at rate of £225. 
Also H.P. and jun. H.S. and cas. O., each at rate of £150. 

Halifax County Borough.—Asst. M.O., &e., E500, 

Hampstead General Hosp., Haverstock Hill, N.W. 3.—H.P. and 
H.S., each at rate of £100. Also radiologist. 

Harrogate Royal Bath Hosp.—Res. M.O., £200, 

Herham, JF ooley Sanatorium.—Asst. M.O., £350. 
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or ‘Sick Children, Great Ormond Street, W.C.1.—Clin. 
athologist, £600. Also out-patient surg. asst., £50. 
Hosp. Tor Tropical Diseases, Gordon Street, W.C.1. —Two H.P. "Ss, 
each at rate of £120. 
Hisdder sie. Storthes Hill Mental Hosp., Kirkburton.—Asst. 


M.O., £350. 

Huddersfield Royal Infirmary.—Cas. O., at rate of £200. Also 
H.S. and H.P., each at rate of £ 150. 

Ilford, King George Hosp.—Cas. O. ana eung. reg., £150. 

IYford Borough.—Asst. dental surgeon, £450. 

Invalid and Crippled Children’s Hosp., Balaam Street, E.13.— 
Res. M.O., £100. 

Kent Education Committee.—Dental surgeon, £500. 

Lancaster County Mental Hosp.—Asst. M.O., £550. 

Lincoln, The Lawn.—Asst. M.O., £300. 

Liverpool Heart Hosp.—H.P. at rate of £100. 

Liverpool Royal Children’s Hosp. —Hon. asst. physician. 

London Chest Hosp., Victoria Park, E.2.—H.P., at rate of £100. 


£580, Al II), £250, temporary part- -time rheumatism registrar, 


H.S., H.P. also ee and cas. O., cach at fate of £100. 
‘Maidstone, West K General Hosp.—-H .P 
Manchester Northern Hosp., Cheet ül “Road. —Res. H.P. 


H.S., each at rate of £100. 

Manchester Royal’ Children’s Hosp., Pendlebury.—Res. 
O., at rate of £150. 

Manchester Royal Eye Hosp.—Jun. H.S., £120. 

Middlesbrough Education Committee. —Asst. school M. O., £500. 

Middlesex Hosp., London, W.1.—Research fellowship in *physio- 
therapy, £2 60. 

Neucastle General Hosp.—H.P.’s and H.S.’s, each at rate of £150. 


surg. 


Newcastle- en Royal Victoria Infirmary. —Jun. sure. 
reg 

Neéiecatie pons Tune Hosp. for Children.—Two0 H.S.’s, each at 
rate of £100. 


New Zealand, Otago Universily Medical School.—Professor of 
medicine, £2000. Also lecturer in biochemistry, pA 

Northamptonshire ae Council.—Asst. county M.O 
district M.O.H., £80 
adunan: oo Children’ 8 Hosp., W.2.—Hon. physician to 
8 d 

Plymouth, Prince of Wales’s Hosp., Greenbank Road.—H.P. and 
H.S., each at rate of £120. 

hae t's Biddulph Grange Orthopedic Hosp.—Jun. H.S., at rate 
of £2 

Preston, Sharoe Green Hosp.—Jun. asst. res. M.O., at rate of £100. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
H.P., at rate of £125 

Queen Mary’s Hosp. for the East End, Stratford, E.15.—Hon. 
asst. aural surgeon. 

Queen’s Hosp. for Children, Hackney Road, E.2.—HS., 
Cas. O., each at rate of "£100. 

Rhondda Urban District Council. —Asst. M.O., £500. 

Richmond, Surrey, Borough.—Asst. M.O.H., £500. 

Rochdale Í nfirmaru and Dispensaru,—Sen. H. S.. £250. 

Royal College of Physicians, Pall Mall East, S. W. 1.—Leverhulme 
research scholarship, £500. Also Streatfeild research 
scholarship in medicine and surgery, £250. 

Royal Naval Medical Service.—M.0O.’s. 

St. George’s Hosp., S.W.1.—Associate neurological surgeon. 

St. Pancras Borough Council Public Health Dept., Euston Road, 
N.W.1.—M.O. for Gynecological Clinic, 3 guineas per 
consultation. 

St. homes Hosp., S.E.1.—Surgeon to ear, nose, and throat 
dept. 

South Fondon Hosp. for Women, Clapham Common, S.W.4.— 
Surg. asst. to ear, nose, and throat dept., £25. 

Southend-on-Sea General Hosp. —Surg. Treg., £275. 

Stepney Metropolitan Borough.—Deputy and Asst. M.O. H., £750. 

Stirling District Mental Hosp., basis —Third asst. M.O., £300. 
Also fourth asst. M.O., £250. 

Stockport I nflrmary.—Res.. pete O., £250. 

Stoke-on-Trent, North Staffordshire Royal Infirmary.—Hon. asst. 
orthopedic surgeon. Also cas. H.S., at rate of £150. 

Stoke-on-Trent City.—Sen. school M.O. and sen. assist. M.O. H., 
£750. 

University College Hosp., Gower Street, W.C.1.—Registrar to 
Royal Ear Hospital, ” £250. 

University of London.—Readership in biochemistry at Guy’s 
Hosp. med. sch., £500 

Victoria Hosp. for Children, Tite Street, Chelsea, S.W.3.—H.P. 
and H.S., each at rate of £100. 

West Bromwich, Hallam Hosp.—Asst. M.O., at rate of £200. 

West ae Keighley and District Victoria Hosp.—Second 

M.O., at rate of £120. 
Winchester, Royal Hampshire County Hosp.—H.S., at rate of 
1 


and 


and 


Wolverhampton, Royal Hosp.—Asst. res. M.O. for gynecological 
and obstet. dept., at rate of £100. 

Woolwich and District War Memorial H osp., Shooters Hill, S.E.18. 
Hon. anesthetist. 


INTERFERENCE DISSOCIATION: CORRIGENDUM.— 
In the article by Dr. Curtis Bain appearing on p. 20 
of our last issue the penultimate sentence of the 
second paragraph should read: “If the P wave 
arrives much before the end of T, the ventricle will 
be refractory ; if the P wave follows T, the ventricle 
may have already responded to the next nodal beat, 
or the prematurity will be so slight as to be doubtful.” 


t 
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NOTES, COMMENTS, AND ABSTRACTS 


SELF-CONSCIOUSNESS AND PUBLIC 
SPEAKING | 


By E. N. SNowpeEn, M.B. Lond. 


PSYOHOLOGIST TO THE HOSPITAL FOR NERVOUS DISEASES, MAIDA 
VALE, LONDON; LATE CHIEF ASSISTANT, DEPARTMENT OF 
PSYOHOLOGICAL MEDICINE, ST. BARTHOLOMEW’S HOSPITAL 


EVERYONE, at some time or another, has suffered 
under the affliction of having to listen to a speaker 
who is either inaudible or hesitant or has both these 
faults combined, and when, as often happens, the 
speaker is an expert on his subject, with something 
to say that is a valuable contribution to the know- 
ledge of his audience, it can be a most irritating 
experience. It is even more annoying to be faced 
with these faults when the speaker is attempting to 
make an impromptu speech on what should be a 
friendly and informal occasion. Probably, before 
the speech begins, the speaker has been able to con- 
verse on his own or any other subject with fluency 
and ease, but when he faces his audience his whole 
manner changes and he becomes embarrassed and 
diffident. | 

So common are such experiences among well- 
educated people that it seems to be worth while to 
examine the causes which produce these phenomena 
and to try to find some simple means of avoiding 
them. 

There are two chief causes which combine to produce 
this inability to speak in public, and, although they 
appear to belong to two entirely different spheres of 
life, in the circumstances of public speaking they 
are closely interrelated. They are self-consciousness 
and lack of training in the use of the voice for anything 
but ordinary conversation. 


SELF-CONSCIOUSNESS 


Self-consciousness means an awareness of a change 
in his physical and mental state by the person suffering 
from it. The physical change is the more important 
and, although usually considered ‘to be psychological, 
is, in fact, physiological. It is, in nearly every 
case of the public speaker, a fear reaction. The 
speaker might deny the truth of this because his 
conscious reasoning assures him that he is not in any 
danger, but this reasoning does not in the least prevent 
his state of embarrassment, which goes to show 
that the mind has very little to do with the condition. 
It is an instinctive process, more subtle, and far 
deeper than any reasoning process, being a survival 
from the early origins of man when to be isolated was 
to be in danger. Once upon his feet, while all his 
fellows are sitting, the speaker is isolated and the 
centre of attention. From the primitive point of 
view he is in danger, and the fear reaction immediately 
begins to work. 

The fear reaction is a complicated series of changes 
in the body. It is not a human characteristic only 
but in some form is present in nearly all living 
creatures. It is an essential factor in survival, and 
those species in which for some environmental 
reason the reaction has never been developed are 
rapidly exterminated if their environment is changed. 
The purpose of the reaction is to assist the animal 
to escape by increasing the activity of every part of 
the body that can help in this process and by decreas- 
ing the activity of those parts not required for the 
purpose. Since man is a running and climbing 


- ordinary conversation. 


animal, the process is directed in him to an increase 
in the ability to run fast and far, and because of 
the complicated physiology of the human body the 
changes are very many and varied. 

In the fullest activity, such as in states of extreme 
terror or panic, this reaction occupies the whole 
mind and body to the exclusion of every other 
consideration whatever, and in its less acute forms, 
such as in shyness, diffidence, or embarrassment, 
the changes are sufficient to attract the attention 
of the mind to such an extent as to prevent clear 
thinking in any other direction and to form the basis 
of physical self-consciousness. 

This physical reaction cannot be prevented ; 
it is present in some degree in every public speaker, 
however experienced. The effect of experience is 
to cause the reaction to be ignored until the feeling 
of uneasiness is lost in the speaker’s interest in his 
subject. In the case of inexperience it prevents 
fluent thought by occupying the whole of conscious- 
ness and prevents fluent speech by its interference 
with the diaphragm and the vocal cords and by 
producing dryness of the mouth. 

Mental self-consciousness is the result of experience 
and training and is as much a process of the mind 
as the series of changes above outlined are a process 
of the body. It is part of that series of mental 
activities which submits to a kind of censorship the 
ideas presented to the conscious mind, before these 
are expressed in words, and the education of this 
censorship is an essential part of the preparation 
through which all must pass before they can live 
comfortably with their fellows. It is as important 
an element in modern civilised life as the fear reaction 
in primitive existence. 


TRAINING AND EXPERIENCE 


In early childhood, as soon as fluent speech is 
achieved, every idea that presents itself to the mind 
is expressed in words, and because the child is eager to 
learn, it is usually expressed in the form of a question. 
These questions from their frankness are often embar- 
rassing to their elders and offend against polite usage. 
The child is corrected or chidden and after a series of 
humiliating experiences learns to avoid expressing 
in words the forbidden subjects. In this way the 
child learns to examine each idea before it is put into 
words, and eventually this process becomes habitual 
and automatic and, because like all mental activities 
the process is very rapid, does not interfere with 
It is also carefully adjusted 
to suit the society in which the individual finds him- 
self, so that an idea that can be freely expressed to 
one person must be avoided in speaking to another, 
and it has this effect, from the point of view of the 
public speaker, that with a mixed audience drawn 
from different classes of society, he must choose his 
words so that he avoids offending any of them. If 
his training has been severe, he may have become so 
afraid of giving offence that he is forced to fall back 
on platitudes rather than risk the punishment that 
he has found will follow the candid expression of his 
ideas. 

Individuals, of course, vary in their sensitiveness 
to the mental attitude of those around them. The 
capacity for being aware of the feelings of other 
people appears to be inherent and cannot be learnt 
by training, but its effect is to produce the type that 
is tactful and diplomatic when the ordinary training 
has not been too severe, but when it has been severe 
it may prevent the expression of any ideas at all. 
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This type is illustrated by the case of a man who had 
two elder brothers, the younger of whom was six years 
his senior. They never allowed him, during boyhood, 
to give expression to any ideas in the house, so that 
in after life, although he was an intelligent thinker, 
he practically never gave an opinion on any subject 
and was almost inarticulate. 

Finally, the simple-minded man who is often in the 
company of superficially intellectual and brilliant 
talkers may get such a wrong standard of conversation 
and such a feeling of inferiority about his own capacity 
to be entertaining, that he begins to submit his ideas 
to a conscious scrutiny, instead of allowing the 
censorship to be automatic. When this happens, 
his ideas are phrased in the mind and one by one 
rejected as unworthy of expression, and in a man 
whose standards are too high this mental self- 


consciousness may produce such confusion of mind 


as to make any attempt to speak in public an agony 
to be avoided at all cost. 


PUBLIC SPEAKING 


To have mastered the art of speaking in public 
is to have attained self-confidence not only in this 
sphere but also in many others. Training a man 
so that he is able to hear his own voice raised in 
public without developing a paralysing self-conscious- 
ness is therefore of value to all those who are retiring 
and self-depreciative, and it helps in the re-education 
of people whose self-confidence has been under- 
mined by a prolonged illness either physical or mental. 
especially anxiety neurosis. Some consideration of 
this subject is therefore not beneath the notice of 
medical men, who are called upon to treat this class 
of patient. 

The composition of a speech depends on the subject 
and the occasion, and in this article it is only necessary 
to remark that no one should attempt to address an 
audience unless he has something interesting and 
original to say. 

The art of making the voice audible to an audience 
‘can easily be learnt by anybody; yet it is lacking 
in most speakers. The cause of inaudibility is 
usually the self-consciousness already referred to, 
because the chief wish of the frightened animal is to 
hide away from others, and to raise the voice is to 
attract attention and to feel less safe. Therefore the 
adjustment of the mind to the position of isolation 
is a necessary part of learning to speak audibly. 
When this is mastered, the speaker is usually 
astonished at the capacity for conveying sound that 
he finds in his larynx, and it is a pleasant discovery. 
He finds himself with an instrument which he can 
modulate to the needs of an audience, and this is 
one of those elements in speaking in public which 
tend to remove self-consciousness. He is master 
of his audience inasmuch as he can use his voice to 
arouse or quieten their emotions, if what he has to 
say is something that they wish to hear, but he is 
also the servant of his audience in that they have a 
right to hear every word distinctly and without having 
to strain their attention. 

This cannot be achieved all at once, and certain 
simple rules must be practised in private before 
attempting to address other people. The applica- 
tion of these rules must become habitual. So much 
a habit should they become that they are applied 
automatically and no longer need conscious thought, 
no matter how strong are the emotions that move the 
speaker. These rules are as follows :— 

(1) Speak to the member of the audience cho is farthest 
atwcay.—This does not involve shouting, even with 
a large audience, if the other rules are properly 
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applied. It is surprising how little effort is required 
to convey the sound of the voice to the furthest 
parts of a large building. 

(2) Keep the voice up.—By this is meant the 
‘ placing ’’ of the voice, which is easier to demon- 
strate than to describe. In ordinary conversation 


. the vibration caused by the vocal cords can be felt 


by most people to be placed somewhere just above the 
cords themselves, The sounds produced in this 
position cannot be projected towards an audience, 

To be heard at a distance, without effort to the 
speaker, the voice must be ‘‘ placed ” so that the 
vibration is felt to be above and behind the soft 
palate. From this position the sound of the voice 
can be made to carry long distances without strain- 
ing. Many people find this art of placing the voice 
difficult to acquire, but it can quite easily be taught, 
and after some practice it comes to be associated 
with the presence of an audience, and the correct 
positioning of the vocal sounds becomes automatic. 

The “‘ pitch ” of the voice needs to be only slightly 
higher than in ordinary speech, but it must not be 
allowed to drop below this level. The tendency to 
lower the tone at the end of a sentence must be 
carefully avoided, or the bulk of the audience will 
be obliged to guess at the speaker’s meaning. 

(3) Give every word its full value.—A little attention 
to ordinary conversation will show that most people 
slur or half pronounce or clip their words to avoid 
sounding pedantic. This practice is not fair to an 
audience. To be effective, public speaking must be 
rather more pedantic than private conversation. 
‘An audience expects this, and the speaker need not 
be self-conscious about it. | 

(4) Speak slowly and use simple language.—The 
speaker has to remember that, although he knows 
what is coming, the audience does not and must be 
given time to appreciate the meaning of words that 
may be unfamiliar, 

(5) Speak naturally. 

(6) In extempore speaking prepare the first few 
sentences. The reason for this is to tide over the 
period during which the speaker is overcoming the 
inevitable physical self-consciousness and finding 
the range and position of his voice. 

(7) It is a good plan to have in mind a suitable 
ending to a speech. A sudden realisation that he 
has talked too long will produce embarrassment in 
a speaker and prevent the mind from projecting 
ideas ahead of the mechanism of turning them into 
words. This results in the speech ending lamely. 

(8) The use of the pause.—No member of an 
audience minds a pause while the speaker searches 
for the right word to express an idea, and used in this 
way it is often effective in emphasising the point of 
a sentence. 


With these rules to guide him, anyone may approach 
a speech in public without fearing that his manner 
will irritate his audience. Practice is essential if 
the art is to be learned so thoroughly that the speaker 
can express his ideas without having to interrupt their 
flow while he listens to his own voice and manner 
to make sure that his audience can hear what he is 
saying. 

TEACHING A MAN TO SPEAK IN PUBLIC 


The first part of the teaching process is definitely 
psychotherapeutic. <A careful and thorough explana- 
tion of the physiology of the fear reaction makes it 
clear that the physical changes are normal and 
universal, that the trembling, palpitation, breathless- 
ness, flush, sweating, sinking in the epigastrium, dry 
mouth, and the higher pitch of the voice are not due 
to any personal weakness or idiosyncrasy but are the 
natural consequence to all men of being made to feel 
isolated and separated from the herd. Once this 
theory has been mastered, these changes lose a great 
part of their power to interfere with reasoned thought. 
The human, like other animals, is afraid of whatever 
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he does not understand, and the explanatory method 
of treatment is the best way of dealing with physical 
self-consciousness, as it is in most conditions in 
which fear or anxiety plays a part. 
must be given several times and approached from 
various angles, until the patient is convinced of its 
truth, so that, when, at a later stage in the treatment, 
the physical self-consciousness is aroused deliberately 
and artificially, he can observe the changes in him- 
self with a calm and untroubled mind and having 
observed them can thereafter ignore them. 

The treatment of mental self-consciousness is still 
‘more definitely psychotherapeutic. Involving as it 
does an attitude of inferiority towards other people, 
it must be carefully examined and traced to its 
source, if it is to be eliminated. 

The first step is to take a full history of the patient, 
bearing in mind that the basis upon which mental 
self-consciousness rests is a belief, generated at some 
stage in his history, that his thoughts and ideas are 
not worth expression in words. This involves a 
careful’ investigation of his home surroundings, 
his school life, and his later relations with other 
people. Any conditions during these periods which 
involved a lack of confidence in himself must be noted 
and discussed at full length with the patient, and 
everything is to be gained by making both the 
examination and the discussion as full and as complete 
as possible. 


The value of the method lies in this fact, that 


throughout life, as experience becomes widened, 
so a man’s estimate of himself with regard to other 
people becomes changed, and each new experience 
is judged by the knowledge of himself which he has 
at the time when the experience happens. It follows 
that experiences early in life can only be judged 
by the amount of knowledge of himself which the 
individual has in childhood and in youth. The 
mechanism of memory is such that each experience 
is stored in the mind with all its associations and 
emotional content, just as it happened, and when 
the memory is recalled the original emotion is felt 
again. Any memory of expressing ideas, which has 
as its emotional content a feeling of humiliation and 
distress, will reproduce that feeling in the body when 
it is recalled. If this has been the early experience 
of the patient, then any attempt to express ideas in 
public will recall the feeling of humiliation and add 
to the state of physical distress. 

If, however, the early experience is brought into 
contact with present-day reasoning and the adult 
sum of self-knowledge, a new attitude is developed 
towards it, and when the painful experience, after 
this treatment, is returned to memory it carries 
with it a new emotional attitude, half humorous, 
half tolerant of the failures of childhood, and an 
awareness that the humiliating experience of the 
child was not so great a disaster as it then appeared. 
In this way the original and painful emotional content 
of the memory is removed. 

By these two essentially psychotherapeutic methods 
the patient is rid of psychological inhibitions to 
speaking in public and prepared for the final stages 
of training as a fluent speaker. 


TRAINING THE VOICE 


Vocal training can go on side by side with the 
psychological treatment and is not a separate treat- 
ment; nor is‘it effective without ensuring that the 
emotional inhibitions are removed. 

The training of the voice involves getting used to 
hearing his own voice raised before other people, 
placing the voice, and acquiring a good manner. 
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The first steps in acquiring these arts are best carried 
out in the quiet of the consulting-room. The patient 
has become used to the practitioner’s presence, and 
their conversations have removed much of the patient’s 
self-consciousness. Reading aloud makes the best 
exercise for beginning the study of the art of speaking, 
and the choice of subject can at first be left to the 
patient, but the reports of political speeches either 
of the past or of the present day are a good medium 
if they are reported in the first person. The patient 
stands at the greatest distance from the practitioner 
that is available and having gone over carefully the 
rules about the manner of speaking he must visualise 
an audience and begin to read. Most men in this 
situation feel as if they are back at school, and this 
offers a good opportunity for recalling early memories 


of boyhood humiliations and dealing with them at 


the present-day conscious level. 

When this has been accomplished on several 
occasions, the proper use of the voice can be studied. 
If the patient can visualise an audience properly he 
naturally raises his voice, and he will usually find 
that he has placed it in the best position to make it 
carry, and when the first embarrassment, caused by 
hearing his own voice sounding so clearly, has passed 
off, he is greatly encouraged. If he cannot achieve 
this at the beginning, the right position for the voiee 
must be demonstrated to him, while he imitates the 
sound, until he comes to feel the vibration in 
the part of his vocal apparatus where he can get 
the greatest volume of sound without straining. The 
patient can always recognise the moment when he 
has produced ‘“‘the speaker’s ” voice. 

Any tendency to shout must be controlled, but the 
difference between a properly placed voice and shout- 
ing will soon become evident to the patient himself. 
The exercise of reading aloud can continue until he 
has become so accustomed to using his voice in the 
right manner that he speaks correctly whenever he 
begins to read, without any prompting, and until he 
is following the rules already mentioned habitually 
and automatically. 

This is followed by reading a speech which he has 
himself prepared, later by speaking without notes on 
a subject of his own choice, and finally on a subject 
of general interest chosen for him. During these 
later stages he is permitted to practise alone, and this 
is often best carried out in the open air, where he has 
space to use his voice and is not' embarrassed by an 
audience. 

Lastly he must take every opportunity of addressing 
an audience. At first there will be failures in greater 
or less degree. He will make speeches without saying 
anything that he intended to say, he will show signs 
of embarrassment, and he will end his speeches 
lamely. These failures show that his physical reactions 
are interfering with clear thinking by occupying 
consciousness, but with increasing experience these 
difficulties will disappear as he learns to recognise 
the emotional changes for what they are and comes to 
ignore them. 

Nothing gives a man confidence in his dealings with 
his fellows so much as the knowledge that he is ready 
at any time to make a good and effective speech on 
any subject with which he is familiar and to any 
size and class of audience. To the audience he will 
appear as a public benefactor. 


THE LIFE OF LISTER.—The British Broadcasting 
Corporation announce that on Jan. 21 they will broadcast 
a play entitled “ Revolution in the Infirmary,” dealing with 
the life of Joseph Lister from 1861 to 1895. It is written 
by Howard Jones and produced by John Gough. 
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PROF. GADDUM ON HORMONES 


IN a paper on Recent Discoveries about Animal 
Hormones read before the Pharmaceutical. Society 
on Jan. 10, Prof. J. H. Gaddum reviewed the 
present knowledge of hormones. He divided them 
into three classes: derivatives of tyrosine, steroid 
hormones, and hormones of own structure. 
The first class included adrenaline and thyroxine. 
Clutton, Harington, and Yuill, it was pointed out, 
had linked thyroxine chemically to various proteins 
and used the resultant substance as an antigen, 
which, injected into rabbits, produced antibodies 
that not only combined with the antigen but also 
neutralised the effects of thyroxine injected into rats. 
Sera prepared thus might prove to be an effective 
antidote to hyperthyroidism. This method of linkage 
with proteins to form antigens might be extended to 
other drugs also. The steroid hormones included the 
sex hormones (androgens and cestrogens), the preg- 
nancy hormone (progesterone), and the hormones of the 
suprarenal cortex (corticosterone and desoxycortico- 
sterone). Hormones of unknown structure included 
the intestinal hormones (secretin, gastrin, entero- 
gastrone, cholecystokinin, and villikinin), the pan- 
creatic hormone (insulin), and the active principles of 
the parathyroids, thymus, and pituitary. The actions 
of practically all of this group were apparently 
associated with the protein fractions of the extracts, 
and it was doubtful whether it would ever be possible 
to synthesise them. The numerous hormones of the 
pituitary were classified according to the part of the 
gland that produced them, Extracts of posterior lobe 
contained two (if not three) active substances, of 
which one caused contraction of the uterus in 

s and another caused constriction of capil- 
laries and contraction of intestine. They also had an 
antidiuretic effect, but it was not certain that their 
effect was not due to a separate active substance. 
The pars intermedia contained a hormone that 
controlled the melanophores of frogs. The anterior 
lobe contained many hormones, of which some pro- 
duced general and others local effects. Among the 
former effects were gigantism, diabetes, and increased 
formation of ketone bodies. The specific local effects 
were exerted mostly on other glands, such as supra- 
renals, thyroid, parathyroid, and gonads. The 
anterior lobe produced two gonadotropic hormones 
(the follicle-stimulating Prolan A and the luteinising 
Prolan B); the lactogenic prolactin; a thyrotropic 
hormone; and an adrenotropic hormone. 

“ All this work on hormones,” said Prof. Gaddum, 
“is putting powerful weapons in the hands of the 
practical worker. The possible uses of these weapons 
are still largely unknown, but they will not neces- 
sarily be limited to the treatment of diseases of the 
glands. . . . The synthesis of new substances, allied in 
chemical structure to the natural hormones, is likely 
to lead not only to cheaper ways of producing the 
effects of the hormone itself but also to the discovery 
of new pharmacological effects, like those of benzedrine 
and ephedrine on sleep, and of better methods of 
administration, like the taking of these substances 
by the mouth. ... These new weapons have their 
limitations and dangers. The development of anti- 
hormones limits the use of many of the active sub- 
stances in anterior-pituitary extracts and may 
perhaps constitute a danger by making the animal 
Insensitive to the very hormone whose effect is 
desired. On the other hand, when more is known 
about them, antihormones, either administered by 
Injection or developed by the patient himself, may be 
powerful therapeutic weapons. The need for caution 
in the use of hormones is emphasised by the fact that 
ee doses may produce permanent changes in the 
glands.” 


TUBERCULOSIS IN TUNISIA 


ACCORDING to Dr. M. II. Thamer (Thèse de Paris, 
1938, No. 365) tuberculosis in Tunisia is increasing 
every year at an alarming rate and is now responsible 
for more than a third of the deaths from epidemic 
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diseases. The total population of the country is 
about 24 million, of which 2} million are Mussul- 
mans, 60,000 Tunisian Jews, and 200,000 Europeans. 
It is the Mussulmans who are most liable to tuber- 
culosis and show the highest mortality-rate ; 0-59 per 
cent of them are said to be affected compared with 
0:25 among the Europeans. Moreover, the great 
majority of cases are of the ulcerocaseous type, are 
highly contagious and with rapid course. 

At the present time the means for combating the 
disease are quite inadequate. The only institution for 
detecting cases is the Mussulmafh dispensary at Tunis, 
while barely 84 beds are available for all the cases 
of pulmonary tuberculosis in a population of more 
than 2 million, among whom there are more than 
6000 deaths from tuberculosis annually. There are 
at present no institutions for the prevention of 
tuberculosis among Mussulman children. In Dr. 
Thamer’s view the following measures are urgently 
required. For children, the creation of open-air 
schools, holiday colonies, and a preventorium., For 
adults, the establishment of five sanitary districts for 
Tunis, Susa, Sfax, Kef, and Bizerta respectively, 
with a tuberculosis dispensary in each, the provision 
of about 50 hospital beds, and a sanatorium of 100 
beds in the suburbs of Tunis. The anti-tuberculosis 
campaign should later be extended to the smaller 
towns and the rural districts, which contain about 
three-quarters of the total population of the country. 


COMPENSATION FOR ACCIDENTS IN MINES 


ANSWERING Mr. Robbert Taylor in the House of 
Commons, the Secretary for Mines made a us 
tabular statement of the extent of accidents under- 
ground and their cost to the community. The 
figures relate to all accidents in mines, including 
metalliferous mines, for which ‘compensation was 
paid under the Workmen’s Compensation Acts. 


Number of cases Amount of compensation 


Year |. J] 

Fatal | Disablement Fatal Disablement 
1931 996 170,887 308.512 2,092,452 
1932 907 154,355 272,232 2,007,389 
1933 901 147,441 278,972 1,868,117 
1934 906 158,852 276,034 1,937,489 
1935 1,235 161,509 376,141 2,070,726 
1936 888 164,905 273,221 2,205,679 
1937 914 169,250 274,313 2,188,109 

ANTITOXIN WITH TOXOID IN DIPHTHERIA 


TREATMENT of diphtheria with antitoxin and 
anatoxin (toxoid) in association is described by 
H. Sohier and C. Jaulmes (Bull. Soc. méd. Hôp. Paris, 
1938, 54, 1378) who treated 11 soldiers in this way. 
As soon as diphtheria was diagnosed the patient was 
given a subcutaneous injection of 0°1 c.cm. of toxoid 
and an hour later he had a large dose of antitoxin. 
A second dose of toxoid, usually 0°5 c.cm., was given 
forty-eight hours after the first, and five days later 
a third injection of 0°5—-1 c.cm. of toxoid was given, 
followed by a fourth ten days after the third. The 
results were satisfactory: rapid and uncomplicated 
recovery took place; the reactions sometimes follow- 
and active immunity 
quickly developed, as shown by the high antitoxin 
content of the serum. R. Martin, A. Delaunay, and 
R. Richou (Ibid, p. 1384) used the same method in 
12 cases of diphtheria in children with the following 
results: complications were rare; there was only 
1 case of paralysis, which was mild; and active as 
well as passive immunisation was obtained. H. Darré 
and A. Laffaille (Ibid, p. 1405) obtained similar results 
with the combined treatment in 33 cases of diphtheria 
in children, 
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CARCINOGENESIS BY THOROTRAST 


Some four years ago Roussy, Oberling, and Guérin 
showed that Thorotrast (a colloidal solution of thorium 
dioxide) is carcinogenic, and in 1936 F. R. Selbie 
reported in our columns that its injection had pro- 
duced spindle-celled sarcomas in 14 out of 60 rats. 
Continuation of this work at the Imperial Cancer 
Research Fund’s laboratories and elsewhere has 
proved that thorotrast in small doses will produce 
sarcomas at the site of injection in a large proportion 
of rats and mice, and the latest report of the director, 
which we reviewed on Dec. 31 last (p. 1548), records 
that in guinea-pigs Dr. L. Foulds has induced a 
glandular carcinoma by the same means. 

In Italy O. Onufrio has been repeating the experi- 
ments of Roussy, Oberling, and Guérin and of Selbie 
on rats and mice, and he will publish his results 
later. Meanwhile he reports (Folia med., Napoli, 
Nov. 30, 1938, p. 1245) a reticulosarcoma observed 
in a rabbit after intravenous injection of thorotrast. 
Radiography a few weeks after the injection 
showed no abnormality in liver or spleen; but 
radiography more than two years later showed 
nodules in liver and spleen. The neoplasm developed 
after thorotrast had been injected in two big doses 
(6 c.cm. of thorium per kg. body-weight) separated 
by an interval of two days, and though this rabbit 
was one of six treated similarly, it was the only one 
showing disease two years later. Nevertheless 
Onufrio, like Selbie, concludes that thorotrast should 
never be injected into the human body. © 


THE SAFE PERIOD 


WRITERS of books and papers on the so-called 
“ safe period ” fall into two groups. In the first are 
those who contend that the existence of a sterile 
period during the menstrual cycle is tHe expression of 
a natural law. This dispenses with the necessity of 
using contraceptives, which they regard as being 
morally reprehensible and ssthetically objectionable. 
Those in the second group have no opinions on the 
moral aspects of contraception, and base their views 
on observations they have made on the chances of 
conception occurring throughout the cycle. The 
first group conclude that the seven or eight days 
preceding the menstrual period and a variable number 
of days, averaging about seven, following it are sterile, 
and that their sterility can be counted upon with 
almost complete certainty by the majority of women. 
The second group maintain that whereas the chances 
of conception are less at certain parts of the cycle 
than at others, these improbabilities can never safely 
be regarded as amounting to certainties. The writers 
of the first group usually ignore, in their biblio- 
graphies, the contributions of the second. Mr. 
D. Murray Davey belongs to the first group. His 
booklet (Family Limitation: The Natural Way. 
Wales Publishing Co., 1938, Pp. 48, 1s.) epitomises 
the findings of Knaus, Ogino, Holt, and Smulders 
without adding anything new. 


MALARIA IN PALESTINE 


Dr. Léon Kornic, who has devoted an inaugural 
thesis (Thèses de Lyon, 1937-38, No. 474) to this 
subject, states that Palestine is very poorly supplied 
with water. The breeding-places for the anopheles 
are closely dependent upon the rainfall, and their 
nature varies with the configuration of the soil. 
Roughly they may be classified as cisterns in the 
table-land, wadis and springs at the foot of the 
hills, and marshes in the plains. Eight varieties of 
anopheles are encountered in Palestine, but only 
four are of importance as malaria carriers—viz., 
A. elutus, A. sergenti, A. superpictus, and A, bifur- 
catus—the last being confined to districts where 
drinking-water is supplied by cisterns. Malaria in 
Palestine is mainly a disease of the second half of 
the year, most of the cases occurring in July and 
August. The intensity of the epidemic declines in 
September, but a fresh outbreak develops in October, 
though smaller than the preceding one. The course 
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of the epidemic runs parallel with the life-cycle of 
the anopheles, the epidemic period coinciding with 
the period of existence and activity of these 
mosquitoes. 

The study of the social factor is particularly 
important in Palestine in view of the mixed character 
of the population. The Jewish inhabitants show a 
high epidemic incidence with a low endemic rate, 
while just the contrary is to be found among the 
Arabs. Moreover the movements of the population, 
exemplified by the Bedouins and farm labourers and 
the arrival of the immigrants who have not had the 
disease, largely contribute to the spread of malaria. 
At the present time there is a general diminution of 
the incidence of the disease in Palestine. The relation 
of cases of malaria treated in the government dis- 
pensaries to other diseases, which was 7°17 per cent. 
in 1922, was only 0°83 in 1934. The campaign 
against malaria in Palestine consisted almost entirely 
in destruction of the larve after a local epidemio- 
logical investigation. The prophylactic use of 
quinine was only exceptionally carried out, whereas 
the gratuitous supply of quinine per case yearly 
amounted to 16 grammes, 


THE STUFF WE’RE MADE OF 


IT would be amusing to know what general readers 
themselves really think about popular scientific 
works, and whether they enjoy being put back in the 
nursery, or jovially slapped on the back and convivially 
treated to what turns out, after all, to be sulphur 
water. If they abhor these attempts at ingratiation 
they should read ‘‘ The Stuff We’re Made Of,” ! which 
succeeds in being instructive without being condes- 
cending, witty without being smart, and interesting 
without being ludicrous. Every doctor, too, should 
humbly put down his seven-and-sixpence and digest 
this excellent book for the good of his soul. None 
but professional biochemists could read it without 
experiencing a sense of revelation and a feeling akin 
to awe at the exploits of their colleagues during the 
last few years. It contains information about 
hormones, vitamins, drugs, enzymes, viruses, and the 
like with which every doctor should be acquainted. 
Complicated formule are given without apology, 
and none is needed, though the general reader may 
founder on them. We do not wholly understand 
them, but they give us the feeling of something 
tangible and we retain a sufficient smattering of 
chemistry to see when two of them look alike, and 
that is all we are asked to see. The range of the 
book extends beyond themes of purely medical 
interest, and its perspective is so striking that the 
reader feels he has glimpsed the world from an 
unexpectedly novel and important vantage point. 


CONSERVING THE HAIR 


BRUSH, comb, and wash your hair properly and you 
will keep it; eat plenty of fresh fruit and vegetables 
and your hair will not go grey. This in brief is the 
message of a little volume by Mr. John W. King 
(Give Your Hair a Chance. London: Putnam and 
Co. 1938. Pp. 117. 2s. 6d.), and his advice is 
so simple that it might be worth a trial! The rest of 
his book is mainly devoted to warnings against 
patent hair-restorers, dandruff cures, and hair dyes; 
most of which is sound. But if his paragraph on 
the average hairdressing establishment is taken too 
seriously, it would be frightening to have a haircut 


again, 
A CASE OF EPILEPSY 


‘Dr. E. P. POULTON writes (from 25, Upper Wimpole 
Street, London, W.1): ‘‘I am anxious that a new 
form of treatment for epilepsy should be tried. It is 
not easy to find a suitable case. The patient would 
be nursed in a general ward and there should be 
several fits aday. Can any of your readers help me ? ” 


1By W. O. Kermack, D.Sc., LL.D., research laboratory, 
Royal College of Physicians, Edinburgh; and P. loton, 
D.Sc., lecturer in biochemistry, the University, Edinburgh. 
London: Edward Arnold and Co. 1938. Pp. 342. 7s. 6d. 
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ADDRESSES AND ORIGINAL ARTICLES 


THE REHABILITATION OF THE 
INJURED WORKMAN * 
WITH SPECIAL REFERENCE TO THE WORKMEN’S 
COMPENSATION ACT 
By Doxarp Stewart, M.D. Edin., M.R.C.P.E. 


MEDICAL OFFICER, I.C.I. METALS, LIMITED ; HONORARY SECRETARY, 
: ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS 


“It has been generally recognised that there is a strong 
case for review of various provisions of the existing 
(Workmen’s Compensation) Acts in the light of modern 
ideas and conditions.” 

Tus statement prefaced the Prime Minister’s 
announcement in June, 1938, that a royal commission 
was to be set up by the Government to inquire 
generally into the working of the present system of 
workmen’s compensation in the light of modern con- 
ditions and knowledge. Workmen’s compensation law 
has given rise to much controversy throughout the 
country within recent years. The House of Commons 
frequently has before it private members’ bills 
advocating some alteration in the present laws, and 
two separate government committees have been set 
up to investigate points in connexion with the 
working of the Act; a departmental committee on 
“certain questions arising under the Workmen’s 
Compensation Act,” set up in 1935, published its 
report in January, 1938, and the interdepartmental 
committee “on the rehabilitation of persons injured 
by accidents,” which was formed in April, 1936, 
published an interim report in May, 1937, and its 
final report is expected during 1939. And, as already 
stated, a royal commission has now been appointed, 
the terms of reference of which have recently been 
announced by the Prime Minister. | 

The question of monetary compensation for 
industrial injuries is one of complexity not only on 
the administrative and legal side but also from the 
medical point of view. The present laws have a 
definite bearing on the clinical course of many com- 
pensation cases, on their duration, on the degree of 
incapacity, and on their eventual recovery. (It has 
to be remembered that the Workmen’s Compensation 
Act applies’ to certain occupational diseases also “as 
if the diseases were a personal injury by accident,”’ 
but this paper is limited to the Act as it affects 
injury in the surgical sense.) In many cases recovery 
and rehabilitation are definitely retarded as a result 
of the present laws, and in relation to that con- 
tention the following paragraph, taken from the 
report of the B.M.A. committee on fractures (1935), is 
perhaps of interest : ‘‘ The Workmen’s Compensation 
Acts, although designed to protect the workman, have 
in many cases played a powerful part in prolonging 
his disability, in delaying his return to work, and, on 
occasions, in converting him into a permanent invalid.” 

Within recent times there has been criticism of the 
part played by the medical profession in this matter. 
Such criticisms may be true in certain instances, 
particularly with regard to the lack of organised 
treatment of fractures and other industrial injuries. 
It is not my intention however to discuss treatment 
on this occasion, but to show, from personal experience, 
that much of the doctor’s work today which has to 
do with the rehabilitation of the injured workman is 
being actively antagonised by the present legislation 
in this country. 


* Read in opening a discussion at a meeting of the Institute 
of Labour Management, London, Nov. 38, 19388. 
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INCIDENCE OF COMPENSABLE INDUSTRIAL INJURIES 


The aggregate number of persons coming within 
the provisions of the Acts who were employed in the 
seven great groups of industries (mines, quarries, 
railways, factories, docks, construction, and shipping) 
in which returns are called for from employers by the 
Government was 7,606,066 in 1936, and of these 
461,557 were compensation cases. During 1937 the 
number of compensable factory accidents reported to 
the Home Office was 193,542, of which 903 occurred 
in a group of some 12,000 workers in the midlands 
under my medical care. (A reportable accident is 
one ‘‘ which is either fatal or disables the workman 
for more than three days from earning full wages for 
the work at which he was employed.) Careful 
observation was made of all these cases and, during 
the year, 3868 separate examinations for compensa- 
tion purposes were carried out by the medical staff. 


This work has a significant bearing on the rehabilita- 


tion of injured employees. By keeping a close watch 
on progress the industrial doctor is able to regulate 
the return to work, and because of his intimate 
knowledge of the man’s job and of his financial 
affairs, and by continued contact with the man 
himself, this part of industrial medicine becomes a 
link in the chain of rehabilitation the significance of 
which is now becoming more fully realised in the 
country.’ 
COST OF COMPENSATION 


During 1936 the total amount of compensation paid 


.in the seven great groups of industries already 


referred to was £6,447,937.¢ This figure represents 
only the amount paid to workmen or their dependants . 
and is not the total charge on these industries in 
respect of compensation. An additional charge— 
e.g., administrative expenses and medical and legal 
costs—brings the figure, according to the statistical 
branch of the Home Office, to about £8,000,000. It 
is estimated by the Home Office also that the total 
charge to all industries and employments under the 
Act—i.e., including industries outside the seven 
groups—is something approaching £12,500,000. 
Finally, the total cost of an accident is considerably 
greater than the sum paid in compensation and these 
charges just mentioned. For instance, there is the 
cost of time lost by injured employees paid for by 
the employer and of time lost by other employees 
and works management at the time of accident or 
subsequently arising out of the accident, interference 
with production, payments from benevolent and 
friendly societies, and “light work ” and “‘ alternative 
work ’? schemes. These are non-insurable losses and, 
when added to the figures already mentioned, must 
of necessity bring the gross cost to industry in Great 
Britain to a much greater figure. American investi- 
gations suggest that such losses are in the ratio of 
4 to 1, in relation to the direct costs. Even if a 
more conservative estimate of 2 to 1 were taken, 
the gross cost to industry would still be in the region 
of £40.000,000, and, if the cost of the social effects 
could be computed, such as tbe loss of wages, the 
decrease in spending power, and the effect on trade 
generally, the total figure must come to an immense 
sum annually. 


CLAIM FOR COMPENSATION 


Under section 15 (1) of the Act the employer has 
to post up “in some conspicuous place at or near 


t Workmen’s Compensation, Statistics of Compensation and 
Proceedings for 1936. 1938. London. 
C 
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every mine, quarry, or factory, where it may be 
conveniently read by the persons employed, a 
summary of the requirements of the Act, with regard 
to the giving of notice of accidents and the making 
of claims. ...’’ In my experience the workman 
rarely if ever reads this, or, if he does read, 
does not fully understand what he hastodo. Often, 
too, the notice may be in a place to which the 
workman rarely goes. And so it happens that 
some of us may have to advise an employee how 
to proceed with a claim for compensation after 
an injury, and medical practitioners, especially in 
industrial areas, may also be asked for advice. The 
following points which have proved of practical 
value in a large factory in the midlands may therefore 
be helpful and can readily be told to the workman 
by his medical attendant or can be issued by the 
employer in the form of a pamphlet : 


TO THE WORKER 


HOW TO PROCEED IN THE EVENT OF AN ACCIDENT 
AT WORK 


Should you at any time meet with an accident in 
the course of your employment you should carefully 
follow these directions :— 


(1) However slight the injury you must report imme- 
diately to your ambulance room (or first-aid attendant 
if there is no ambulance room). . 

(2) As soon as you return to your department from 
the ambulance room (or attendant) you should report 
the accident to your foreman, and you should also enter 
- full particulars (or ask a fellow worker to do so on your 
behalf) in the accident book which has to be provided 
by your employer under law. 

(3) If as a result of your injury you are sent home, 
to hospital, or to your panel doctor (without returning 
to your department), the nurse or first-aid attendant 
will notify the foreman on your behalf, and in that case 
it is not necessary to enter-particulars in the accident 
book. 


HOW TO OBTAIN COMPENSATION UNDER THE 
WORKMEN’S COMPENSATION ACT 


Compensation is payable when you suffer loss of 
earnings as a result of personal injury by accident 
arising out of and in the course of employment. 
Follow this procedure :— 


(1) Obtain a doctor’s certificate and send it to the works 
with your full name, department, clock number, date and 
time of accident, and when and to whom reported. If 
you have not previously reported the accident, 
these particulars when you send the doctor’s note. 

(2) Your employer, or the insurance officer acting for 
him, may have to obtain further details of the occurrence 
from you and may require you to be examined by a medical 
practitioner chosen by him. In your own interest you 
should do all in your power to assist in every way. Doctors’ 
fees in this respect will be paid by your employer or the 
insurance offcer. 

(3) When it is established that your incapacity is in 
accordance with law, arrangements will be made for 
payment of compensation.. Legally, no compensation is 
payable for the first three days of disablement unless 
the disablement lasts for four weeks or more. 

(4) If you have any doubt whatever whether your 
absence from work is due to an “ accident ’’ covered by 
the Act, you should obtain from your panel doctor a 
national health insurance certificate for submission to 
your approved society ; otherwise you may lose health 
insurance benefit should it later be established that you 
have no claim under the Workmen’s Compensation Act. 
It will then be the duty of your approved society to 
approach your employer or the insurance officer, should 
they consider it a case for compensation rather than 
sickness benefit. 

(5) In disputed cases your approved society will, if 
its rules so provide, make you an advance of benefit 
until a decision has been reached as to whether the absence 


give , 


does or does not entitle you to compensation. If the rules 
of your approved society do not provide for such an 
advance of benefit, they may still agree to make you the 
advance and notify your employer, and in the event of 
your being entitled to compensation the total amount so 
advanced will be repaid by your employer to your approved 
society from the compensation money. 


COMPENSATION PAYMENTS 


Compensation payments start as from the fourth 
day of the accident, but if the injured man is off 
work for four weeks or more he receives payment for 
the first three days. Some firms realise the possible 
hardship to a man as a result of this and pay com- 
pensation from the day of the injury. My own firm 
does this but reserves the right to withhold payment 
in cases where they consider that the man has been 
at fault—for example, in not reporting a finger 
injury until it is septic. i 

The maximal payment to the injured workman is 
30s. a week. It may be paid until the employee is 
ready for some form of work, and then the law states 
that this amount may be reduced because of the 
fact that he may not be totally incapacitated. The 
amount of compensation is assessed on the man’s 
average weekly earnings—the maximum of 30s. being 
given only if the man has been earning a wage of 
£3 a week or over. If the wage has been less than 
that, his compensation is assessed on a sliding scale ; 
for example, a man earning 50s. a week will receive 
25s. in compensation, and so on. If a man who has 
earned 50s. a week returns to work at a wage, say, 
of 42s. 6d. per week, half the loss of earnings—i.e., 
half of 7s. 6d.—is paid to him under the Act. If that 
payment is likely to be permanent it is usually 
compounded as a lump-sum settlement which cannot 
be paid except by the assent of the county court, 
where the judge is the assessor as to its sufficiency. 
Lump sums are paid into court and kept there until 
the person is 21 years of age, up to which time the 
worker receives 5 per cent. interest on his money. 
Thereafter the sum is handed over to the worker, 
who has the complete right of disposal. 


SOME EFFECTS OF THE PRESENT LAWS 


The amount of weekly payment.—We have seen that 
the maximal amount which a worker can receive as 
compensation as a result of an injury is 30s. per week. 
If the worker belongs to sick clubs or friendly 
societies to which he has contributed he may pick up 
another 10s. to 15s. per week, but only for a limited 
period, For example, in I.C.I. all employees con- 
tribute to a workers’ friendly society at the rate of 
4d. a week and receive, when away from work through 
sickness or injury, 10s. a week for thirteen weeks. 
After that time has elapsed half benefit is granted 
—i.e., 5s. a week—which is payable for a further 
period of thirteen weeks. 

Many workers in this country receive a wage 
greater than £3 a week, and when they meet with 
an accident at work have to be content with a reduc- 
tion in income. In such cases the income is often 
inadequate to support a sick man and his depen- 
dants. Feeding costs are not necessarily reduced by 
incapacity, and actually may be increased, while at 
the same time the man has less money with which 
to purchase food. The inadequacy of income may 
hasten the man’s return to work and may do him 
harm, and in other cases it may delay his return. 

Further economic difficulties and home troubles 
will certainly arise. The universal use of hire- 
purchase systems may mean difficulty in finding 
weekly payments; children have to be clothed ; the 
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wife has to be given money to maintain the household ; 
rents have to be paid ; and there may be considerable 
travelling expenses to hospital. Savings are quickly 
used up, and in some cases, because of the sudden 
change in method and habit of living, physical, 
mental, and moral degeneracy may ensue. Men are 
more seriously affected than women in most cases 
because of their higher average earnings. Generally 
speaking, when a man is off work as a result of injury 
his whole status is altered, and, the cost-of-living 
index having increased during recent years and the 
purchasing power today being less than it was, the 
amount of money that a man can bring into the home 
becomes a matter of prime importance. 

The remedy for this state of affairs, which is so 
intimately bound up with the man’s power of 
recovery, must be by some reassessment of the 
amount of weekly compensation payment. To be 
effective the assessment should bear a closer relation- 
ship to the man’s economic and home life than it has 
hitherto. For example, the number of children under 
the age of 14 which he has to maintain is an important 
point. The term ‘‘ compensation ’’ at this stage of 
the man’s absence is really a misnomer. Weekly 
payments should rather be considered as ‘‘ allowances 
for maintenance” or even ‘“‘ allowances for treat- 
ment.” Public opinion agrees that this is one of the 
outstanding deficiencies of the present Act, and from 
the medical point of view its importance cannot be 
over-emphasised. 

Delay in payment.—In some cases there may be 
hardship to the injured workman where there is 
doubt as to whether his disablement is due to non- 
occupational reasons or has arisen out of his employ- 
ment. No difficulty arises in cases where the employer 
accepts liability, but if he does not do so, and if the 
approved society also refuses benefit, the man may 
find himself suddenly without income for several 
weeks, pending the settlement of his case. Most 
of the large. approved societies pay when their 
members ask for an advance, but in my experience 
a number of cases of hardship have arisen; as a 
result of the delay men become quickly antagonistic 
to everything, including treatment, and rapidly 
become difficult to handle and unreceptive to medical 
advice. The report of the committee on “certain 
questions arising under the Workmen’s Compensation 
Act ” has considered this problem in detail and has 
recommended that it should be the duty of approved 
societies to make advances of sickness benefit to 
workmen pending a decision on the claim for com- 
pensation under the Act. If this recommendation is 
made law, one obvious deficiency will be rectified. 

Lump-sum settlements—The practice of lump 
sums being handed over to workmen in compensation 
for disablement appears to be popular in this country. 
From a medical point of view, however, the question 
raises many difficulties and often is the direct cause 
of major psychological disturbances. The granting 
of such sums may be preceded by extended litigation. 
When this takes place the patient’s attention is 
given up to the immediate issue—i.e., obtaining large 
sums of money—and the fact that there is a necessity 
for him to recover is relegated to the background. 
The thought of disability becomes fixed in his mind, 
and he feels that he cannot afford to get well. 
In workmen who may have neurotic tendencies 
the idea of litigation produces a well-marked 
psvchoneurosis. 

In some cases lump-sum payments have the effect 
of producing rapid cure, specially with minor injuries. 
The psychological sequelæ are thereby placed in their 
proper perspective with a clinical improvement. , In 
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other cases the holding up of lump-sum settlement 
produces a mental imbalance; but, once payment is 
made, the patient’s imaginary troubles are transferred 
to some other sphere, and recovery is rapid. A 
similar state of affairs occurs when the patient may 
be forced into litigation on the advice of his lawyer, 
of his trade-union official, or even of his friends and 
relations. Once the anxiety of litigation is removed, 
cure is no longer delayed. 

In my experience lump sums are often mismanaged 
by those who receive them, although this is not 
necessarily the experience of others. Small businesses 
are bought in the hope of good profits. Lack of 
ability may quickly convert the outlay into complete 
loss. Women often purchase expensive articles to 
which their imagination may have been attracted 
for years previously—e.g., fur coats and wireless sets 
—and men become all too keen on a flutter. This 
misuse of lump sums appears to apply mainly to 
young persons and to those who are emotionally 
unstable. The idea of suddenly acquiring a com- 
paratively large sum of money fascinates to a degree, 
and judgment becomes warped. On the other hand, 
one often feels strongly in sympathy with them; 
under the same circumstances which of us would not 
feel tempted likewise? In many cases where a 
lump sum has been badly expended and wasted, and 
the degree of incapacity has been such that the man 
is unfit to earn a living wage, he eventually becomes 
relegated to the industrial scrap-heap and, along 
with the unemployable, presents the country with 
an acute social problem. 

This problem, in so far as injuries are concerned, 
can be solved primarily by reducing the number of 
cases who have permanent disability. The medical 
profession and hospital authorities generally have 
much to learn from clinics such as that of Böhler 
in Vienna, where a reduction of over 30 per cent. is 
claimed to have been effected in such cases. In 
short, when we consider the facts in their true 
perspective, medicine of today is surely presented 
with a great incentive towards further efforts in this 
direction. = oL M 
- Lack of travelling allowances to and from treat- 
ment 'centres.—No allowances are given for travelling 
to and from hospital for treatment. In many cases 
this is a hardship. A man may have to attend at 
hospital every day for long periods, being forced to 
spend several shillings a week in fares. The only 
payment of this kind allowed for under the Act is 
the cost of travelling to a medical referee appointed 
by the insurance company. Some insurance com- 
panies, however, take the matter into consideration 
when the final lump-sum assessment is made, but 
this is unsatisfactory. Theremedy is simple. Reason- 
able allowances, not necessarily paid in cash (because 
the possibility of abuse is self-evident), should be 
made to the patient from the beginning in such cases ; 
the result from the medical point of view alone would 
well justify some alteration in the Act and do much 
to relieve a petty worry with which I have often had 
to deal. ` 

Lack of provision of special apparatus, such as 
artificial limbs.—Compensation payment does not 
cover the cost of special apparatus required by the 
patient for his complete rehabilitation—e.g., artificial 
limbs, teeth, or eyes; wigs; and glasses—but many 
employers provide these extras through their insurance 
companies, and my own company gives its medical 
officers a free hand in this matter. In the case of 
teeth and glasses benefit can often be obtained 
through approved societies, covering a part of the 
payment necessary. 
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In the case of a workman who has lost a leg 


rehabilitation cannot be complete until he obtains a — 
well-fitting artificial limb. Further, he has to be 


exercised and educated in its use. But just at the 
time when a limb is necessary he may be in the 
middle of litigation and is completely unable to 
afford this costly piece of apparatus. From the 
medical point of view there is no doubt that great 
benefit would be derived on all sides if the cost of such 
apparatus could be met in every case by insurance 
companies, at a time and of a type to be decided 
by medical opinion. 

Injuries due to larking.—Compensation is not 
available for the workman who is injured in the 
course of his occupation by another employee or 
person inside the-factory who is larking or playing 
the fool. The injured man can sue the aggressor 
in common law but not the company. Needless to 
say, such action could be of little benefit to the man. 
The difficulties of changing legislation on this point 
are no doubt many, but nevertheless men have to 
suffer needlessly today because of the law, and 
from the purely medical point of view treatment 
is often made extremely difficult. It is felt that the 
subject needs full investigation. 


INSURANCE COMPANIES AND COMPENSATION PAYMENTS 


In discussing the. relationship between compensa- 
tion and rehabilitation some brief mention must be 
made of the fact that insurance companies play a 
most important part in the scheme of things. Because 
of the custom of insuring against risk in almost all 
branches of life it is natural that this should fre- 
quently be done by employers in connexion with 
their liability under the compensation laws. (Imperial 
Chemical Industries, as do many other organisations 
in the country, carries its own insurance; and other 
firms insure through mutual indemnity associations. 
This paragraph does not refer to either method of 
insurance and compensation payments.) The pro- 
cedure immediately raises an issue with regard to 
compensation payments which has an intimate 
bearing on the problem. 

There is a feeling that the manner in which pay- 
ments are made to injured workmen is frequently 
open to serious criticism, and that some of the present 
methods of insurance should be revised. No doubt 
the subject will be discussed in full by the inter- 
departmental committee whose report is awaited with 
interest and by the royal commission. Indeed, to 
avoid full investigation into the matter would be 
to evade one of the main issues and so reduce the 
value of other recommendations. The problem is 
primarily non-medical, but the direct effects on the 
patient and therefore on his relationship with the 
doctor are of undoubted importance to modern 
medicine. j 

Forcible statements on this question have been 
made by a number of authorities. In discussing the 
subject of industrial health the P E P report on the 
British Health Services, perhaps one of the most 
penetrating publications of our time, makes. this 
statement : ‘‘Some of the methods insurance com- 
panies employ to induce injured men to take lump- 
sum payments, which are often cheaper to the 
company than annuities, are very questionable.” 
And the B.M.A. committee on fractures reported 
that: “ It is to. be inferred that measures, such as 
here proposed, which will very materially reduce the 
total incapacity periods of the insured, will not 
necessarily be welcomed (by insurance companies), 
since that must involve a reduction of revenue 
through the lowering of premium.” l 
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GENERAL CONSIDERATIONS 


Under present conditions the laws relating to 
workmen’s compensation are not only often a hard- 
ship to the workman but also seriously handicap 
the doctor who is trying to do his best for the patient. 
Because of this fact the time has come for the medical 
profession to make a strong protest against such a 
stato of affairs. 

The present Act deals with compensation, but 
little is said about treatment. There is no onus on 
the injured man to provide himself with suitable 
treatment, and no suggestion that a good recovery 
is essential, even on purely economic grounds. Is 
there not a prima-facie case now for action? Have we 
forgotten the lessons of the late war and the work 
of the Ministry of Pensions, when treatment was all- 
important and was carried out. by doctors of the 
highest skill, when a man could not refuse treatment 
or discontinue it without losing benefit and allow- 
ances, and when occupational training and rehabilita- 
tion, in a sense of the term not known today, were 
freely provided. 

Rehabilitation, so much discussed at present, is a 
matter not by any means only for medical skill and 
knowledge. To be effective it must cater ‘for the 
patient, both as a worker in industry and also as an 
individual member of a community and head of a 
home. The medical profession will do its best— 
of that there is no doubt—when the proper lead is- 
given, but any alterations and improvements in the 
present methods of treatment and rehabilitation 
which may take place in the near future must of 
necessity be accompanied by fundamental alterations 
ih the laws of the land. 


PLACENTAL BLOOD FOR TRANSFUSION 
By Joun Howxms, M.D., M.S. Lond., F.R.C.S. 


RESIDENT PHYSICIAN-ACCOUCHEUR TO ST. BARTHOLOMEW’S 
HOSPITAL, LONDON ; AND 


H. F. Brewer, M.A., M.D. Camb. 


OLINICAL PATHOLOGIST TO THE HOSPITAL 


BuLoop for transfusion is likely to enjoy a boom, 
in which. all sources of this valuable commodity will 
merit careful investigation. It is therefore opportune 
that. there have recently appeared a number of com- 
munications on the possibilities of using placental 
blood for transfusion, and these must have aroused 
the curiosity of all interested in this work. 

Neglecting for the moment the alleged advantages 
of placental blood, qua blood, such as increased 
erythrocyte and hæmoglobin content, absence of 
allergens and agglutinins, and enhanced hemostatic 
powers, we have confined the issue by which this 
new source of supply is to be assessed to three essential 
questions of practical importance. The first of these 
is the quantity, which must be of such average propor- 
tion as to justify the trouble of collection, otherwise 
the source is uneconomical. The second is the 
sterility of the collected samples, when an ordinary 
aseptic routine is used against genital, air-borne, and 
droplet infection; a high percentage of contamina- 
tions immediately. vitiates the whole method. Thirdly, 
it must be feasible to entrust the collection of the blood 
to the ordinary personnel of a hospital obstetric unit. 

Goodall, Anderson, Altimas, and MacPhail (1938) 
described in some detail their methods of collection 
and preservation of placental blood, for which they 
used a formula later referred to in this article. Their 
average yield was 125 c.cm. and with regard to the 
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question of sterility they made the following observa- 
tion : ‘“‘ cultures of the preserved blood are unnecessary 
because, at the low temperature for preservation, 
contamination, if present, could not propagate, and 
consequently would be so attenuated as to be 
innocuous.” To both these points we refer later. 
These workers claim, moreover,:that “in the many 
transfusions with foetal blood there has not been one 
untoward reaction.” 

Grodberg and Carey (1938) in a similar investigation 
claimed an average yield of 105 c.cm.; they did not, 
however, use the same anticoagulant as Goodall and 
his colleagues, but substituted 15 c.cm. of a 2:5 per 
cent. sodium citrate solution, which is in close agree- 
ment with our own optimum solution, although they 
mention that they did in a few cases employ Goodall’s 
formula, without stating what, if any, reactions they 
obtained from this. In this series 46 patients were 
transfused with a reaction ratio of 1 in 20. To test 
the sterility of the 235 samples collected Grodberg 
and Carey selected 26 and cultured these aerobically 
and anaerobically. Their vintage varied from 1 to 36 
days and the cultures were uniformly sterile. The 
onus of collection was, presumably, in the hands of 
interns, as the operators are referred to as male. To 
all these points we shall severally refer later. 


TECHNIQUE OF COLLECTION AND STORAGE 


All infected and potentially infected cases, and all 
cases in which the baby is asphyxiated, must be 
excluded, and only normal clean deliveries used. As 
soon as the baby is born the cord is clamped with 
artery forceps in two places and divided. The 
operator responsible for the collection of the placental 
blood, after carefully swabbing the cord with surgical 
spirit or iodine, discards his or her dirty gloves and 
puts on aclean pair. The cord is compressed between 
the finger and thumb and the distal six inches, with 
the clamp attached, severed ; the end of the cord is 
now inserted through a small hole in a sterile towel 
and allowed to drain, via a funnel; into a sterile 
container, into which has been poured the anti- 
coagulant fluid. The purpose of the towel is to 
exclude air-borne and droplet infection and to prevent 
any fluid, contaminated from the genital tract and 


perineum, from seeping down the cord and into the . 


container. After massaging the fundus and milking 
the cord to ensure the maximum possible yield, the 
container is sealed and placed, duly labelled with the 
date of collection, in a refrigerator at 38° F. A small 
test-tube is filled with enough blood to group the 
sample and affixed to the main container. 

The actual container used by us for storing the 
blood was a rubber-stoppered milk bottle and a 
number of these were kept ready sterilised in a special 
drum in the labour theatre. The anticoagulant that 
we employed was 0:3 g. of sodium citrate in 10 c.cm. 
of sterile water and this was prepared specially for 
us in ready sealed ampoules by British Drug Houses 
Ltd., whom we wish to thank for their helpful 
coöperation. Before deciding on this anticoagulant, 
we experimented with one recommended by Goodall, 
Anderson, Altimas, and MacPhail (1938), according to 


their formula, which is taken from the Moscow | 


Institute of Hzematology. This consisted of the 


following ingredients :— 


Sodium chloride 7:0 g. 
Sodium citrate 5:0 g. 
Potassium chloride .. 0-2 g. 
Magnesium sulphate.. 0-004 g. 
Twice-distilled water 1000 c.cm, 


“ This solution is now put up in ampoules of 25 c.c. 


which, when added to 100 c.c. of distilled water, 
gives one the proper dilution, so that preservative 


‘and blood from each case is mixed in equal propor- 


tions, 125 c.c. of preservative and roughly 125 c.c. 
of blood.” The result of using this solution was 
unsuccessful ; not only did the blood clot in each case, 
but hemolysis occurred in addition. These phenomena 
we attributed to the hypotonicity of the solution 
and the fact that the minimum requirement of 
citrate concentration percentage was not fulfilled. 
This percentage is generally recognised to be in the 
region of 0-3 g. sodium citrate to every 100 c.cm. of 


blood. 
INVESTIGATION OF MATERIAL 


Placental blood was collected as described from 
50 cases, immediately after the delivery of the child, 


‘and stored in a refrigerator at 38° F. The average 


yield obtained was 47 c.cm. and the maximum 
90c.cm. | 

The sterility of the various samples was investi- 
gated at periods varying from six to fifteen days, 
employing the following technique. After gentle 
agitation to mix the blood uniformly in the bottle, 
l c.cm. was transferred to both peptone broth and 
cooked-meat medium. The former was incubated 
aerobically and the latter anaerobically in a McIntosh 
and Fildes jar and observations made up to a period 
of one week. The results of these primary cultures 
of the individual samples revealed that 22 per cent. 
were contaminated. The infecting organisms were 
for the most part saprophytes and comprised Bacillus 
subtilis group (12 per cent.), coliform bacilli (6 per 
cent.), white staphylococci (2 per cent.), and B. pyo- 
cyaneus (2 per cent.) These represent air-borne, 
skin, or genital-tract contamination. 

Repeat cultures (aerobic and anaerobic) were made 
on the samples of blood after intervals of a further 
two to four weeks’ cold storage; with the exception 
of one sample, when an organism of the B. subtilis 
group was obtained on the second culture only, the 
results were identical with the primary cultures. 


DISCUSSION 


The average quantity of placental blood collected 
from our 50 cases is small—i.e., 47 ¢c.cm. which 
compares unfavourably with Goodall’s and Grodberg’s 
figures of 125 and 105 c.cm. respectively. In explana- 


' tion of our modest average volume it should be 


emphasised that the samples were obtained from 
fifty consecutive placentx, at term, without selection 
of the larger or rejection of the smaller samples. 
This small yield would necessitate the mixture of 
10-12 samples to supply the bulk of blood usually 
employed in an adult transfusion; and it is ques- 


` tionable if this extensive pooling of several bloods, 


although of the same group, is entirely devoid of the 
risk of minor subgroup reactions of agglutination. 

With regard to sterility, the result of our investiga- 
tion showed that 22 per cent. of the samples were 
contaminated with air-borne or genital tract organisms. 
We can neither agree with Goodall in his assertion 
that culture of the collected blood is unnecessary, 
nor with Grodberg in his statement that any stray 
organisms present are usually killed by the leucocytes 
—a statement that we have proved to be incorrect, 
in that our second culture always tallied with our 
first, and organisms if present on the seventh day 
always survived up to the time of subsequent culture. 
We would hesitate to sponsor the lighthearted intra- 
venous infusion of a thriving colony of B. subtilis, 
let alone one of B. pyocyaneus. 
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Thirdly, there arises the question whether the 
collection of placental blood can be feasibly entrusted 
to the ordinary personnel of a labour ward or whether 
it demands specially trained operators. Using a 
reasonably aseptic technique, we have found the 
contamination ratio high; moreover, the yield is 
disappointing. No doubt better results could be 
obtained if the blood were collected by, say, the 
resident obstetric staff. Such a necessity must throw 
an intolerable burden upon the shoulders of the 
officers concerned, the reward of which is trifling and 
questionable in comparison to the trouble involved. 

Lastly, this source of blood for transfusion, however 
carefully perfected the technique of its collection, 
sterilisation, and storage, is unlikely seriously to rival 
that available through the voluntary-donor system, 
which we so fortunately have established in this 
country. 

SUMMARY 


1. The average volume of placental blood collected 
in 50 consecutive cases of normal labour at term was 
47 c.cm, 

2. The contamination percentage was 22 per cent. 

3. The organisms were air-borne and genital-tract 
contaminants: B. subtilis, B. coli, Staphylococcus 
albus, and B. pyocyaneus. 

4. Both these figures were obtained using the 
ordinary personnel of a labour ward, and not specially 
trained operators. 

5. In such hands this source of blood is uneconomical 
in quantity and unsafe for human consumption. 


We should like to acknowledge the assistance 
rendered in this investigation by the sister and staff 
of the labour ward, and by our laboratory technicians, 
Mr. E. Wilson and Mr. B. Cambridge. 
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THE PROPHYLAXIS OF TUBERCULOUS 
EMPYEMA 


By LAWRENCE ROBERTS, M.D. Lond., M.R.C.P. 


ASSISTANT MEDICAL OFFICER, PAPWORTH VILLAGE 
SETTLEMENT, NEAR CAMBRIDGE 


By tuberculous empyema is meant suppurative 
pleurisy caused wholly or partly by the tubercle 
bacillus. This-definition excludes (1) chronic pleural 
effusions which have become turbid by the admixture 
of endothelial cells and often contain tubercle bacilli 
and (2) transient infected effusions during artificial 
pneumothorax which clear without treatment. 


ETIOLOGY AND PATHOLOGY 
l 


Tuberculous empyema occurs (1) as a common 
complication of spontaneous pneumothorax; (2) 
as an occasional complication of artificial pneumo- 
thorax; and (3) least often as.an invariable con- 
sequence of invasion of the pleura by a burrowing 
tuberculous abscess of the chest wall. In all these 
circumstances heavy infection is the immediate 
cause. 

The pleura is a serous membrane and has some 
power, comparable with that of the peritoneum, of 
resisting infection. For this reason acute pleurisy 
with effusion, a tuberculous condition, very rarely 
becomes transformed into empyema; the sub- 


pleural focus which has produced it does not provide 
an infection massive enough to overcome the protective 
power of the pleura. Occasionally the fluid may later 
become purulent, but the condition is usually afebrile, 
showing few or no signs of toxæmia, and constitutes 
one type of “ cold pleural abscess’? (Dumarest 
et al. 1936). 

When A T pneumothorax resolves com- 
pletely without effusion, one is left- in doubt whether 
the cause was tuberculosis or emphysema; but, 
when an effusion follows, tuberculosis is tbe cause. 
In such cases a caseous tuberculous focus involves 
both the pleura and the subjacent part of the lung, 
and produces both the fluid and the pleuropulmonary 
fistula through which air passes from the lung into 
the pleural cavity. Hence the later history of these 
patients is often bad. Of 26 patients with spon- 
taneous pneumothorax mentioned ‘by Burrell (1937) 
17 developed tuberculous empyema, and of these 
14 died. 

Purulent effusion is a very grave complication of 
artificial pneumothorax treatment for pulmonary 
tuberculosis. In the series of reported cases which 
I have studied the incidence appears to be just over 
10 per cent. Brock, Mullen, and Woodson (1937) 
reported 77 empyemas in 530 cases; Burrell (1937) 
54 in 500 cases; Leaver and Hardaway (1937) 
35 in 750 cases; Ferrari (1935) 18 in 200 cases; 
Dumarest and Brette (1929) 42 in 265 cases; and 
Peters (1921) 26 in 250 cases. These total 284 
empyemas in 2646 cases (10-7 per cent.), and 
one may well suppose that the proportion would be 
higher rather than lower in unpublished cases, 

It is now generally agreed that well-marked serous 
effusion in artificial pneumothorax is due to tuber- 
culous pleurisy, only those negligible puddles in the 
costophrenic sinus being attributable to trauma. 
Burrell (1937) found that of 309 cases of artificial 
pneumothorax induced for pulmonary tuberculosis 
41-4 per cent. were complicated by serous effusion, 
whereas of 54 induced for non-tuberculous disease 
less than 2 per cent. were complicated by effusion. 
His findings are supported by those of Morriston 
Davies (1933), Brock, Mullen, and Woodson (1937), 
and various other authorities. Since both serous 


‘and purulent effusions appear to be due to tuber- 


culosis of the pleura, they are essentially alike in 
kind though differing in degree. It seems reason- 
able to suppose that the serous may progress to the 
purulent if the disease becomes more severe or 
the patient less resistant, and I consider that this 
takes place when collapse is unsatisfactory and the 
lesion in the lung remains active and progressive. 

It has been said that serous effusion in artificial 
pneumothorax does not make the prognosis worse. 
With satisfactory collapse of the lung, with the 
pulmonary disease under control, and with adhesions 
absent or negligible, this is certainly true, and 
clinicians are not alarmed by an effusion in these 
circumstances; but with unsatisfactory collapse, 
with active and progressive pulmonary disease, and 
with troublesome adhesions, the effusion is a grave 
sign, and empyema is so likely to follow that active 
steps must be taken to prevent it. Hayes (1927) 
found that 31 out of 32 empyemas, and Leaver and 
Hardaway (1937) 14 out of 35, were preceded by 
serous effusion. 


Pleural adhesions may lead to empyema in three 
different ways. 

(1) By preventing collapse of the diseased area 
they may allow the lesion to remain active and 
progressive; when caseation eventually involves 
the pleura the resulting empyema is simply a sign 
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that the lesion has not been controlled. The patients 
usually do badly, and the object of treatment should 
be to prevent, rather than cure, empyema. 

(2) Traction upon adhesions is thought by many 
to be a cause of serous effusion (Hutchinson and 
Blair 1926, Stobie 1930, Ford 1932); if the adhesion 
is torn at the base, allowing caseous material to 
escape into the pleura, empyema is the usual sequel. 
For this reason the former practice of leaving a 
high positive pressure at the conclusion of a refill 
to ‘‘ stretch the adhesions ” has now been abandoned. 
When adhesions rupture in these circumstances, 
empyema often results (Riviere 1927). 

(3) Empyema may follow the therapeutic cauterisa- 
tion of adhesions, The Jacobaecus operation has been 
of great value in many cases, and I have not the 
slightest intention of disparaging it. | However, 
Jacobaeus himself (1920), in the early days of 
cauterisation of adhesions, recognised empyema 
as the most serious complication of his operation. 
Chandler (1932) has given a similar warning. 


About other causes there is little to be said. Tuber- 
culous abscesses of the chest wall sometimes arise 
from lymphatic glands ; others arise from sternum, 
ribs, or vertebrae. Maurer, Rolland, and Roux 
(1935) consider that many are due to lymphatic 
spread from the pleura. 


MORTALITY 


The published figures for tuberculous empyema fall 
into two main groups :— 

(1) Selected series of cases treated by a special 
method. These are valuable because they indicate 
useful lines of treatment, but they do not give a true 
idea of the mortality as a whole, since the workers 
have usually selected the patients most likely to 
respond to treatment. 

(2) Unselected series of cases with total recovery 

and mortality rates. These include those of Burrell 
(1937), who had a mortality of 85 per cent. of 54 
cases; Ostrowski (1936), 58 per cent. of 36 cases ; 
Smart (1934), 44 per cent. of 71 cases ; Jonsson (1934), 
56 per cent. of 80 cases ; Jones and Alexander (1934), 
33 per cent. of 70 cases; Berry (1932), 55 per cent. 
of 75 cases; and Hedblom (1932), 24-5 per cent. of 
143 cases, 
The average mortality for published cases, then, is 
approximately 50 per cent. One must not suppose, 
however, that the remaining patients were cured. 
On the contrary, many were classed as ‘“‘ improved,” 
which meant that they died slowly. The longer a 
series is followed up, the more patients meet this 
fate. Burrell’s mortality appears higher, only because 
he followed up his patients over a longer period. 
And no doubt the mortality for unpublished cases 
would be greater still. 


PROPHYLAXIS 


Since spontaneous pneumothorax cannot be fore- 
seen and tuberculous abscess of the chest wall can 
readily be treated, prophylaxis concerns chiefly 
the induction and management of artificial pneumo- 
thorax. This measure has produced brilliant cures in 
pulmonary tuberculosis, and I do not intend to 
belittle it in any way. Attention to a few points, 
however, helps to reduce its complications to the 
minimum. 

There are certain contra-indications to the treat- 
ment, and one of them has not been much emphasised. 
Transient pain in the chest is of little consequence, 
but constant or recurrent pleural pain over the lesion 
indicates well-marked tuberculosis of the pleura, and 
artificial pneumothorax in such a case may be com- 
plicated by purulent effusion, with disastrous results. 
It must be decided whether pneumothorax should 
be postponed or entirely omitted. As Alexander 
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(1937) has pointed out, there are ten distinct methods 
of collapse therapy, and when artificial pneumo- 
thorax is contra-indicated another method may be 
used, 

Dumarest and Brette (1929) and other authorities 
consider that the treatment should not be begun 
during menstruation, for pleural effusion is more 
likely then. 

Relaxation rather than compression of the lung 
is the aim of treatment. Collapse up to 60 per cent. 
is usually adequate; a high degree of collapse is 
seldom advisable and may be followed by non- 
expansion of the lung at the end of treatment. It 
is customary to leave a small negative presswre in the 
pleura at the conclusion of a refill. It is dangerous 
to leave high positive pressures to “stretch the 
adhesions.” Although this may occasionally much 
increase the effectiveness of the pneumothorax, 
the chance is not so good that the life of the patient 
should be staked on it. 

Termination of an ineffective pneumothorax is 
most important. The physician should review an 
established pneumothorax and decide whether it is 
controlling the disease or not. If not, more must 
be done: the amount of collapse may be altered or 
thoracoscopy performed, and adhesions cauterised. 
If the disease still remains active and progressive, 
more and more lung tissue becomes involved, and 
when empyema appears, as often happens, it is simply 
a sign that the lesion has become extensive. These 
empyemas do not respond to treatment, and the 
patients usually die of progressive lung disease. The 
ineffective pneumothorax should be promptly aban- 
doned, for it is not only useless but wastes precious 
months during which another form of collapse therapy 
might be substituted. 

In one type of case disease affects the whole, or a 
large part, of one lung, but pneumothorax maintains 
adequate collapse of only a part—e.g., the base. 


_ Extrapleural pneumothorax may then be performed to 


collapse the rest and refills given into both pneumo- 
thorax cavities; alternatively, the cavities may be 
joined into one by the procedure described by Brock 
(1938). 

Oleothorax has its place in the prevention, as well 
as the treatment, of tuberculous empyema. Cases 
occur in which pneumothorax appears to be maintain- 
ing satisfactory collapse of the lung, but fluid appears, 
becomes turbid, and is found to contain tubercle 
bacilli. Such infected effusions sometimes clear 
spontaneously, and it is well to leave them alone at 
first ; but, if they show signs of developing into frank 
empyemas, more must be done. This type of patient 
does well with oleothorax; Chandler (1930) has 
emphasised this and outlined the indications. 


SUMMARY 


(1) The incidence of tuberculous empyema in 
patients with artificial pneumothorax is about 
10 per cent. and its fatality-rate, in published cases, 
about 50 per cent. Therefore prevention seems 
especially important. (2) It is suggested that 
persistent or recurrent pleural pain over the lesion 
indicates severe tuberculosis of the pleura, which 
contra-indicates artificial pneumothorax, The’ risk 
of empyema is sufficiently great to make some other 
form of collapse therapy advisable. (3) The object 
of artificial pneumothorax is relaxation, not com- 
pression, of the lung. High positive pressures to 
“stretch the adhesions” are not justifiable, (4) 
After cauterisation of adhesions and adjustment of 
collapse, a pneumothorax which remains ineffective 
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should be promptly abandoned and other collapse 
therapy substituted. Oleothorax and extrapleural 
pneumothorax are valuable in certain cases. 
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(WITH ILLUSTRATIONS ON SPECIAL PLATE) 


FORTY-FOUR years ago Clifford Allbutt (1895), 
delivering the first Hunterian Society’s lecture, 
described a group of patients with high blood-pressure 
who at no time developed any clinical signs of renal 
disease. Afterwards he applied the term hyperpiesia 
to this condition. His distinction between “ essential ” 
hypertension and the hypertension associated with 
chronic renal disease has been of great value in 
forecasting the clinical course in the majority of 
cases of high blood-pressure. There remain how- 
ever some cases that fall into neither group—namely, 
those in which the patient seems at first to be suffering 
from essential hypertension, yet contrary to Allbutt’s 
teaching, the disease runs a malignant course to end 
in renal failure within a few years. 

This group has been struggling for recognition 
ever since Volhard and Fahr (1914) presented their 
classification of Bright’s disease. Fahr (1919) termed 
the condition ‘“‘ malignant sclerosis >° to emphasise 
the occurrence in the kidney and other organs of 
severe arterial lesions which he regarded as the 
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primary cause of the hypertension. The clinical 
term ‘‘ malignant hypertension ” has however proved 
more acceptable and has been justified by recent 
clinical and pathological studies (Kimmelstiel and 
Wilson 1936, Ellis 1938) from which it appears that 
in the early stages of the condition renal changes 
are minimal or absent, the ‘‘nephrosclerosis”’ of 
Volhard and Fahr representing only the final stage 
of the disease. The conception of a malignant form 
of essential hypertension is nevertheless creeping only 
uncertainly into general use. There are three main 
reasons for this uncertainty :— 


1. If essential hypertension can lead to renal 


. failure it is difficult to understand why it does not 


do so in the vast majority of cases. 

2. Cases of undoubted acute nephritis which 
become chronic may develop terminal features, both 
clinical and histological, which are indistinguishable 
from those of malignant hypertension—namely, a 
very high blood-pressure, with marked hypertensive 
symptoms (éncephalopathy: and retinopathy) and 
rapidly progressive renal failure; and histologically 
the association of acute gomerular lesions with 
arterial necroses in the kidney and in other organs. 

3. If we exclude cases where death takes place in 
the early stages, the kidneys in malignant hyper- 
tension show gross damage in the shape of a “ chronic 
interstitial nephritis,” the characters of which, and 
especially the glomerular lesions, have been regarded 
as consistent only with a long-standing, primary 
nephritis. 


If it could be shown experimentally that this picture 
of chronic interstitial nephritis may be caused by 
hypertension alone, the concept of malignant hyper- 
tension would be greatly strengthened. It is the 
object of this paper to present such evidence. 


HYPERTENSION AND RENAL ISCHAEMIA 


During the past few years much work has been 
done on experimental hypertension induced in animals 
by reducing the blood-supply to the kidney. Goldblatt 
and his colleagues (1934) greatly stimulated this type 
of investigation by the introduction of an adjustable 
clamp for producing partial occlusion of the renal 
arteries in dogs. They showed that constriction of 
both renal arteries, or alternatively of one renal 
artery with removal of the opposite kidney, gave rise 


LEGENDS TO ILLUSTRATIONS ON PLATE 


1—Rat kidney. Acute necrosis of afferent arteriole 
to glomerulus. (Hematoxylin and eosin, x 260.) 


2—Human kidney. Malignant hypertension. Acute 
necrosis of afferent arteriole to glomerulus. (Hæma- 
toxylin and eosin, X 166.) 


3—Rat kidney. ‘‘ Explosive ” type of arterial necrosis ; 
red blood-cells and fibrin deposited in vessel wall. 
(Hematoxylin and eosin, x 140.) 


4—Human pancreas. Malignant hypertension. Similar 
type of arterial necrosis; red blood-cells and 
fibrin in wall. (Hematoxylin and eosin, X 155.) 


5—Rat kidney. Cellular thickening of intima of a 
medium-sized artery (‘‘endarteritis fibrosa ”). 
Elastica interna greatly stretched and fragmented. 
(Weigert’s elastic stain, X 170.) 


6—Human kidney. Malignant hypertension. 
lesion in interlobular artery. 
stain, X 290.) 


7—Rat kidney. Acute focal glomerular necrosis. (Hæma- 
toxylin and eosin, xX 210.) 


Similar 
(Weigert’s elastic 


8—Human kidney. Malignant hypertension. 
focal glomerular necrosis. 
eosin, X 185.) 


Acute 
(Hematoxylin and 
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to a long-sustained elevation of the blood-pressure. 
Wilson and Pickering (1938) recently showed that 
in rabbits with hypertension produced by this tech- 
nique acute arterial lesions identical with those of 
malignant hypertension could’ be demonstrated in 
various organs, particularly in the intestines; but 
these lesions were not found in the kidneys. Since 
the kidney is one of the commonest sites for acute 
vascular lesions in man, their absence from the 
rabbit’s kidneys is significant. It strongly suggests 
that the lesions found in organs other than the kidney 
are caused by increased arterial tension, from which 
the renal arterial system is protected by the clamp 
on the renal artery. Goldblatt (1938) has described 
‘acute arterial lesions of a similar distribution in his 
hypertensive dogs, but since he observed the lesions 
only when the degree of constriction of the renal 
arteries was severe enough to produce renal 
insufficiency he concludes that this, as well as hyper- 
tension, is an essential factor in their causation. 

It must be emphasised that in the above experi- 
ments hypertension was produced by constriction 
of both renal arteries, or of one renal artery after 
excision of the opposite kidney. It was therefore 
impossible to study the effects of the hypertension on 
an intact kidney. The present paper is based on 
experiments on rats in which one renal artery was 
partially occluded, the opposite kidney being left intact. 
In the dog partial occlusion of one renal artery may 
lead to hypertension, but this is usually transient and 
seldom lasts more than a few weeks (Goldblatt et al. 
1934, Wood and Cash 1936). In rats however we 
have found that this procedure quite often gives rise 
to a persistent hypertension. 


Method and Results of the Experiments 


In young adult rats of both sexes the kidney was 
exposed by a lumbar incision and the renal artery 
was compressed by one of two methods. In 28 
animals a wire was placed alongside the artery and 
a ligature tied round both; the wire was then 
removed leaving the artery partially constricted. 
Subsequently in 129 animals we have used clips made 
from annealed silver ribbon and applied after the 
method described by Pickering and Prinzmetal (1938) 
for rabbits; with this method there is less risk of 
infarcting the kidney. 


LEGENDS TO ILLUSTRATIONS ON PLATE 


9—Rat kidney. ‘‘ Coagulative”’ type of necrosis of 
glomerular tuft. (Haematoxylin and eosin, x 200.) 


10—Human kidney. Malignant hypertension. Similar 
type of glomerular necrosis. (Hematoxylin and 
eosin, X 160.) 


11—Rat kidney. Hemorrhagic infarction of glomerulus. 
(Hematoxylin and eosin, X 280.) 


12—Human kidney. Malignant hypertension. Hæmor- 
rhagic infarction of glomerulus; fibrinoid necrosis 
of afferent arteriole. (Hematoxylin and eosin, 
x 190.) 


13—Rat kidney. Necrosed glomerulus with swelling and 
proliferation of capsular epithelium; fibrinoid 
necrosis of afferent arteriole. (Hematoxylin and 
eosin, X 260.) 


14—Human kidney. Malignant hypertension. Similar 
lesion of glomerulus with epithelial proliferation. 
(Hematoxylin and eosin, X 185.) 


15—Rat kidney. Low-power view showing association 
of arterial and glomerular lesions with tubular 
atrophy and dilatation. (Hematoxylin and eosin, 


x 88.) 
16—Rat heart. Perivascular hemorrhagic necrosis of 
myocardium. (Hematoxylin and eosin, X 55.) 


Systolic blood-pressures were recorded weekly by the 
plethysmographic method (Byrom and Wilson 1938), 
using light ether anzesthesia. 

The blood-urea has been determined by a modi- 
fication of the urease method on 0:2 c.cm. of blood 
taken from the tail. 

So far 35 animals have been killed at intervals 
ranging from five days to six months after the develop- 
ment of hypertension. Portions of both kidneys, 
intestine, stomach, suprarenal glands, liver, pancreas, 
spleen, testicles, voluntary muscle, heart, brain, and 
eye have been examined histologically after fixation 
in saline formaldehyde. Sections were stained by 
Ehrlich’s hematoxylin and eosin, Weigert’s fuchselin 
stain for elastic tissue, and Weigert’s hematoxylin 
and van Gieson’s stain. 


THE CLINICAL PICTURE 


Compression of one renal artery has been performed 
on 157 rats and has given rise to hypertension in 
101 (65 per cent.). The blood-pressure may be 
elevated as early as eighteen hours after the operation, 
or may begin 
to rise at any 
time during 
the first four 
weeks. The 
usual rise is 
from the nor- 
mal mean of 
106 mm. Hg 
to a level of 
160-180 mm. 
Values of 200 
mm, and over 
are not un- l 
common, the 
highest read- 
ing we have 
observed be- 
ing 260 mm. 
Hg. The course of the hypertension varies considerably, 
but in general two main types may be recognised :— 


(1) Those in which the blood-pressure rises gradually 
over a period of several weeks to reach a steady high 
level which, in animals stil under observation, has 
been maintained for nine months and appears to be 
consistent with normal health. 

(2) Those in which the hypertension runs a more 
irregular course and often leads to a state of great 
weakness, wasting, coma, and occasionally convulsions. 
These symptoms are not due to renal insufficiency ; 
for the blood-urea is within normal limits, and removal 
of the clamped kidney may be followed by rapid 
clinical improvement with return of the blood- 
pressure to the normal level. In this second type 
the blood-pressure chart usually shows one or more 
peaks of hypertension followed by relatively normal 
or subnormal values. In several instances such a 
peak has preceded the onset of fatal symptoms, the 
pressure falling steeply before death (chart 1). The 
fall in blood-presure in these animals may be caused 
by two factors: (a) Heart failure due to the severe 
acute arterial lesions and perivascular hemorrhagic 
necrosis which are invariably found in the myo- 
cardium in these cases (fig. 16 on plate). (b) The 
occurrence of widespread acute arterial lesions in 
other organs. It is possible moreover that sometimes 
the recorded pressure is lower than the actual value, 
owing to the effect of anesthesia on an ill rat 
(Chanutin and Ferris 1932). In 3 rats out of 36 
which have developed the syndrome described above, 
the symptoms came on without any hypertension 
having been recorded. It appears however that when 

c2 


Convulsions 


Upper limit of normal B.P. 


Systolic Blood Pressure (mm Hg) 


2.3 4 5 6 7 8 3 10 

Weeks after Operation 

CHart 1.—Blood-pressure curve of a rat 
following constriction of the right renal 
artery. 
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blood-pressures are taken at only weekly intervals a 
sudden hypertensive crisis may occasionally be missed. 

The urea content of the blood has been measured 
in 24 rats presenting symptoms. In 2 animals 
readings of 114 and 424 mg. per 100 c.cm. were 
obtained. In the second, however, the level had 
fallen to 70 mg. seven days later. With these 
exceptions, 28 readings from 22 rats ranged from 
40 to 72 mg. with a mean value of 55 mg. Using 
‘the same technique, 16 control rats gave readings 
ranging from 34 to 81 mg. with a mean of 52 mg. 
Nitrogen-retention is therefore not an essential 
feature of the syndrome. 


THE PATHOLOGICAL PICTURE 

(1) The “clamped” kidney occasionally presents 
no macroscopic or histological abnormality ; more 
often diffuse tubular atrophy is evident, all degrees 
being observed from slight-to very severe; partial 
infarction of the kidney is not uncommon. Acute 
glomerular and arterial lesions such as occur in the 
opposite kidney have not been observed. Eliminating 
the cases with infarction, the degree of cortical 
atrophy tends to be greater in rats with the second 
type of hypertension described above; occasionally 
however the kidney appears histologically normal 
even in these cases, In the first type, the clamped 
kidney usually looks normal in size but microscopically 


there may be slight narrowing of the cortex with ` 


diminution in size of the glomeruli in the subcapsular 
zone, 

(2) The opposite kidney.—To the naked eye this 
may appear normal], but minute yellow or red flecks 
are not infrequently seen under the capsule. Micro- 
scopically changes are present which closely resemble 
those of malignant hypertension in man. This 
resemblance is illustrated in the plate (figs. 1-14) 
where each lesion in the rat kidney is shown with 
its counterpart from a case of malignant hyper- 
tension. The lesions are focal in distribution, 
glomeruli, tubules, and interstitial tissue showing 
changes closely associated with acute arterial necrosis 
(fig. 15). 

Medium and small arteries, particularly the vasa 
afferentia, are affected; the simplest change is a 
hyaline or fibrinoid swelling of the vessel wall with 
disappearance and fragmentation of nuclei and dila- 
tation of the lumen (figs. 1 and 2). More frequently, 
what may be described as an ‘“‘ explosive ” type of 
lesion is seen in which all coats of the vessel wall 
may be necrosed, and may contain fibrin and red 
blood-cells ; the lumen is narrowed by the intimal 
swelling and there is an adventitial cellular reaction 
of an inflammatory type (figs. 3 and 4). In addition 
to these acute lesions a cellular thickening of the 
intima is often observed, the lumen being greatly 
narrowed and the elastica interna stretched and 
fragmented (figs. 5 and 6). 

The glomeruli show a great variety of acute and 
chronic changes; focal necrosis of the tuft is the 
characteristic lesion, the capillary loops undergoing 
hyaline or fibrinoid change with disappearance of 
nuclei and adhesion to Bowman’s capsule (figs. 7 
and 8). Occasionally the whole tuft shows an ansemic, 
coagulative type of necrosis with swelling of the 
capillary walls and obliteration of their lumina 
(figs. 9 and 10). In some glomeruli the necrotic areas 
contain fat droplets and large, round, foam cells. 
Another striking picture is produced by hæmorrhagic 
infarction of the glomerulus, the capillary walls 
having almost disappeared leaving spaces stuffed 
with blood (figs. 11 and 12). Less acute changes are 
seen, with extensive adhesions to Bowman’s capsule, 
increased cellularity of the tuft with loss of its 
lobular pattern, and periglomerular fibroblastic pro- 
liferation ; conspicuous enlargement and occasional 
proliferation of the parietal and visceral epithelium 


are observed (figs. 13 and 14). These glomerular 
changes are usually associated with necrosis of the 
afferent arterioles; occasionally, as in malignant 
hypertension, the arteriole is necrotic but the 
glomerulus appears normal. Acute arteriolar necrosis 
has been observed in the kidney as early as four 
days after constricting the opposite renal artery ; in 
such early cases glomerular lesions are rarely found. 

The adjacent tubules are often abnormal (figs. 9 
and 15); some are dilated and contain hyaline casts, 
their epithelium being flattened or absent, others are 
atrophied, devoid of lumina, and widely separated by 
interstitial fibrosis, There is usually severe albuminous 
degeneration of the tubular epithelium; hyaline 
droplet degeneration is occasionally present but this 
has also been seen in the clamped kidney. 


' Between the affected areas the renal elements 
appear normal and it must-be emphasised that the 
greater part of the kidney tissue shows no obvious 
change. In this respect the picture differs from the 
classical one of malignant hypertension in man, 
where—particularly in the later stages—renal damage 
and interstitial fibrosis are more extensive. This differ- 


Maximum systolic Blood Pressure (mmtyg.) 


2 4 6 8 O 2 4 6 B 20 2 
Weeks (interval between constriction of one renal artery and death of rot) 
CHART 2—Incidence of acute arterial lesions in relation to 
maximum recorded blood-pressure and duration of 
hypertension. -+ = lesions present ; @ = lesions absent. 
ence may be attributed to therelatively short duration 

of the hypertension in the present experiments. 


(3) Other organs.—Acute arterial lesions similar 
to those described above were observed in the 
pancreas, intestine, stomach, and heart, and more 
rarely in the suprarenal glands, liver, and testis. 
Lesions were not found in the brain, eye, and striated 
muscle. The most severe lesions were seen in the 
mesenteric arteries where gross changes resembling 
those of periarteritis nodosa were not uncommon. f 
Excluding the eye and brain, which were only occa- 
sionally examined, this incidence of the lesions 
corresponds to their distribution in malignant hyper- 
tension. Focal necroses have been found almost 
invariably in the heart (fig. 16), less constantly in the 
pancreas, and occasionally in the liver; these lesions 
closely resemble the Fleckhere, Fleckleber, and Fleck- 
pankreas described in malignant hypertension. 


Of the 35 rats so far studied histologically, acute 
vascular lesions have been found in various organs 
in 28, and in the kidney in 27. These figures do not 
represent the true incidence of the lesions in hyper- 
tensive rats since we have killed only a small number 
of animals with the chronic type of hypertension 
in which vascular lesions tend to be minimal or 
absent. Chart 2 shows the incidence of acute arterial 


tt Wilens and Sproul (1938) have described spontaneous 
arterial lesions, closely resemb! those of periarteritis nodosa, 
in adult rats over the ace of 500 da 


Pe. e rats used in our 
experiments were well below this age-limit. 
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lesions in relation to the maximum recorded height 
of the blood-pressure, and its duration before the 
animal was killed. 


Pathogenesis of the Lesions 


Since only one kidney is operated on, renal 
insufficiency is an unlikely factor in the stiology of 
the lesions. This conclusion is supported by the 
absence of nitrogen-retention. 
lesions do not occur in the clamped kidney appears 
to indicate (1) that they are not due to a circulating 
toxin, (2) that they are not due to simple ischemia, 
(3) that vasoconstriction due to a circulating pressor 
substance cannot be solely responsible for them. 
It is concluded therefore that the production of the 
lesions is related in some way to the increased intra- 
arterial tension from which the ischemic kidney 
is protected by the clip on the renal artery. We 
can say with certainty that neither the absolute 
level of the blood-pressure, nor its duration, is an 
essential factor, since the lesions have been minimal 
or absent in animals with a blood-pressure of over 
200 mm. Hg persisting for many months. We 
incline to the belief that the determining factor is 
probably a sudden strain imposed on the vessel wall 
by the combination of severe vasoconstriction and 
the resultant rapid rise in blood-pressure. This 
could presumably produce a vascular necrosis which 
in the case of a gradually rising pressure might be 
prevented by the development of compensatory 
hypertrophy of the arterial wall. The conception 
that arterial necrosis may result from a mechanical 
strain on the vessel wall is supported by the observa- 
tion (Byrom 1937) that when vasopressin is admini- 
stered to rats in doses large enough to blanch the 
kidneys, similar acute necrotic lesions are found in 
the renal arteries. 


Clinical Implications 


The close resemblance between the renal lesions 
produced in the rat by experimental hypertension and 
those found in cases of malignant hypertension in 
man bespeaks a common pathogenesis. It provides 
experimental support for the clinical evidence already 
cited that malignant hypertension is a form of 
essential hypertension of which renal disease is 
but a terminal manifestation. The term ‘‘ malignant 
nephrosclerosis °” may be applied to this final stage, 
but it does not indicate the true nature of the dis- 
order. It is to this stage that the term “chronic 
interstitial nephritis’’ is also applied, the lesions 
in the kidney being regarded as “inflammatory.” 
Since a similar picture occurs in the hypertensive 
rat under conditions which apparently exclude the 
influence of ‘“‘toxic’’ agents, we infer that such 
“inflammatory ” changes can result from a hyper- 
tension severe enough to produce arterial necrosis. 

The demonstration that arterial lesions can be 
produced in the kidney by experimental hypertension 
also throws light on the clinically malignant course 
of the human disease; for when vascular lesions 
occur in malignant hypertension as a result of the 
high blood-pressure, they will presumably give rise 
to a reduction in renal blood-flow. This may be 
expected to aggravate the hypertension, and so a 
vicious circle will be established in which a rising 
blood-pressure is associated with progressive renal 
destruction. 

Furthermore we have already described in the 
introduction the striking and hitherto perplexing 
similarity, both clinical and histological, that may 
characterise the terminal stages of chronic nephritis 
and malignant hypertension. The same manifesta- 


The fact that the. 


tions may occasionally be observed in the terminal 
phase of any form of chronic renal disease with high 
blood-pressure. It thus appears that not only 
“ essential” hypertension but also hypertension 
secondary to renal disease can set in motion the vicious 
circle which we have envisaged above. This “ malig- 
nant termination ” has therefore no specific character 
derived from the original disease but is an attribute 
of the high blood-pressure which is common to all. 

It is however desirable to restrict the term 
“ malignant hypertension” to its present usage— 
namely, the malignant form of essential hypertension 
—thereby emphasising its fundamental difference 
from chronic nephritis and preserving the existing ` 
subdivision of essential hypertension into benign 
and malignant forms. 

The clinical symptoms in the hypertensive rat 
also stand in close relation to the human disease. 
The syndrome we have described of weakness, wasting, 
coma, and convulsions has been produced by operative 
interference with one kidney and is not attended by 
renal insufficiency. In animals moribund from this 
condition immediate and lasting improvement, with 
return of the blood-pressure ta normal, has been 
produced by excision of the ischemic kidney./ The 
syndrome appears to be a close counterpart to 
hypertensive encephalopathy in man (the pseudo- 
uremia of Volhard), 


Summary 


Sustained hypertension has been produced in 
rats by partial occlusion of one renal artery. 

Histological changes are often found in the opposite 
kidney and these appear to be identical with the 
lesions of malignant hypertension in man. It is 
concluded that these changes are due to the vascular 
strain imposed by a rapidly developing hypertension ; 
renal failure apparently plays no part in their origin. 
These findings strengthen the conception of malignant 
hypertension as a form of essential hypertension in 
which the renal lesions are a secondary manifestation. 

In hypertensive rats the occurrence of these lesions 
is frequently associated with a clinical syndrome 
consisting of weakness, wasting, convulsions, and 
coma, which is not accompanied by nitrogen- 
retention and which is relieved by excision of the 
ischemic kidney. 

The similarity, both clinical and histological, 
which frequently characterises the terminal stages of 
various forms of chronic Bright’s disease is attributed 
to a vicious circle in which hypertension produces 
renal vascular lesions and these, by further reducing 
the blood-flow through the kidneys, aggravate the 
hypertension and lead to rapidly progressive renal 
destruction and functional insufficiency. 


We should like to express our gratitude to Prof. 
Arthur Ellis, whose clinical studies of Bright’s disease 
have stimulated these investigations, and to Prof. 
Hubert M. Turnbull in whose department the work 
was carried out. 
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THE treatment which Sakel introduced in 1933 
consists in injecting insulin to induce hypo- 
glycemic coma, which is later interrupted by giving 
a nasal feed of sugar. Ideally, the dose of insulin 
and the duration of coma are adjusted so that the 
nasal feed alone will result in recovery within half 
an hour. However, from day to day sudden changes 
may occur in the patient’s insulin sensitivity, slight 
but significant changes in the depth of hypoglycemic 
coma may be overlooked, or for therapeutic reasons 
it may be decided to lengthen the coma. Consequently, 
few, if any, ‘“‘insulin therapists’? do not have to 
resort occasionally to intravenous injection of glucose 
when recovery is delayed or has been accompanied 
by vomiting. When such complications occur, it is 
legitimate to wonder whether the nasal feed had 
contained sufficient sugar in the dilution most suit- 
able for rapid absorption by a hypoglycxmic patient. 
In some of these cases the intravenous injection of 
‘glucose does not produce immediate recovery of 
consciousness, and here, particularly, arise the further 
questions of how much glucose should be given intra- 
venously and whether harm may result from giving 
too much. Some observations bearing on these 
questions are reported in this paper. 


METHODS AND RESULTS OF INVESTIGATION 


Our method has been to study the recovery period 
after carefully standardised comas interrupted by 
nasal feeds or by intravenous injections of different 
amounts of glucose. The time till awakening was 
noted, and frequent capillary blood-sugar estimations 
were made during the recovery period. Samples 
of venous blood were taken on some occasions to 
study any changes of hydration in the blood. Blood- 
sugar estimations were done by the standard Hagedorn 
and Jensen technique ; samples which were anticipated 
to be over 300 mg. per 100 c.cm. were diluted five 
times before estimation. Other estimations were 
made on venous blood. Hemoglobin was estimated 
colorimetrically as acid hematin by the standard 
method with the Newcomer disc. Total serum- 
protein values were obtained ‘by estimation of the 
total serum nitrogen by the Kjeldahl titration method, 
the total-nitrogen figures being multiplied by 6-25. 

The amount of sugar in the routine nasal feed is 
calculated in some clinics (Hunt and Feldman 1937) 
from the dose of insulin. It is, however, a common 
observation that different patients will have hypo- 
glycemia of comparable severity after widely different 
doses of insulin. But, since the amount of sugar 
needed for interruption probably depends most closely 
on the severity of the hypoglycemic state, this 
method of calculating does not seem to be sound. 
The duration of coma is probably the best index 
of the severity of the hypoglycemia and might 
provide a better method of estimating the required 
dose of sugar. It is of course likely that there are 
some slight personal differences in the amount of 
sugar needed to interrupt a coma of standard severity 
in different patients, but these could probably be 
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ignored. It is, however, more satisfactory to have a 
routine practice of giving a ‘standard nasal feed and 
modifying this only when necessary to suit special 
cases. The standard food should contain sufficient 
sugar to interrupt the deepest therapeutic coma and 
to prevent recurrence of hypoglycemia before the 
dinner is given. This is probably the most widespread 
practice (Sakel 1938, Miller 1936, von Braunmihl 
1938, Wilson 1936), and we give the routine nasal 
interruption feed, advocated by Miller (1936), of 
600 c.cm. of weak tea containing 200 g. of sugar (33 per 
cent.). The tea is a useful addition, particularly 
because during Stage I and Stage IV this fluid can 
also be given as a drink which is relatively palatable 
when mixed with lemon. Although many patients 
do not need all this sugar to interrupt the hypo- 
glycemia, there is no evidence that an excess is a 
disadvantage, and it is probably advantageous to 
have a standardised interruption feed throughout the 
treatment, which simplifies the nursing and helps 
to standardise the carbohydrate intake. It is also 
customary to give some sandwiches half an hour 
after the nasal feed to provide a more prolonged 
absorption of sugar, so that the dinner need not be 
given till at least half an hour later, when a full 
appetite will have returned. 

Absorption might, however, occur more rapidly 
from a more diluted feed or from a smaller volume 
of fluid. To investigate these possibilities, five 
patients were given on successive days, after exactly 
comparable comas (insulin dose and duration and 
depth of coma), three different nasal feeds: the 
standard feed (600 c.cm. of 33 per cent. sugar), 
half its volume (300 c.cm. of 33 per cent. sugar), 
and half its concentration (600 c.cm. of 15 per cent. 
sugar). The results of observations during the 
recovery period after these different methods of 
interruption are recorded in table I, which shows 
the time of awakening (to recovery of speech) and a 
series of blood-sugar estimations. The usual bread 
and butter was given three-quarters of an hour after 
the nasal feed on each day. It will be noted that 
there is scarcely any significant difference between 
the rapidity of recovery after 600 c.cm. of 33 per 
cent. sugar and that after 600 c.cm. of 15 per cent. 
sugar. Though the 33 per cent. sugar was perhaps 
slightly more effective with Patients N. and W., 
and slightly less effective in Db., there was no 
difference with the others. Consequently, without 
more definite evidence of a more rapid absorption of 
the 15 per cent. feed, it seems from theoretical 
reasons better to give more sugar and to use a 33 per 
cent. feed. But it will be noted that the recovery 
after 300 c.cm. of 33 per cent. sugar is probably 
significantly slower (Patients Db. and N.). It will 
be noted that one patient (Case M.) was hypoglycemic 
just before the midday meal one hour and three- 
quarters after this feed—which did not happen 
with either of the other feeds. From these observa- 
tions it is concluded that it is undesirable to give 
as a routine either less volume than 600 c.cm. or less 
concentration of sugar than 33 per cent. in the nasal 
feed. 

The possibility of giving a more concentrated 
feed was not investigated, since it was felt that this 
might be too irritating to the stomach, in view of the 
hematemesis occasionally observed after the usual 
interruption feed. Although some clinics use slightly 
smaller volumes (James et al. 1937), there seems little 
reason to consider 600 c.cm. too bulky, since vomiting 
only rarely follows its administration. But, on 
general principles, it would seem unwise to add to this 
volume and so increase the probability of vomiting. 
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When patients have not recovered half an hour 
after the nasal feed, the blood-sugar is nearly always 
at hypoglycemic levels; consequently, one of the 
causes of this complication must be a delay in 
absorption, due probably to the severity of the 
hypoglycemia. For this reason, correct treatment 
of such cases must provide for ensuring a blood- 


TABLE I—BLOOD-SUGAB VALUES AND TIME OF AWAKENING 
AFTER SIMILAR COMAS (INSULIN DOSE AND COMA DUBA- 
TION) AFTER INTERRUPTION BY NASAL FEEDS OF 
DIFFERENT VOLUMES AND PERCENTAGES OF SUGAR 


Blood-sugar values in mg. 
per 100 c.cm. and time of 
awakening (Ax—x) 
Patient and ae ee eee ee 

data of coma | nasal 
feed |Nasal feed of|Nasal feed of|Nasal feed of 
33 per cent. | 33 per cent. | 15 percent. 


600 c.cm. 300 c.cm. 600 c.cm. 
N. QOmin.| 17 ee 24 
Sept. 5 and 6. 
Insulin 140 5 » 29 ea 39 
units. 
Sopor.: 2 hr. |10 ,, 50 es 61 
Coma: 3 hr.- 
3 hr. 35min. |15 , 52 Ax (15) ee er a 
30 y 77 ae 95 
45 ” = ee = 
90° ,, No symp. so 
N. 0min.) 29 31 52 
August 30 and 
31 and Sept.1./15 ,, — Ax (15) — 95 Ax (15) 
Insulin 140 
units. 30 » 180 x(20) 152 Ax (20) 160 x (20) 
Sopor. : 24 hr. 
Coma: 3}—-4hr.| 45 , 125 115 x 145 
90* ,, No symp. 57 
(symp.) (no symp.) 
C. QOmin.} 31 ` 32 
Sept. 5 and 6. 
Insulin 88 units.) 5 , 48 Eb 47 
Sopor. : 3 br. 
Coma : 10 ,„ 84 ee 70 
3 hr. 20 min.— 
4 br. 2 min. 15 » 84 Ax (15) — 79 Ax (15) 
20 » — x(20) ss 84 x(20) 
p 30 >» 111 sè 95 
45 " = ee = 
90° ,, No symp is No symp. 
C. QOmin.; — 29 25 
August 31 and 
Sept. land2. |15 , 85 Ax (15) 74 Ax (15) 77 Ax (15) 
Insulin 88 units. 
Sopor.: 2 hr. | 30 , 120 83 113 
Coma: 3} hr.- 
3 hr. 55 min. |45 , 180 74 134 
90° p» 141 127 154 
W. Omin.| 38 ee 32 
Sept. 5 and 6. 
Insulin 48 units.) 5 ,, 48 is 57 
Sopor.: 3 hr. 
Coma: 10 x 75 ‘im 74 
3 br. 20 min.— 
3hr.57 min. |15 , 101 Ax (12) be 17 = (15) 
20 » 111 x (16) ae 72 x 
30 ,» 141 be 110 
45 » | e — 
90 * n e. ee ee 
Db. Qmin.| 32 43 34 
August 30 and 
31 and Sept. 1.| 15 , 75 Ax (15) 99 Ax (15)! 155 Ax (15) 
Insulin 48 units. | ` 
Sopor. : 30 » 100 x(20) 72 x(20) 125 x(20) 
1 br. 40 min. 
Coma: 3hr- |45 , 100 70 180 
3 br. 50 min. 
90% ,, — 113 134 


* Approximately (before dinner). Symp. = symptoms. 


TABLE II—INTERRUPTION BY 100 0.0M. OF 33 PER CENT. 
GLUCOSE GIVEN INTRAVENOUSLY WITHOUT NASAL FEED : 
BLOOD-SUGAR VALUES 


Blood-sugar (mg. per 100 c.cm.) 


. Imme- 
ı Patient Before | diately th th 
inter- after Atter Pra 
ruption inter- er er 
ruption 
G. (June 1, 1938) s 343 106 NA 
PG. (Junel, „ ) 36 282 57 
(symp. for 
3 min.) 
P. (June 1, „ ) 27 395 sa | 36 r 
symp. for 
5 min. 


sugar level above normal until absorption is fully 
restored. In cases in which vomiting has been the 
indication for the intravenous injection of glucose it 
is again important to maintain a normal blood-sugar 
until the stomach can once more retain some form of 
carbohydrate. To cover both these possibilities 
adequately, it would seem that, whenever intra- 
venous injection of glucose is indicated, sufficient 
should be given to ensure a normal blood-sugar level 
for some time, even without the assistance of absorp- 
tion from the stomach. Half an hour seems to us 
a reasonable minimum. Though less glucose would 
often be sufficient when the nasal feed isin the stomach, 
the adoption of some such routine practice is easy 
and should minimise the possibility of subsequent 
complications, especially since there may sometimes 
be vomiting. 


TABLE JII—INTERRUPTION BY SIMULTANEOUS ADMINIS- 
TRATION OF 100 c.om. OF 33 PER CENT. GLUCOSE INTRA- 
VENOUSLY AND 600 c.cM. OF 33 PER CENT. SUGAR BY 
NASAL TUBE: BLOOD-SUGAR VALUES 


Blood-sugar (mg. per 100 c.cm.) 


Patient 
Immediately after Half-hour after 
interruption interruption 
D.(July 5, 1938) 458 242 
S. (July 5,-» ) 593 157 
G. (July 5, » ) 406 231 
B. (July 5, n» ) 417 286 


. To determine the amount of glucose necessary 
by intravenous injection, another series of comas were 
interrupted solely by the intravenous administration 
of glucose after a coma of standard duration. It 
was found that 100 c.cm. of 33 per cent. glucose was 
the amount that, in these circumstances, would 
maintain a blood-sugar level over 100 mg. per 100 c.cm. 
for half an hour after its administration. The results 
of blood-sugar estimations on a series of patients 
before and at various periods after the giving of 
100 c.cm. of 33 per cent. glucose without any nasal 
feed are shown in table II. It will be seen that 
immediately after the intravenous injection the blood- 
sugar reaches values of approximately 300 mg. per 
100 c.cm., but that within 30 minutes (Patient PG.) 
or 45 minutes (Patient P.) it may fall to hypo- 
glycemic levels associated with symptoms. It is to 
be remembered that these patients were absorbing 
no sugar from the intestinal tract, and it is rare for 
patients to be so shocked that this happens. Table III 
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shows the results of a’ series of blood-sugars taken 


after interruption by combined nasal feed and 100 c.cm. . . 


of 33 per cent. glucose given intravenously at the 
conclusion of a normal coma of similar duration. 
Here, however, there was presumably less inter- 
ference with the absorption from the stomach than 
might be expected when an interruption by intra- 
venous injection is needed ; the lowest blood-sugar 
half an hour after the intravenous injection was 
157 mg. per 100. c.cm. (Patient S.). Table IV shows a 
similar series of blood-sugar estimations from some 
cases in which, after the usual nasal feed, 100 c.cm. 
of 33 per cent. glucose had later been needed and 
given intravenously ; the indications and data of the 
coma for each occasion are also included in the table. 
It will be seen that in all cases the blood-sugar is 
above 150 mg. per 100 c.cm. half an hour later. Thus, 
100 c.cm. of 33 per cent. glucose given intravenously 
is necessary to maintain the blood-sugar above 
hypoglycemic levels for half an hour after the usual 
therapeutic comas when absorption from the stomach 
cannot be relied on. For 'the reasons mentioned 
above, it would therefore seem desirable to make a 
practice of giving this amount as a routine whenever 
interruption by intravenous injection is indicated. 


TABLE [V—NASAL FEED (N.F.) FOLLOWED IN 30-45 MIN. 
BY 100 c.cm. oF 33 PER CENT. GLUCOSE INTRA- 
VENOUSLY (I.V.) : BLOOD-SUGAR VALUES 


, í eee 
: . per c.cm. 
Patient ae Paes Ain es caer et 


an eet Data of 
date in and Near | Imme- Imm hypoglycemia 
1938 LV end |diately diately $ hr. 
cies of |before| after later 
coma I.V. I.V. 
S. 45 min.| 32 | 85 (a) |401 (d) 201| Insulin 60 units. 
(June 23) Sopor. from 2nd hr. 
i Coma from 3rd hr. 
CL. 30 » 87 (a) |398 (d) 241 ee 
(June 23) 
W. is 37 | 37 (0) 1378 (d)| 158 | Insulin 300 units. 
(July 4) Sopor. from 1% hr. 
Coma nor 
4—44 hr. 
G. 20 5 36 |— (b)| — (d)| 172 | Insulin 220 units. 
(June 9) Sopor. : 3rd = 
Coma: "33-4 h Yr. 
’ CI. 30 , — (c) | — (d) 155 Sopor 
(Mar. 30) hr. 10 min. 


Com 
3 hr.-3 FH 35 min. 


(a) Incompletely awake; (b) unresponsive; (c) incompletely 
Pets ne : A) fully awake. i j k 


Sometimes the patients have still only partially 
recovered after the administration of 100 c.cm. of 
33 per cent. glucose, and it might be considered 
desirable to give spch patients more glucose intra- 
venously. Further, with these and other cases, 
it may be desirable to give sufficient glucose intra- 
venously to ensure that the blood-sugar remains 
high for about an hour. For this reason, therefore, 
some comas were also interrupted by intravenous 
injection alone, but a larger amount of glucose was 
administered. The results of a series of blood- 
sugar estimations after interruption by intravenous 
injection of 250 c.cm. of 33 per cent. glucose are 
shown in table V, which includes samples taken 
an hour later, before any carbohydrate had been given 
by mouth. It will be seen that an hour after the 
intravenous administration of 250 c.cm. of 33 per 
cent. glucose the blood-sugar will still be well above 
100 mg. per 100 c.cm., even without the aid of any 
absorption from the stomach. But it will be seen 


TABLE V—INTERRUPTION BY 250 c.om. OF 33 PER OENT. 
GLUCOSE INTRAVENOUSLY, WITHOUT NASAL FEED: 
BLOOD-SUGAR VALUES 


Blood-sugar values (mg. per 100 c.cm.) 


Patient and data 


e- 
of coma (1938) | Before | diately | 1 BOUT | Subse- 
| ruption | inter- | inter- | quently 
p ption ruption 
J. (May 26) 38 650 
G. (May 26) | 31 845 
PG. (May 26) | 32 670 
P. (May 26) ! 34 705 24 
D. (August 22) | 34 430 125 
S. (August 22) | 39 610 228 he 
| 
Db. (Sept. 9) ' 27 690 226 75 min.—97 
Insulin units. | (50 min.) 90 , -50 
Sopor. after 12% hr. symptoms) 
Coma dare ae hr. 105 39° 
for ?hr. Nothing 120 , —36 
by mouth till 24 135 „ -31 
hr. after inter- 
ruption by intra- . 
venous injection 
* Definite symptoms. 


(Patient Db.) that the blood-sugar may begin to 


fall below 100 mg. per 100 c.cm. at 75 minutes and be 
definitely hypoglycemic by 90 minutes, when no 
simultaneous absorption takes place from the stomach. 
Consequently, when it is necessary to maintain the 
blood-sugar above normal for an hour after inter- 
ruption without any reliance on absorption from the 


-stomach, 250 c.cm. of 33 per cent. glucose should be 


given intravenously. We have not given intra- 
venously to any patients larger amounts of glucose 
than 250 c.cm. of a 33 per cent. solution, in view of 
the possible deleterious osmotic effects and because 
it seemed better to give a further injection an hour 
later if required. 

It is reasonable to assume that a full “head ” 
of glucose in the blood-stream would assist the 
recovery of cases of ‘‘irreversible”? coma. But, 
although their non-recovery may depend partly on 
the persistence of tissue glycopenia despite a raised 
blood-sugar, there may be some disadvantage in 
raising the osmotic pressure of the blood to high 
levels. To investigate this problem, other patients, 
at their normal interruption time, were given, simul- 
taneously with a nasal feed, 250 c.cm. of 33 per cent. 
glucose intravenously. Samples of blood were taken 
at the following times: immediately before and after 
the intravenous injection, three-quarters of an hour 
later, and just before the patients’ tea in the afternoon 
(to get values quite independent of hypoglycemia). 
Estimations were then made, on these samples, 
of blood-sugar, red blood-cell count, hæmoglobin 
percentage, total serum protein, and total serum 
chlorides. The results are shown in table VI. It 
will be seen that the blood-sugar rises to levels ranging 
from 400 to 800 mg. per 100 c.cm. A comparison 
of the values of the other constituents estimated 
in the pre-interruption samples with those of the 
afternoon normal samples shows the slight dehydra- 
tion known to occur during hypoglycemia. But the 
samples taken three-quarters of an hour after the 
intravenous injection of glucose show that this 
dehydration has not even been completely corrected. 
Some greater hydremia than this should presumably 
occur if the high blood-sugar were producing much 
osmotic disturbance, Probably, therefore, it may 
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be assumed that little osmotic disturbance follows 
the intravenous administration of this amount of 
glucose to these cases. Hence it was concluded that 
250 c.cm. of 33 per cent. glucose may be administered 
intravenously to terminate hypoglycemia without 
any deleterious consequences arising from osmotic 
disturbances. Moreover, since the blood-sugar will 
then be above normal for at least an hour, and since 
this extra glucose may be beneficial to cases of 
‘‘ irreversible ’? coma, for such a condition it would 
seem to be a desirable routine practice. It may also 
be beneficial when there is much vomiting during 
the recovery period. 


TaBLE VI—INTERRUPTION BY SIMULTANEOUS NASAL FEED 
(600 c.cmM. OF 33 PER CENT. SUGAR) AND INTRAVENOUS 
INJECTION OF 250 c.cM. OF 33 PER CENT. GLUCOSE: 
BLOOD-SUGAR VALUES, AND RED BLOOD-CELL COUNT, 
HÆMOGLOBIN, SERUM PROTEIN PERCENTAGE, AND SERUM 
CHLORIDE PERCENTAGE TO SHOW STATE OF HYDRATION. 
(LAST SAMPLE (3.30 P.M.) TAKEN JUST BEFORE TEA TO 
DETERMINE NORMAL VALUES UNCOMPLICATED BY HYPO- 
GLYCEMIA OR ITS INTERRUPTION.) 


Estimated values of blood constituents 


Imme- 
Patient ` | Before |diately| 49 min 
— inter- after later * | 3.30 P.M. 
ruption | inter- 
- ruption 
D. Blood-sugar* 22 405 285 104 
(July 19, R.B.C.t 4,280,000 4,530,000 | 4,120,000 
1938) Hb. 12-4 12-4 12-8 
Total proteint 6°8 7°05 6-4 
rum chlor 647 641 620 
(as NaCl) ® 
B. Blood-sugar*® 10 440 06 
(July 19, B.C.t 5,190,000 4,470,000 | 4,980,000 
1938) b.t 3 11:3 15:3 
Total proteint{ 7°85 6:1 6:3 
Serum chlor. 616 620 623 
(as NaCl)* 
oe ee, ee, a i ee a ne 
S. Blood-sugar* 31 505 330 111 
(July 19, R.B.C.t 5,140,000 be 4,330,000 | 4,690,000 
1938) Hb.t 15°3 se 12°5 14-6 
Total proteinł 7:5 7: 7°85 
Serum chlor. 632 600 §90 
(as NaCl)* 

B. Blood-sugar®*® 36 690 85 74 
July26, .B.C.t 4,640,000 és 4,820,000 | 4,510,000 
1938) Hb.t 14:5 15-0 13°5 

Total proteint 6:8 71 79 
Serum chlor. 625 600 610 
(as NaCl)* 
Blood-sugar*® 27 5 370 108 
(July26, R.B.C.t 5,000,000 4,340,000 | 4,820,000 
1938) Hb.t 14°3 20:3 18:3 
: Total protein țł 7:6 71 7:1 
Serum chlor. 615 595 580 
(as NaCl)* 


* mg. per 100 c.cm.; tperc.mm.; fg. per 100 c.cm. 


OTHER TREATMENT 


Though their pathology is still rather a problem, 
these cases of “‘irreversible ” coma are benefited by 
other treatment, especially the administration by 
nasal tube of 5 per cent. carbon dioxide in oxygen 
and general treatment for shock, including particularly 
further fluid given intravenously. Apart from these 
considerations, until the patient is awake further 
sugar must also be given, either nasally or intra- 
venously, to prevent recurrence of hypoglycemia. 
As indicated above, this question arises an hour after 
the first intravenous injection. If there is then 
much evidence of shock, a further 250 c.cm. of 33 per 
cent. glucose should then be given, preferably with 
500-1000 c.cm. of saline also. If the patient does 
not seem shocked, the blood-sugar should be estimated 
and a nasal tube passed. The gastric contents should 


be evacuated to ascertain how much of the previous 
feed has been absorbed, and then a further inter- 
ruption feed should be given (600 c.cm. of 33 per 
cent. sugar)! If a large proportion of the previous 
feed was withdrawn or the blood-sugar was low, it 
is wise to give also the intravenous injection of 
glucose and fluid recommended for the shocked 
patient. Subsequently, it is generally adequate to 
give similar nasal feeds at four-hourly intervals 
throughout the daytime, until the patient can drink. 
The gastric contents should be withdrawn before 
each feed, and if this indicates poor absorption or 
if the patient becomes shocked, glucose and fluid 
should be given intravenously in amounts similar 
to the previous injection. By the end of the first 
day most of the injected insulin will have been 
absorbed and the danger of recurrence of hypo- 
glycemia will be slight. 


SUMMARY AND CONCLUSIONS 


(1) For the interruption of therapeutic hypoglyczmic 
coma the most satisfactory nasal feed is probably 
600 c.cm. of 33 per cent. sugared tea. Comparative 
studies on six patients were made of the recovery 
period after nasal feeds of 600 c.cm. of 33 per cent. 
sugar, 600 c.cm. of 15 per cent. sugar, and 300 c.em. 
of 33 per cent. sugar. The last was slightly less 
effective; and, since the first two were apparently 
equally effective, it would seem better to give 600 c.cm. 
of 33 per cent. sugar, which contains the larger amount 
of sugar. 

(2) For the interruption of therapeutic hypo- 
glycæmic coma by intravenous injection, 100 c.cm. of 
33 per cent. glucose is necessary to ensure a normal 
blood-sugar for a further half-hour, independent of 
absorption from the stomach. It is suggested, 
therefore, that this amount should be given as a 
routine whenever interruption by intravenous injection 
is indicated. 

(3) To ensure a normal blood-sugar level for an 
hour after interruption of therapeutic hypoglycemic 
coma by intravenous injection when absorption 
from the stomach cannot be relied on, 250 c.cm. of 
33 per cent. glucose should be given intravenously. 

(4) There is no evidence that 250 c.cm. of 33 per 
cent. glucose given intravenously produces significant 
hydremia when given to interrupt therapeutic 
hypoglycemic coma. Estimations were made of 
the red blood-cell count, hemoglobin percentage, 
total serum protein, and total serum chloride three- 
quarters or an hour after this injection given simul- 
taneously with the nasal feed and compared with 
normal values from the afternoon samples and those 
of samples before interruption from the same five 
patients, . 

(5) It is recommended that for cases of “ irre- 
versible ” coma or with persistent vomiting during 
recovery an immediate intravenous injection of 
250 c.cm. of 33 per cent. glucose should be given. 
Recommendations are also made concerning the 
subsequent administration of sugar to cases of 
“ irreversible ” coma. _ 

In conclusion we wish to thank Prof. E. Mapother 
and Prof. F. L. Golla for permission to publish these 
results, 
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LITTLE has been published about the composition 
of the gastric secretion during hypochloremia in 
man. Rosemann (quoted by Soley, Lagen, and 
Lockhart 1938), in 1911, placed one dog on a chloride- 
free diet and found that the free hydrochloric 
acid in the gastric juice gradually diminished to 
zero. This observation has not been confirmed by 
subsequent workers. 

Dragstedt and Ellis (1930), working on dogs with 
pouches of the entire stomach, reduced the chloride 
concentration of the plasma by allowing all the 
gastric juice to drain away and found that with 
plasma levels lower than one-third of normal the 
concentration of hydrochloric acid was little reduced. 

McCance (1938) studied the effect of experimentally 
produced salt deficiency on the volume and composi- 
tion of certain body-fluids in normal persons and 
found that there was a variable reduction or little 
change in the hydrochloric acid or total chloride 
content of the gastric juice. (He did not publish 
figures for simultaneous determinations of the plasma 
chloride and gastric acidity in this work.) Soley, 
Lagen, and Lockhart (1938) have used McCance’s 
method to produce experimental chloride deficiency. 
They examined three healthy men over a period of 
a week on a salt-deficient diet, an increased output 
of salt being obtained by frequent periods of sweating. 
They found that no significant alteration of the free 
acidity or total hydrochloric acid of the gastric 
juice occurred under these conditions. The degree of 
salt deficiency attained was not high, the lowest 
figures for plasma chlorides in each case being 
500 mg., 554 mg., and 536 mg. per 100 c.cm. 

There are few references in the literature to the 
, nature of the gastric secretions in human beings when 
the level of the plasma chloride is 86 mM. (500 mg. 
per 100 c.cm.) or less. This is probably because such 
reduction of the plasma chloride is difficult to attain 
in a normal person by the most rigorous experimental 
means, including deprivation of salt, sweating, and 
removal of gastric contents. Lower values, however, 
are often found in pathological states, particularly 
in patients suffering from pyloric stenosis accompanied 
by vomiting. During a study of a series of such 
cases in Aberdeen Royal Infirmary we had an 
opportunity to investigate the character of the 
gastric secretions when the plasma chloride had 
fallen to levels as low as 60 mM. (350 mg. per 100 c.cm.). 
The present paper contains data collected from four 
such cases. 

CASE-RECORDS 


CASE 1.—A man, aged 29, was admitted to hospital 
complaining of epigastric pain of duodenal type, 
which had been present intermittently for six years, 
He had vomited frequently during the twelve days 
before admission. He was drowsy but answered 
questions reasonably well. He was anemic (hemo- 
globin 75 per cent.) and very dehydrated. The 
stomach was dilated and contained 13 pints of food 
residue and gastric juice. The benzidine reaction 
in the feeces was positive. Biochemical investigation 
showed him to be in a state of alkalosis and hypo- 
chloremia. He did not respond well to medical 
treatment, and at operation severe pyloric stenosis 
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was found. Gastro-enterostomy was performed, and 
he made a rapid recovery. 


CASE 2.—A man, aged 47, had experienced 
attacks of epigastric pain for eight years and had 
vomited occasionally for one year and daily for 
fourteen days before admission. He was found to 
have dehydration, alkalosis, and hypochloremia, 
with a dilated stomach. He did not respond well 
to intravenous infusion of saline and to gastric lavage, 
and laparotomy was undertaken. Pyloric stenosis 
due to peptic ulcer was found and gastro-enterostomy 
performed, followed by a rapid recovery. 


CASE 3.—A woman, aged 45, had complained 
of epigastric pain for two years, coming on one hour 
after food. Pain was relieved by food and alkaline 
powders. She had vomited occasionally for three 
months and daily for six days before admission. 
She had been losing weight for six months and was 
severely dehydrated and in a condition of alkalosis 
and hypochloremia. A small fixed mass was palpable 
in the epigastrium to the left of the middle line and 
tender on pressure. The gastric contents gave a 
positive benzidine reaction, although altered blood 
was not seen on naked-eye examination. Radio- 
graphy revealed a large ulcer on the middle of the 
lesser curvature. After several days’ treatment 
by gastric lavage and feeding on an intermediate 
Hurst diet, without alkalis, she began to improve, 
and the ulcer healed slowly. 


CasE 4.—A man, aged 47, had suffered for five 
years from epigastric pain due to duodenal ulcer. 
Two months before admission a radiological diagnosis 
of duodenal ulcer had been made. He had taken light 
diet and alkaline powders for three years but had 
shown little improvement and had been vomiting 
intermittently for two months before admission. 
When first seen he was drowsy and very dehydrated. 
Biochemical investigation showed him to be ‘in a state 
of alkalosis and hypochloremia. He was given 


TABLE J-—-BIOCHEMICAL FINDINGS ON ADMISSION IN 
PATIENTS WITH PEPTIC ULCER AND HYPOCHLORAMIA 


Plasma chloride COs 


Case combining ee 
nrs mM. power 
- 4 350 60 124 150 
2 468 80 96 76 
3 365 64 138 106 
4 350 60 110 94 
580 100 56 | 30 


Normal values | 


*mg. per 100 c.cm. 


intravenous infusions of a 2 per cent. solution of 
saline and was treated by gastric lavage and put on 
an intermediate Hurst diet without alkalis. Improve- 
ment was rapid, and he was discharged free of- 
symptoms six weeks after admission. 


The biochemical findings in these cases on the 
day of admission are shown in table I. 


METHOD OF INVESTIGATION 


Each patient was investigated in the same manner. 
As soon as the hypochloremia had been confirmed 
by plasma chloride estimation, the stomach was 
washed out with water and a fractional test-meal 
carried out for 2 hours. The Ryle’s tube was left 
in position for the next 24 hours, and the patients 
were given a diet consisting of 5 oz. of milk every 
hour from 7 A.M. to 10 p.m. Samples of the gastric 
contents were removed hourly, those taken during 
the day being withdrawn just before the feeds of 
milk were given. Each specimen was titrated 
against N/10 sodium hydroxide for free and combined 
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acidity with Topfer’s reagent and phenolphthalein 
as indicators, and the total chlorides were estimated 
by Van Slyke and Sendroy’s method. Oxalated 
blood was collected under paraffin, three samples 
being taken during the 24 hours, and the plasma 
chlorides were estimated by the same method. The 
average value of the three plasma-chloride readings 
and of the twenty-four estimations of free acidity 
and total gastric chloride was calculated for each 
24-hour period. Similar investigations over 24 hours 
were carried out on several days during the patient’s 
recovery, and the average figures are given in table II. 

The chloride content of 2000 c.cm. of milk, the 
amount given in 24 hours to these patients, was only 
2-12 g. Falconer and Lyall (1937) have estimated 
the basal salt requirement in health to be approxi- 
mately 1-2 g., compared with the normal intake of 


TABLE JI—AVERAGE VALUES OF CONTINUOUS 24-HOURLY 
DETERMINATIONS OF TOTAL GASTRIC CHLORIDES AND HCL 
AT VARIOUS LEVELS OF THE PLASMA CHLORIDE DURING 
RECOVERY FROM HYPOCHLOREMIA 


Plasma chloride 


Gastric Urinary 
Case | Day chloride aa chloride 
a p 
mg.* mM. mg. mg. 
1 lst 350 60 628 26 10 
3rd 496 85 667 30 10 
10th 525 90 610 26 214 
llth (zastro-enterostomy) 
14th 526 90 635 28 310 
17th 570 98 680 34 298 
2 Ist 468 80 678 36 10 
7th 525 90 705 49 10 
9th (zastro-enterostomy ) 
15th 578 99 715 43 204 
3 lst 365 63 437 9 10 
3rd 45? 77 450 6 20 
5th 594 101 500 8 320 
ith 584 100 568 16 210 
4 lst 350 60 415 21 10 
3rd 448 77 502 29 20 
6th | * 555 95 447 25 246 


| 


* mg. per 100 c.cm. 


6—12 g. daily, and it was thought that on this low- 
salt intake the plasma-chloride value would not be 
materiallv increased during the 24-hour test period ; 
this was found to be the case. Each 5 oz. of milk was 
estimated to contain 159 mg. chloride (as NaCl). 
This would make little difference to the chloride 
concentration of each sample of gastric juice removed. 
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Fie, 2—Chart of continuous 24-hour estimations of gastric acidity and total 
gastric chlorides in severe alkalosis and hypochlorsemia (Case 1). 


RESULTS 


It has not been found that severe hypochloremia 
causes any alteration in the acidity or chloride 
concentration of the gastric content. Fig. 1 shows 
the chart of the fractional test-meal carried out on 
Case 1, when the chloride concentration of his plasma 
was 60 mM. (350 mg. per 100 c.cm.). Fig. 2 shows 
the free and combined acidity and total chloride 
in the same case for 24 hours immediately following 
the fractional test-meal, when pronounced hypo- 
chloremia was present. The decreased concentra- 
tion of free hydrochloric acid in the latter curve is 


TABLE [ITI—cCOMPARISON OF PLASMA CHLORIDE AND C.S.F, 
CHLORIDE DURING RECOVERY FROM HYPOCHLOREMIA 


Plasma chloride C.S.F. 
Case Day chloride 

mg.” | mM. mg.* 

1 Ist 350 60 570 
4th 553 95 762 

10th 525 90 — 

17th 570 98 800 

3 Ist 365 63 642 
3rd 452 77 704 

5th 594 101 799 

7th 584 100 788 

4 lst 350 60 612 
3rd 448 | 77 668 

6th 745 


* mg. per 100 c.cm. 


due to adsorption by ingested milk. The total 
acidity and total chloride remained the same. Table II 
shows that the free acidity and total chloride con- 
centration of the gastric juice varied little during 
the period of recovery from hypochloremia in the 
four cases studied. 

The opportunity was taken to compare the chloride 
content of the cerebrospinal fluid (C.S.F.) with that 
of the plasma in these cases. The results are shown 
in table III. The normal chloride content of the 
C.S.F. is 730 mg. per 100 c.cm. The table shows 
that hypochloremia is accompanied by pronounced 
reduction of chloride in the C.S.F. McCance (1938) 
showed a reduction in the chlorides of the C.S.F. 
in the degrees of hypochloremia produced by experi- 
mental methods. This finding might sometimes be 
of assistance in the differential diagnosis between 
alkalosis and ursemia. 
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DISCUSSION 


It has been shown by Soley, Lagen, and Lockhart 
(1938) that such diminution of the plasma chloride 
as could be obtained experimentally in human beings 
by salt restriction and sweating produced no pro- 
portional change in the gastric secretion of sodium 
chloride and hydrochloric acid. The figures obtained 
in the present investigation demonstrate that during 
periods of marked hypochloræmia the gastric mucosa 
can still secrete sodium chloride and hydrochloric 
acid to normal concentrations or even to levels higher 
than normal. This observation suggests an increased 
secretory activity of the gastric glands in concentrat- 
ing chloride from a circulating medium much reduced 
in chloride content. As suggested by the work of 
Apperly and Crabtree (1931) and Browne and Vineberg 
(1932), factors other than the sodium-chloride content 
of the blood plasma play some part in the regulation 
of gastric secretion. Apperly and Crabtree demon- 
strated in mild experimental alkalosis in man that 
the total chloride and hydrochloric acid of the gastric 
contents varied directly with the increase in the 
plasma CO, Although the increase in plasma 
CO, in our clinical cases may have influenced the 
nature of the gastric secretion, we find difficulty in 
correlating our findings with those of Apperly and 
Crabtree, since these workers were not at the same 
time dealing with hypochlorsmia or sodium deficiency. 
They gave ammonium chloride by mouth in one 
experiment and sodium acetate in another. McCance, 
on the other hand, under conditions which resulted 
in blood-sodium deficiency, could not demonstrate 
any major alteration in gastric secretion in man. 
We did not estimate blood sodium in our cases, but 
presumably some degree of sodium deficiency existed, 
since sodium chloride was lost in quantities up to 
0-4 per cent. in the gastric secretion, as well as 
hydrochloric acid. 

Our figures were obtained from patients suffering 
from peptic ulcer in whom hypochloremia had been 
induced by vomiting. Whether the same phenomena 
could be demonstrated in a normal person is at present 
in doubt, since so far it has proved impossible to 
produce such extreme reduction in the plasma 
chloride experimentally. Besides the deprivation of 
chlorides and the increased output of salt by sweat- 
ing, we have recently attempted to reduce the plasma- 
chloride level by continuous withdrawal of gastric 
contents, Mellinghoff and Heuschert (1934), using 
this method of continuous gastric aspiration, demon- 
strated a consequent reduction in blood volume in 
a. series of five cases of gastric ulcer. Katsch and 
Mellinghoff (1933) aspirated an average of three litres 
of gastric contents over a period of three days in 
twenty cases of peptic ulcer. They removed quantities 
up to 33 g. NaCl and produced an average fall in the 
whole blood chloride of 51 mg. per 100 ccm, The 
gastric secretion showed a 20 per cent. reduction in 
volume on the third day without significant change 
in the chloride concentration. We have found it 
possible to remove up to 30 g. of chloride daily by this 
means, In one patient, suffering from pyloric 
obstruction, true alkalosis has been produced. This 
was not accompanied by any appreciable change in 
gastric hydrochloric acid or total chlorides, even 
when the plasma chloride had fallen to 62 mM. 
(360 mg. per 100 c.cm.). 

If the gastric secretory response to experimental 
hypochloremia in a normal person differed from that 
shown in patients with peptic ulcer, it might be 
possible that an abnormal degree of secretory activity 
characterises the gastric mucosa of patients with 
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peptic ulcer, even more fundamental than is suggested 
by the hyperacidity which usually accompanies this 
disease. Against this point of view are the findings 
of Dragstedt and Ellis (1930), who showed that 
normal secretory activity existed in the stomachs 
of otherwise healthy dogs in severe hypochloremia 
due to the withdrawal of the entire gastric contents 
over several days. All the information available 
suggests that the gastric mucosa functions irre- 
spectively of the economy of the body-fluids for 
chlorides. Reabsorption at lower levels-in the 
alimentary tract normally compensates for this loss 
of chloride from the tissues. When reabsorption 
fails for any reason, secretion of sodium chloride and 
hydrochloric acid by the stomach continues, although 
chloride secretion by other routes, including the skin, 
choroid plexus, and kidney, is diminished or ceases 
completely. Obviously no degree of therapeutic 
reduction of plasma chloride can be of any avail in 
modifying gastric secretion. 


SUMMARY 


(1) Observations on the nature of the gastric 
secretions were made on four patients suffering from 
peptic ulcer and hypochloremia, (2) During intense 
hypochloremia the gastric secretion of sodium 
chloride and hydrochloric acid was unaltered. (3) 
The implications are discussed, and it is concluded 
that the gastric secretions cannot be modified by 
therapeutic reduction of plasma chloride. 


We wish to express our thanks to Prof. L. S. P. 
Davidson and Prof, J. R. Learmonth for access to the 
patients investigated and for helpful criticism and 
advice. We also wish to thank Mr, J. M. Ellice for 
technical assistance, Mr. P. W. Walshe for assistance 
with graphs and preparation of the manuscript, and 
Sister Clark and the nursing staff of Ward 1, Aberdeen 
Royal Infirmary, for careful management of the 
cases studied. 
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A SURGICAL PROCEDURE FOR 
ULCERATIVE COLITIS 


By Hon. J. F. Gama, M.B. N.U.I., D.P.H. 


SURGEON TO THE ROYAL HOBART HOSPITAL AND MINISTER 
FOR HEALTH, TASMANIA 


THe clinical course of ulcerative colitis certainly 
varies in different parts of the world, and in Tasmania 
it would seem to be more severe than elsewhere. 
During the last 16 years I have not heard of a successful 
result following any form of medical treatment in a 
well-established case in thig country. Most cases, 
particularly in young women, have succumbed within 
four years. In consequence, we were forced to consider 
surgery. Ileosigmoidostomy had fallen into disrepute, 
yet it appeared to be the ideal operation to achieve 
our object of putting the affected bowel at rest, but 
if we were to be successful we had in addition to 
introduce some means of preventing reverse peristalsis. 


In the last eight years we have adopted the following 
technique by which the affected bowel is rested in 
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sections. An isoperistaltic ileosigmoidostomy is done 
very low down in the sigmoid, the opening admitting 
two fingers. Heavy silkworm-gut ligatures are tied 
round the ileum (a and b in figure), close to the 
anastomosis on its distal side, and round the sigmoid 
on the proximal side‘of the anastomosis. These must 
be tied just tight enough to occlude the lumen. 
There is no danger of them cutting through. The 
first ligature prevents fecal matter entering the 
cecum; the second prevents reverse peristalsis 

ing matter into the{colon. The obstructed area 
between these two silkworm bands is dealt with by a 
colostomy (temporary type) in the descending colon. 
All the affected bowel, except the sigmoid and rectum, 
can no longer be 
irritated, and is 
put at complete 
erest. The colos- 
tomy allows 
drainage from 
the affected and 
excluded area. 


TRANSVERSE COLON 


COLOSTOMY This drainage 
gradually dimin- 
ishes. After a 


suitable interval, 

assessed by clini- 

cal improvement 

(probably at least 

one year), a 
In second laparo- 
tomy is done to 
remove the silk- 
worm bands, 
digitally dilate 
the bowel, and 
put the rectum at 
rest by passing a silkworm band round the sigmoid 
distal to the anastomoses, the previously rested 
portion acting entirely through the colostomy. After 
another interval a third laparotomy is done in which 
this silkworm band is removed, the sigmoid dilated, 
and the temporary colostomy closed and returned to 
the abdomen. 

The ileosigmoidostomy is not easy, owing to the 
necessity of making an anastomosis in an inflamed 
sigmoid, and stitching has to be done carefully. The 
second and third operations, on the other hand, are 
simple and short. Provided heavy silkworm-gut is 
used and tied only tight enough to occlude the lumen, 
it will not damage the bowel. I have removed a 
similar ligature from the pylorus which had been 
applied when a gastro-enterostomy was done for 
peptic ulcer fifteen years before. 

Objections might be raised to leaving a patient 
with a colostomy for so long a period. Our experience 
is that drainage from the excluded area becomes less 
and less as the ulceration heals, In any event, the 
alternative of a permanent ileostomy has the same 
objection, plus the possibility of that most dis- 
tressing condition excoriation of the abdominal wall. 
Continuity of the bowel can be retained and restored 
by this method of ileosigmoidostomy as soon as the 
inflammatory condition has subsided. 

We have so far carried out this procedure in 18 
cases. All are alive and able to do light work. There 
have been a few instances of mild recurrence, but 
these have easily been dealt with by medical 
means. The following are two typical cases from the 
series, 

CasE 1.—An unmarried woman of 20 firstseenin July, 
1929. Gave a three years’ history of blood and mucus 
in stools and pain along course of colon. Profound 
anæmia and emaciation ; 10-12 motions with blood 
and mucus daily. All medical treatment failed. At 
laparotomy all colon found to be involved, mesentery 
studded with glands, bowel thickened. JIJleosigmoid- 
ostomy done as described. Pad required to gather dark 
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Scheme of ileo-sigmoidostomy. 
the first operation the bowel is 
ligated ata and b. Inthe second 
these ligatures are removed and a 
ligature is applied at c. 
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catarrhal seepage from colostomy. No pain. Gained 
42 lb. in weight. Laparotomy 18 months later to 
remove ligatures. Now eight years since first opera- 
tion. Can do light work. Occasional short recurrence 
of blood in stools, which responds to medical 
treatment. : ) 

CasE 2.—A man of 52. First seen in March, 1938. 
Gave four months’ history of 12-14 motions daily 
with blood and mucus; extreme loss of weight; 
emaciation and anæmia. Medical treatment, including 
serum therapy, failed. Condition rapidly becoming 
serious. l[leosigmoidostomy done as described. All 
colon, and last 2 ft. of ileum, involved. Heavy 
discharge from colostomy, which rapidly lessened. 
Now two motions daily ; no blood or mucus. Increase 
in weight 20 lb. Can do light work. 


SUMMARY 

The results of the medical treatment of ulcerative 
colitis in Tasmania are uniformly bad. A surgical 
technique has therefore been introduced by which 
the affected bowel is rested in two sections. 

In a first operation an ileosigmoidostomy and 
colostomy are carried out and the ileum and sigmoid 
ligated. The ligatures are removed at a second 
operation and the rectum is then shut off by a ligature 
on the sigmoid below the anastomosis. In a third 
operation this ligature is removed and the colostomy 
closed. 

In eight years 18 cases have been operated on and 
all are now able to do light or full work. 


MINERS’ DYSPNQA 
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THE present investigation has been confined to 
coal-miners whose respiratory disability is such that 
they have had to give up their occupation. Thirty-six 
of these men have been examined. Beds were made 
available for this work by the courtesy of the Welsh 
National Memorial Association, and each patient was 
under observation for at least six days. In addition 
to routine clinical examination, including radiological 
and hæmatological examination, the patients were 
investigated in the following ways with a view to 
correlating the clinical findings with the results of 
quantitative measurement of any variations in their 
respiratory mechanism. 

Each man was observed carefully while he 
performed a measured piece of work on a bicycle 
ergometer. This observation, together with measure- 
ment of the minute volume of his expired air at rest 
and during and after the exercise, afforded a means 
of determining the degree of dyspnea. 

The lung volume and its subdivisions—comple- 
mental air, supplemental air, and functional residual 
(supplemental plus residual) air—were measured with 
a Knipping spirometer, the functional residual being 
obtained by a modification of the method of Christie 
(1932). These measurements were made with a view to 
using the finding by Hurtado et al. (1934) and Kaltreider, 
Fray, and Hyde (1938) that, in emphysema at least, 
the vital capacity and complemental air are dimin- 
ished, whereas the residual air and functional residual 
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air are increased, and that the respiratory incapacity 
can be assessed from the formula 


residual air x 100 
total lung volume 


We found, however, that the vital capacity alone, 
stated in cubic centimetres per square metre of body 
surface, could be closely correlated with the degree 
of dyspnea, and we decided to use this simpler 
measurement, ' 

To determine whether the change in respiration in 
the dyspna@ic patients was reflected in the acid-base 
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Vital Capacity ccm per sg metlre Body Surface 


Diagram showing distribution of vital capacities in 
three groups of 36 coal-miners with incapacitating 
dyspnea. For explanation of groups see text. 


balance of the body, the titratable acidity and pH of 
the urine were determined after a standard meal at 
rest and after exercise. 


FINDINGS 


By radiography the patients were readily classified 
into three groups: group 1, those showing the 
“ cricket-ball ” type of picture described by Cummins 
(1986) and named type 4 in his classification ; 
group 2, those showing pronounced lesions (mottling 
and reticulation) and included by Cummins in his 
types 1 and 2; and group 3, those showing no radio- 
graphic evidence of gross lesion but nevertheless, 
like the others, suffering from an incapacitating 
dyspnea. Of the 36 patients examined 10 belonged 
to group 1, 15 to group 2, and 11 to group 3. 

An examination of their vital capacities reveals 
that group 1 had capacities ranging from 1758 c.cm. 
to 850 c.cm., with an average of 1263 c.cm. per 
square metre of body surface; group 2 from 1599 
c.cm, to 595 c.cm., with an average of 1051 c.cm.; 
and group 3 2694 c.cm. to 1013 c.cm., with an 
average of 1667 c.cm. The distribution of these figures 
is shown in the accompanying figure. In group 2, 
associated with diminished vital capacity, were the 
more dyspneic and severely incapacitated patients, 


GROUP 1 


Average age 49, ranging from 42 to 62, 
Average time spent underground 30 years, ranging 
from 10 to 50. 
Average duration of dyspnea 3 years, ranging from 
1 to 6. 
GROUP 2 


Average age 50, ranging from 37 to 56. 

Average time spent underground 30 years, ranging 
from 15 to 36. 

Average duration of dyspnea 4. years, ranging from 
1 to 10. 

GROUP 3 

Average age 42, ranging from 20 to 56. 

Average time spent underground 26 years, ranging 
from 4 to 38. 

Average duration of dyspnea 2 years, ranging from 
3 months to 8 years. 


With regard to titratable acidity of urine, the 


‘more dyspnoic patients gave lower figures than did 


the less dyspneic, suggesting that the dyspnea is 
probably accompanied by a change in acid-base 
equilibrium ; but the figures are few and vary widely 
in each group. Without a much fuller investigation of 
the acid-base balance it would be valueless to speculate 
about the nature of the mechanism of this probable 
change. 

Of the 10 patients in group 1 5 were receiving 
financial compensation, whereas of the 15 of 
group 2 only 1 was receiving compensation, 

CONCLUSION ' 

The respiratory damage among miners in_ the 
South Wales coal-field often causes complete incapacity 
for active work, In these severe cases the radiograms 
vary considerably. The “mottled” type is the 
commonest. The “ cricket-ball’’? type is not only 
less common but also less often associated with the 
most severe dyspnea, In about a third of all patients 
examined there is no definite indication of a ‘‘ dust ” 
lesion in the radiogram, and yet even some of these 
patients are very dyspneic. 

The degree of dyspnwa can be closely correlated 
with the vital capacity per unit area of body surface. 
The average vital capacity for the group showing 
“ mottling ” was 1051 c.cm. per square metre of body 
surface, and for the groups showing “ cricket-ball”’ 
lesions and no definite ‘‘dust”’ lesions the figures 
were 1263 c.cm. and 1667 c.cm. respectively. We 
believe that the vital capacity per unit of body surface 
gives, in these instances, a more reliable estimate of 
the degree of respiratory incapacity than do the 
radiograms. 

Further details will be furnished later, but we con- 
sider this conclusion to merit immediate publication. 


SUMMARY 


(1) A clinical investigation was made of 36 coal- 
miners with an incapacitating dyspnea. (2) These 
patients were radiographically classified: 10 in 
group 1 (“ cricket-ball ” type), 15 in group 2 (mottling 
and reticulation), and 11 in group 3 (no radiographical 
evidence of gross lesion). (3) Group 1 had an average 
vital capacity of 1263 c.cm., group 2 1051 c.cm., 
and group 3 1667 c.cm., per square metre of body 
surface, the more dyspneic and severely incapacitated 
patients thus being in group 2. (4) The degree of 
dyspnwa can be closely correlated with the vital 
capacity per square metre of body surface, which 
is thus a more reliable guide than the radiogram to 
the respiratory incapacity. 


We are indebted to Prof. S. L. Cummins for 
inaugurating and providing facilities for this research 
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= to Dr. H. A. Ross and Mrs. H. Meyer for invaluable 
help. 


Part of the expenses was defrayed by a grant from 
the Medical Research Council, whom we thank, 
One of us (J. N. P.) held the Cecil Prosser research 
scholarship during the period of the investigation, 
and we make full acknowledgment to the University 


of Wales for this assistance, without which the work 
wong have been impossible. 
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CLINICAL AND LABORATORY NOTES 


NIGHT-BLINDNESS TREATED WITH 
VITAMIN A 


By CHARLES VAILLANT, B.M. Oxfd, M.R.C.P. 


MEDICAL REGISTRAR AT THE ROYAL SOUTHERN HOSPITAL, 
LIVERPOOL; AND 


LEON GIs, M.B. Witwatersrand, 
M.Ch.Orth. Lpool 


OLINIOCAL ASSISTANT, EYE, EAR, AND THROAT INFIRMARY, 
LIVERPOOL 


RECENT studies have shown that a high proportion 
of the children in the poorer-class districts suffer 
from night-blindness. There are also good grounds 
for believing that impaired adaptation is sometimes 
responsible for motor accidents at night. Persons 
with night-blindness see normally in the day-time 
but in the dark are at a serious disadvantage should 
they look at a bright light, since for a period after- 
wards they are unable to see at all, and this may 
lead to injuries to themselves or others. In a moderate 
case the eye responds to sudden changes from light 
to darkness in a period of rather more than thirty 
seconds, but in a severe case the vision in the dark 
is never adequate. 

To measure the deficiency some mechanical device 
is required, and through the courtesy of the firm of 
Unilever Ltd. we were able to test our patient with 
their Biophotometer. Briefly, the principle is as 
follows: the patient looks into a light-proof eye- 
piece, and the eyes are exposed to a lamp of standard 
illumination for a given period. This causes bleaching 


of the retinal purple. Next, the light is switched off , 


and in its place there appears a quincunx of five 
illuminated spots arranged so that there are two 
bright lights on one side, two dim ones on the other, 
and the fifth, which is of intermediate intensity, 
in the centre. At first the quincunx is not seen by 
the patient owing to the bleaching, but gradually the 
lights appear. The time taken by the patient to see 
the central intermediate light is taken as a measure 
of adaptation. Next, the procedure is reversed. In 
the first test the lights were of fixed intensity, but 
now they are gradually dimmed until the patient 
indicates that the central spot has just disappeared. 
The time taken from the appearance of the quincunx 
to the disappearance of the central spot is also taken 
as the measure of the adaptation-rate. The more 
severe the night-blindness, the longer is the time taken. 

It may be argued that there must be a large error 
in a test like this, owing to the difficulty in deciding 
precisely when the lights appear or disappear, and 
that this error is more pronounced the oftener the 
test is repeated, because the patient unconsciously 
anticipates the end-point. In practice this does not 
appear to be the case, provided there is reasonable 
coöperation by the patient. 


CASE-RECORD 


The patient, Miss A aged 20, was seen at the 
oto-neurological clinic of the Liverpool Eye, Ear, and 


Throat Infirmary. She complained of inability to 
see at night-time, of such a degree that someone 
had to escort her home from her place of business 
each evening; she also complained that her eyes 
ached when exposed to bright light. 

The physical examination was negative except for 
the presence of peripheral disseminated choroido- 
retinitis (which had already been noted by Dr. T. L. 
de Courcy, who referred her to the clinic). Further, 
a low percentage of free hydrochloric acid was found 
in the fractional test-meal. Otherwise no abnormality 
was found. The degree of night-blindness was 
measured biophotometrically on the lines described 
above, and it was found that the time taken for the 
central spot to disappear was 85 seconds, which was 
considerably longer than the average time (31 sec.) 
found in the worst of the four groups in Gridgeman 
and Wilkinson’s series + of 102 healthy persons with 
apparently normal vision. 

Vitamin A in the form of Essogen was administered. 
The inital dose was 10,000 international units (four 
capsules) daily by mouth. After two weeks of this 
treatment a second test was made (May 20; see 
table). The Adaptavton rate had improved to 60 sec. 


BIOPHOTOMETER READINGS IN NIGHT-BLINDNESS 
TREATED WITH VITAMIN A 


Pre-bleach readings 


Post-bleach 
e time value 
Reading 0 min 5min. | 2 seconds 
| .c. Mf.c. 
May 6 | Forward 0:148 0:022 
Reverse 0:260 0-038 
Average 0:204 0-030 85 
» 20 Forward 0-069 0:002 
Reverse 0:216 0-002 
Average 0:143 0:002 60 
June 3 Forward 0:069 — 
Reverse 0:022 —* 
Average 0:045 — 22 
ree by j Forward 0:008 0:002 
Reverse 0-069 0:002 
Average 0:038 0:002 20 


* This reading is 8 opon because of the flickering of the light. 
Mf.c. = millifoot-candles. 


without, however, any improvement in symptoms. 
During the next two weeks the dosage was increased 
to 15,000 units daily. The adaptation-rate was now 
(June 3) found to have shortened still further to 
22 sec., which is a normal reading. The patient found 
that she could see very well at night. Whereas 
previously she had been unable to see such objects 
as stars or aeroplane lights, she now found these 
visible to her. The pain in the eyes still persisted in 
bright light, and the improvement was not complete, 
since she found that on going out of doors from a 
brightly lighted room there was a brief period before 
she could recognise objects satisfactorily. Previously; 
the adaptation had been prolonged indefinitely so 
that she had been unable to see at all. 

Dr. de Courcy re-examined her eyes and found no 
change in the fundi. It is hardly to be expected that 


1 Gridgeman, N. T., and Wilkinson, H., Lancet, 1938, 1, 905. 
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any changes could occur in tissues that had degen- 
erated over a period of at least three years, but the 
attempt had been made to improve the night vision, 
and this we feel we accomplished. Finally, an 
exhaustive practical test was carried out in a dark 
room, and we were confident that she was able to see 
as well and as quickly as ourselves. For the past 
two and a half months the patient has continued to 
take 5000 units daily. She feels very well, does not 
notice any preliminary delay in adaptation, and has 
complete confidence in her own ability to go about 
unaided. 
COMMENTS | 

After the first fortnight of treatment, when the 
reading had improved to 60 sec., the patient was 
still as night blind as ever, and we were doubtful 
of the value of the biophotometer. It is significant, 
however, that when the night vision improved there 
was a marked jump in the biophotometer readings. 

The early delay in responding is also interesting. 
After the first fortnight of treatment the patient 
felt no different from usual as regards either the 
vision or her general health. On the other hand, 
she was quite definite that she felt very much better 
in both respects after the second fortnight, during 
which time she had increased the daily intake of 
vitamin by 50 per cent. 

The patient ate well, and the quality of the food 
was good. There were other members of the family 
who did not complain of difficulty in seeing; hence 
it seems that the fault lay in the patient rather than 
in the diet. 

We wish to thank Dr. de Courcy for permission 
to report: this case and for his observations on the 
eyes, Dr. William Johnson and Mr. P. W. Leatheart 
of the oto-neurological clinic for their kind interest, 
and Unilever Ltd. for enabling us to carry out the tests. 


GAS GANGRENE 
By Berry WALKER, M.B. Lond. 


HOUSE SURGEON, ELIZABETH GARRETT ANDERSON HOSPITAL, 
LONDON 


In the following case gas gangrene responded to 


an unorthodox form of treatment. 

A woman of 74 was admitted to the Elizabeth 
Garrett Anderson Hospital for carcinoma of the right 
breast. The breast and axillary glands were removed, 
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radical amputation being considered inadvisable. On 
the night of operation the patient became hallucinated, 
restless, and excitable, and tore off her dressings. 
Five days later the edges of the wound were inflamed 
and tender and there was a slight blood-stained 
serous discharge. Cultures were taken. Next day 
the temperature rose to 102° F. and the pulse-rate 
to 84, and the patient felt less well. The skin on 
either side of the wound, within a radius of 6 in. 
and as far down as the summit of the crest of the ilium, 
was cedematous and discoloured, and subcutaneous 
crepitations were elicited. The cultures had meanwhile 
produced a heavy growth of Bacillus welchii. 

An intradermal test with 0°1 c.cm. of a 1 in 10 
dilution of anti-gas-gangrene serum was carried out, 
and the reaction was markedly positive, but in view 
of the patient’s general condition it was decided not 
to desensitise her. Similarly, opening of the wound 
and irrigation was not attempted. Instead the breast 
was treated with glyeerin and ichthyol compresses four- 
hourly, and Omnadin (Bayer), a compound vaccine 
prepared from non-pathogenic bacteria and containing 
bile lipids and neutral fats, was injected in doses of 
2 c.cm. daily for three days to stimulate resistance to 
infection. Radiostoleum, 4 capsules t.d.s., and ferrous 
sulphate, 3 grains t.d.s., were also prescribed. 

The skin on either side of the middle third of the 
wound gradually sloughed and by the fifth day of 
infection there was a necrotic area, 4X2 in., with two 
short sinuses anteriorly and a longer one leading 
from the axilla. All necrotic tissue was removed 
and the floor of the ulcer and the sinuses were 
irrigated with 1 in 4000 flavine solution. Five days 
later, although cultures still showed B. welchii, the 
wound began to look cleaner and healthy granulation 
tissue began to form, while the surrounding skin was 
much less cdematous and discoloured. Ultra-violet 
irradiation was then given by Dr. H. A. Kellgren not 
only to the floor of the ulcer and the surrounding 
skin but also, by means of quartz applicators, to the 
sinuses themselves. The local condition rapidly 
improved, with the sinuses granulating well. 


On the fourteenth day after treatment was begun 
both films and cultures were negative for B. welchit. 
The patient was discharged a week later with a small 
healthy granulating wound. Apart from a tempera- 
ture of 102° F., and nausea on the second day of 
infection, she had shown no signs of toxemia. Her 
appetite was good and on discharge she was looking 
and feeling well. 


My thanks are due to Miss Morna Rawlins for her 
permission to report this case. 


REVIEWS AND NOTICES OF BOOKS 


The Emotional Factor in Visceral Disease 

By H. G. McGregor, M.D., M.R.C.P., medical 

registrar, Royal Sussex County Hospital. London : 

Humphrey Milford, Oxford University Press. 1938. 

Pp. 198. 8s. 6d. 

For various reasons, attempts to integrate into 
general medicine our knowledge of the physiology and 
psychology of emotional states have not always been 
convincing. The main virtues of Dr. MeGregor’s book 
are that it is painstakingly clear, practical, and 
detailed in language and data ; that it underlines the 
importance of chronicity in the emotional states 
which lead to physiological disturbances; and, 
perhaps most: important, that it emphasises that 
acute emotional states with both psychological and 
physiological disturbances may pass into others in 
which the physiological disturbances alone are to be 
seen. Although this last fact is well known to all 
who have faced a viva with a clear head and a rapid 
heart or audible intestinal activity, its importance in 
clinical work has not always been recognised. 


d 


Dr. McGregor first describes an effective medical 
approach to body-mind problems through a know- 
ledge of the physiology of-emotion. Next he gives 
an account of experimental and clinical work on 
functional disturbances of the alimentary, respiratory, 
and cardiovascular systems, with a chapter on the 
autonomic-endocrine system, and finally he discusses 
the application of these matters to treatment. The 
book is illustrated throughout by case-histories 
largely drawn from the author’s own experience. 
There is a profusion of detailed information on 
psychosomatic matters scattered throughout medical 
literature (to some extent it is collected in the volumes 
of Flanders Dunbar and Wittkower) but hitherto 
there has been no book to introduce the general 
practitioner to a subject whose importance is perhaps 
more obvious, and not less great, in general than 
in consultant practice. Dr. McGregor has necessarily 
limited himself to the superficial aspects of his subject. 
For this reason the descriptions given of the psycho- 
logical characteristics of patients with hypertension 
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and peptic ulcer show almost as much similarity as 
do the abdominal outlines of pseudocyesis and preg- 
nancy. Similarly it has not been possible to make 
clear the distinction between different types of 
anxiety state. It is, too, perhaps a matter for 
discussion whether the optimism expressed as to the 
results of simple psychotherapy by the general 
practitioner in functional disorders will be borne out 
in practice. Emotional stress, arising from current 
difficulties, is often to be seen as a precipitating 
factor in syndromes of this type. As a rule these 
stresses only produce abnormal bodily results because 
the personality of the patient is sensitised to them by 
a character disorder or neurosis, which must be radically 
dealt with in order to prevent the subsequent relapses 
whose avoidance must be a criterion of successful 
treatment. In discussing the compensatory nature 
of many psychological symptoms the author points 
out that removing such symptoms before there is real 
knowledge of their significance may be equivalent to 
giving morphia to a patient with acute abdominal 
pain, and one need not therefore be surprised that 
the results of suggestion are not uniformly successful. 
For many who have been baffled in the past by the 
jargon of different psychological schools this book, 
written by a practising general physician, will provide 
an opening into a field of medicine where growing 
knowledge is likely to lead to therapeutic advances. 


Whitla’s Dictionary of Treatment 
(8th ed.) By R. S. ALLIson, M.D., M.R.C.P., 
physician with charge of out-patients, Royal 
Victoria Hospital, Belfast; and C. A. CALVERT, 
M.B., F.R.C.S.1L, assistant surgeon to the hos- 
pital. London: Bailliére, Tindall and Cox. 1938. 
Pp. 1285. 30s. : 
WitTH the collaboration of a team of Belfast 
physicians and surgeons the authors have succeeded 
in producing a thoroughly modern reference book 
on treatment from an old and respected medical 
classic. The book has been entirely rewritten, and 
although only well-tried treatments have been 
included we can find no serious omissions. Such 
conditions as bromide psychosis and biliary dyskinesia, 
for example, are mentioned, and so are the recent 
views on the treatment of anterior poliomyelitis. 
The book is easy to use and well indexed, with no 
overlap or tiresome cross-references, but it would 
be an advantage if references were given to the 
authors quoted in the text. 
This is one of the best works of its kind. 


Principles and Practice of Obstetrics 

(7th ed.) By JosEPH B. DELEE, A.M., M.D., 

emeritus professor of obstetrics and gynecology, 

University of Chicago. London: W. B. Saunders 

Co. 1938. Pp.1211. 55s. 

THis standard work gives a review of the best 
modern American obstetric practice. The English 
reader should have no difficulty with unfamiliar spell- 
ings, but he must also adjust himself to a newer nomen- 
clature. Lower-segment cesarean becomes laparo- 
trachelorrhaphy ; accidental hemorrhage, abruptio 
placente; the R.O.P. position becomes O.D.P. 
(occipito-dextra posterior); and ergometrine is 
called ergonovine. Different stresses are found from 
those in English practice, in fact the outlook is more 
continental than English. Uterine plugging is freely 
advocated, an instrument for aortic compression is 
illustrated, and a long paragraph is devoted to the 
indications for the use of the colpeurynter. Willett’s 
forceps and treatment by intra-uterine glycerin 
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are barely mentioned, and sulphanilamide is given a 
very guarded approval. Some statements are rather 
startling, for instance, ‘‘ when Pituitary or Ergonovine 
is administered, which is very frequently done nowa- 
days after the delivery of the child, the third stage is 
much ‘altered’ (p. 142). The differences are, how- 
ever, more in the interpretation of the principles of 
obstetrics than in the principles themselves. As 
Prof. DeLee says, after describing elaborate prepara- 
tions for a normal delivery, ‘‘ no contrivance can be 
invented to take the place of an aseptic conscience.” 
The author makes the interesting suggestion that, 
to be comparable with the United States, Britain and 
Holland should add to their mortality-rates those 
for their colonies, since the American “ colonies ” 
such as New Mexico, where the rate is very high, 
are within their borders. 

The book displays evidence of an immense amount 
of work, every part of the subject being elaborated 
in great detail. Full references are given at the end 
of each section, and the illustrations are many and 
excellent. The British doctor wishing to compare 
obstetrics as practised in England and the United 
States could not do better than study this work, and 
in so doing will gain a wider insight into his craft. 


Statistical Methods for Research Workers 
(Tth ed.) By R. A. FISHER, Sc.D., F.R.S., Galton 
professor, University of London. Edinburgh and 
London: Oliver and Boyd. 1938. Pp. 356. 158. 
Prof. Fisher’s textbook was originally designed to 
present research workers with the modern practical 
statistical procedures appropriate to the data they 
have to handle, without entering into the underlying 
mathematical theory. It clearly fulfils its object and 
meets with a steady demand from investigators in 
many branches of science. With each edition exten- 
sions and improvements have been made to deal 
with the newer techniques. In the present issue a 
fuller introduction is given to the theory of ortho- 
gonal polynomials and a valuable section has been 
added giving an outline of the use of multiple 
measurements to form the best discriminant functions 
of which they are capable. 


1938 Year Book of Radiology 
Edited by CHARLES A. WATERS, M.D., associate 
in roentgenology, Johns Hopkins University ; 
and IRA I. KAPLAN, M.D., director of the division 
of cancer department of hospitals, City of New 
York. Chicago: The Year Book Publishers; 
London: H. K. Lewis and Co. 1938. Pp. 512. 19s. 
Dr. Waters and Dr. Kaplan, with the able assistance 
of Dr. W. B. Firor, have again succeeded in giving 
a clear idea of the progress made by radiology during 
the previous year. The literature in several languages 
has been searched for papers of special interest, and 
an excellent series of reproductions makes many 
interesting radiograms easily available. Questions 
of technique receive much-needed attention, and new 
methods are carefully discussed. 
In the diagnostic section the authors consider that 


valuable aid may be obtained from the examination 


of the mamma by means of ordinary soft-tissue 
films, mammographs, the injection of radiopaque 
substances into the ducts, and aeromammography 
(the injection of carbon dioxide into the surrounding 
fatty tissue). The importance of silicosis as an 
industrial disease and the confusion caused by some 
of the rarer fungoid infections make these the subject 
of comment, and the use of stratigraphy or tomo- 
graphy and of radiokymography of the chest is well 


t 
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shown. The reproductions in the sections on the 
alimentary and urogenital tracts show how greatly 
the visualisation of details of structure has improved: 

In the section on radiotherapeutics most of the 
important papers both on the biological effects of 
radiation and on methods of treatment receive 
notice. High-voltage radiation is discussed both by 
physicists and by those who are trying to apply the 
physical findings to the treatment of patients, and 
the possibilities of the cyclotron are not neglected. 
British readers will be surprised to find that the 
gamma-ray röntgen is mentioned only as an experi- 
mental possibility, with no reference to published work 
on the practical application of dosage systems founded 
on this unit and in every-day use in most clinics in 
this country. 


A Treatise on Hygiene and Public Health 
With special reference to the Tropics. CS ed.) 
By BIRENDRA NATH GHOSH, M.B.E., F.R.F.P.S.G., 
fellow of the University of Calcutta. Calcutta : 
Scientific Publishing Co. 1938. Pp. 720. 15s. 
Tus excellent textbook, which was first published 

in 1912, has been revised and brought up to date. 

Considerable portions have been entirely rewritten, 

much new material has been introduced, and the 

scope of the book has been expanded by the addition 
of two chapters on mental hygiene. Though 
primarily intended for public health workers in the 
tropics, especially in India, it will be found useful 
in any part of the world, not only as a book of reference 
but also for practical guidance. It is a sign of the 
times that in the successive editions increasing con- 
sideration has been given to personal rather than 
environmental hygiene and particularly to problems 
of diet and nutrition. This is in accordance with the 
general shift of emphasis in modern public health 
work. In this edition five chapters are devoted to 
food questions, including one on diet in India which 
contains some interesting particulars not usually 
given in textbooks. 

The book presents within a relatively small compass 

a large body of information in a lucid and readable 

form, and as examples of succinct statement special 

commendation may be given to the chapters on 
infection, animal parasites, epidemiology, and vital 
statistics. Errors are few, though on p. 664 the 

English birth-rate is said to have been 12 in 1932. 

The curve on the following page, which illustrates 

the wide variations in specific death-rates and shows 

an infant-mortality rate in England of 120 per 1000, 

is doubtless a survival from an earlier edition. 


Tuberculose et tuberculides nasales 

By J. MARGAROT and J. TERRACOL, professors in 

the faculty of medicine, Montpellier. Bordeaux : 

Editions Delmas. 1938. Pp. 348. Frs.60. 

In this monograph the authors describe with 
commendable care the lesions affecting both the 
outer skin and the inner mucosa of the nose. Some of 
these, such as lupus vulgaris and the terminal ulceration 
and miliary tubercle of advanced consumptives, are 
definitely caused by the tubercle bacillus, while 
others are less certainly tuberculous. The latter include 
lupus erythematosus, lichen scrofulosorum, papulo- 
necrotic tuberculide, and Besnier-Boeck’s disease. 
The authors favour the view that these affections 
result from embolic lodgment of tubercle bacilli in 
the skin, but suggest that they may be caused by 
unknown organisms which require for their develop- 
ment a soil prepared by previous tuberculous infec- 
tion. They also stress the frequent coexistence of 
syphilis in these cases, and the importance of the 
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patient’s constitution, particularly in regard to the 
presence of allergy. The illustrations are good, but 
the summary provided in German and in. English is 
poorly translated and marred by misprints. There 
is no index. Although one of a series of monographs 
on the ear, nose, and throat, the book will be of 
more interest to the dermatologist than the rhinologist. 


Clinical Examination of the Nervous System 


a ed.) By G. H. Monrap-Krosn, M.D., 
F.R.C.P., professor of medicine in the Royal 
Oslo; _physician-in-chief 
linic for Nervous Diseases, 
s Lews and Co. 1938. 


Frederick ee E 

to the le aie 

Oslo. London : 

Pp. 319. 8s. 6d. 

THOSE who were medical students after the war will 
remember a slim handbook which was their guide 
to the complexities of neurological examination. 
This has now become a more portly volume exhibiting 
that tendency of books to develop a middle-aged 
spread. The increased bulk of the book is due to 
Dr. Monrad-Krohn’s desire to make it as complete 
as possible, and he now describes procedures such as 
ventriculography and the examination of the cerebro- 
spinal fluid which can hardly be included in the 
clinical examination of the nervous system. It may 
be questioned whether this enlargement is really 
an advantage, especially to the student who needs 
above all that the author should select for him what 
is important and what is not, but the book maintains 
its high standard. 


Dental Anatomy and Physiology 

and Dental Histology. (6th ed.) By T. W. 

Wippowson, L.D.S., consulting dental surgeon to 

King’s College Hospital; and lecturer in dental 

anatomy and physiology and dental histology to 

King’s College, University of London. London: 

John Bale, Sons, and Curnow. 1938. Pp. 505 

and 347. Vol. I, 30s.; vol. II, 20s. 

SincE the appearance of the fifth edition in 1928 
many changes have been made in this well-known 
book, the most important being its division into 
two volumes. The first volume covers histology, 
calcification, growth of the jaws, and the macroscopic 
anatomy of teeth in human beings. The second 
volume, which is smaller, describes the comparative 
anatomy of the teeth and jaws in various species of 
animals. This division has been made not so much 
because of the growth of material, though that has 
been considerable, but because the subject matter of 
the first volume changes fairly rapidly, whereas 
additions to our knowledge of comparative anatomy 
come more gradually. From the student’s point of 
view there is an obvious advantage in being able to 
buy the volumes separately. 

This book started as a notebook of the potted 
knowledge variety and has slowly expanded into a 
major textbook. Little of importance has escaped the 
author’s eye, and the book is a marvel of complete- 
ness in the way in which it covers a subject which, 
though apparently narrow, has accumulated a vast 
But it is more than a collection of facts ; 
they are set out so skilfully and with such evident 
appreciation of their relative importance that the 
task of the student is lightened as far as possible. 
This is well seen in the chapter on calcification, where 
a subject of much complexity is made easily intelli- 
gible and even attractive. The style is clear and 

easy, the illustrations are numerous and good, and 
the format is convenient. It is not surprising that 
dental students have shown their appreciation of 
this book. 
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MALIGNANT HYPERTENSION 


CLIFFORD ALLBUTT recognised that a high 
blood-pressure can develop in the absence of renal 
disease. To this primary arterial hypertension he 
gave the name hyperpiesia ; outside this country 
it is now usually called essential hypertension. 
But there are certain cases that do not at first 
sight fit into either of the two categories—hyper- 
tension caused by renal disease and hypertension 
independent of it. They are those in which the 
clinical course suggests a primary hypertension, 
but signs of renal impairment often appear and 
death in renal failure is common. On the assump- 
tion that these cases are examples of slowly 
progressive disease of the kidney they have 
ordinarily been labelled chronic interstitial 
nephritis, or nephritis repens type IV. ‘The 
difficulty of this conception,’ as Prof. ARTHUR 
Eis has recently pointed out, “is that though 
these patients may die of renal failure and show at 
post-mortem examination renal lesions of inflam- 
matory type, their clinical picture is essentially that 
of arterial hypertension of great severity with a 
rapidly downhill course.”’? For this reason ELLIS 
and others have preferred to regard them as a 
variety of primary or essential hypertension, for 
which they use the name malignant hypertension. 
The lesions in the kidney they hold to be merely 
». manifestations of the widespread vascular dis- 
order. So far, however, this view has not won 
general assent; and it is here that the experi- 
mental method has once more proved its worth. 

Interest in experimental hypertension was 
renewed some years ago when GOLDBLATT intro- 
duced an adjustable clamp whereby the renal 
arteries in dogs could be constricted ; for it was 
found that in these and other mammals reduction 
of the blood-supply of the kidneys was followed 
by a persistent rise in blood-pressure. Unfor- 
tunately no close analogy between this experi- 
mental condition and malignant hypertension in 
man could be claimed, for there were no significant 
lesions in the animals’ kidneys. A possible reason 
for this was that the kidneys were saved from the 
effects of hypertension by the constriction of their 
blood-supply ; but as in dogs and rabbits in order 
to produce hypertension it was thought necessary 
to clamp both renal arteries or to clamp one artery 
and remove the opposite kidney, the histological 
effects of the high blood-pressure upon the intact 
kidney have not yet been observed. It has 
remained for Dr. Witson and Dr. Byrom to unmask 
them in the work reported in our present issue, 
and the observations they have made are clearly 
of first importance in relation to chronic nephritis 


1 Ellis, A., Lancet, 1938, 1, 977. 


in man. It will be seen that by partial constric- 
tion of one renal artery in the rat the London 
Hospital investigators have been able to produce a 
persistent rise of blood-pressure. Some of the rats 
so treated have run a course resembling benign 
hypertension in man: they have remained in 
normal health ; some have maintained this health 
as long as nine months after the operation; and 
those that have been killed show no histological 
sign of nephritis. In other rats however—probably 
because the artery has been more tightly clipped— 
the hypertension has been associated with illness ; 
and in these the opposite, intact, kidney has shown 
a series of glomerular changes closely parallel with 
those obtained -in human cases of malignant 


‘hypertension. The arterioles in this kidney and in 


certain extrarenal tissues have also undergone the 
changes characteristic of malignant hypertension— 
necrotising arteriolitis, fibrinoid necrosis, and 
so forth. Such arteriolar changes have already 
been described, a few months ago, by WILSON and 
PICKERING in the rat, and by GoLDBLATT in 
the dog.? But whereas GoLDBLATT ascribed them 
to renal insufficiency it has been possible in the 
present experiments to exclude this factor. 

The arteriolar and glomerular lesions in the 
intact kidney are attributed by Wumson and 
Byrom to its exposure to the full brunt of the 
induced hypertension; their absence in the 
ischemic kidney suggests that it is protected by 
the clip. However this may be, it is now clear 
that both focal and generalised degeneration of the 
glomerular tuft can be caused by vascular damage 
alone. General recognition of the type of nephritis 
so produced will be of great help in analysing the 
lesions in chronic Bright’s disease in man and in 
identifying genuine instances of malignant hyper- 
tension. It is to be hoped too that we are within 
reach of a fuller understanding of the mechanism 
whereby hypertension supervenes in Bright’s 
disease, and of the vicious circle that may then 
ensue. The pathogenesis of this experimental 
hypertension is still imperfectly understood : rival 
hypotheses, lately discussed by PIcKERING,‘ ascribe 


. the main rôle to overaction of the vasomotor 


nerves on the one hand, and to- a chemical or 
humoral factor on the other. Although certain 
objections stand in the way of complete acceptance 
of the humoral theory great importance attaches 
to the existence of a pressor substance, renin, in 
the kidney. The interaction of several factors is 
suggested by Witson and Byrom, who are 
unwilling to attribute the lesions solely to vaso- 
constriction by a circulating pressor substance. 
They incline to think that the determining factor 
is a sudden strain imposed upon the vessel wall 
by the combination of severe vasoconstriction and 
a resultant rapid rise in blood-pressure. This 
accords with Byrrom’s earlier observation 5 of 
somewhat similar lesions in rats after the injection 
of large doses of vasopressin. 


gi, Wilson, C., and Pickering, G. W., Clin. Sci. 1938, 3, 
, 3 Goldblatt, H., J. erp. Med. 1938, 67, 809. 


‘ Pickering, G. W., Brit. med. J. Jan. 7, 1939, p. 1. 
5 Byrom, F. B., J. Path. Bact. 1937, 45, 1. 
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SURGERY IN ULCERATIVE COLITIS 


THE relative value of methods of treating 
ulcerative colitis is obscured by the great variation 
in the severity of the disease. In Tasmania it 
seems to be particularly severe, for Dr. GAHA 
states in his paper on p. 146 that in 16 years 
he has not seen a single well-established case 
recover there with medical treatment. Elsewhere 
the mortality is quoted as from 10 to 40 per cent., 
and Hurst?! thinks that cases treated medically 
should not show a mortality of more than 5-10 
percent. Apart from the chances of death, however, 
even a moderately severe colitis may seriously han- 
dicap the patient for many years, and any procedure 
that claims to hasten recovery deserves attention. 

Before HURST, SPRIGGS, BARGEN, and others advo- 
cated medical treatment in colitis surgical measures 
were used more readily than they are now, but 
there can be little doubt that they contributed to 
the high death-rate. 
instance, the postoperative mortality in the years 
1927-34 was 52 per cent. Moreover, appendi- 
costomy and cæcostomy were based on the doubtful 
assumption that irrigation will eliminate infection ; 
they rarely did more than make patients more 
comfortable. The primary aim of surgery must be 
to put the affected bowel at rest by diverting 
the fæces, and since the rectum is usually 
involved this cannot be done effectively by 
ileosigmoidostomy alone, and an artificial stoma 
must be made proximal to the diseased bowel. 
But colostomy or ileostomy are not to be lightly 
embarked upon as a routine; while some patients 
can do without the absorptive function. of the 
colon others cannot and fall into a severe state 
of malnutrition, and in the series reported by 
Wirwarp and his colleagues? these operations 
were accompanied by an immediate mortality of 
42 per cent. and a total death-rate of 72 per 
cent., though they were admittedly often used 
as a last resort. In the acute fulminating case 
neither medicine nor surgery has much to offer, 
but if medical treatment is not successful within 
3-4 weeks ileostomy or appendicostomy should 
probably be considered. In the mild case, on the 
other hand, medical measures if not actually 
curative will generally allow the patient to live a 
useful life. It is in the moderately severe case, 
characterised by a stationary or slowly progressive 
course with many relapses, that surgery may be 
most valuable. Apart from the emergencies of 
perforation or massive hemorrhage, and such 
definite surgical indications as stricture and para- 
rectal abscess, MACKIE 3 urges that the decision to 
operate should not be made until the patient’s 
response to medical treatment and the probable 
extent of permanent damage to the bowel have 
-been completely assessed, which may take many 
months. His indications for surgery are failure to 
improve clinically, persistent progress of the lesions 
seen at proctoscopy, radiographic evidence of 


1 Hurst, A. F., ae 1935, 2, 1194. 
2 Willard, J. Hyr Pessel, J. , Hundley, J.W. »and Bockus, 
. L., J. Amer. med. Ass. Deo, 3, 1938, p. 2078. 


3 Mackie, T. T., Ibid, p. 2072. 
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progressive fibrosis with pseudopolypoid degenera- 
tion of the mucosa, and complications attributable 
to chronic sepsis. JONES ‘ agrees and recommends 
putting the patient to bed for two years if neces- 
sary, during which measures such as allergy, 
vaccines, serum, diet, and drugs are to be tried ; 
but he maintains that surgery should be resorted 
to while the disease is still limited to the left side 
and there is still a possibility of doing a colostomy 
rather than an ileostomy. This may be followed 
later by extirpation of the diseased bowel, and 
where the wholé colon is involved Jones thinks 
colectomy justified if the patient remains toxic 
and does not gain weight. In the uncommon case 
in which only the proximal part of the colon is 
diseased JONES advises early ileosigmoidostomy 
with subsequent removal of the affected bowel. 
Dr. GAHA uses surgery as a routine. He performs 
an ileosigmoidostomy, shuts off the colon from the 
anastomosis by double ligature, and drains it 
by a colostomy. At a second stage, these two 
ligatures are removed; the intestinal contents 
now pass direct to the colostomy opening, while 
a temporary ligature below the anastomosis allows 
the rectum to rest. All of his patients have been 
able to return to light work, and such drastic 
surgery may well be justified where the results of 
medical treatment are so bad. It seems unlikely, 
however, that the mortality of a procedure involving 
three major operations will continue to be nil. 


PSYCHOTHERAPY BY LAYMEN 

Last week, as reported on another page, the 
National Council for Mental Hygiene discussed the 
lively question whether mental treatment should be 
practised solely by doctors. The argument in favour 
of psychological treatment by laymen is, it seems, 
largely economic. Put a little crudely, it runs 
like this : treatment by expert doctors is expensive, : 
and the majority of sufferers from neuroses (of 
whom there are a vast number) therefore go with- 
out treatment ; non-medical psychotherapists could 
treat them at less cost and more thoroughly, and 
everyone would stand to gain. The reply might 
be that the extent of neurotic illness is greatly 
exaggerated ; that social adjustment and relatively 
simple advice suffice to prevent or treat much of 
it; that the advantages of psychotherapy of the 
ambitious time-consuming kind are by no means 
proved ; and that the general practitioner, if he 
would only take the trouble, could do all that is 
needed for many neurotics. Here again the 
points are put rather crudely ; some of them were 
set out cogently by T. A. Ross in his Morison 
lectures® three years ago. The difference of 
opinion, however, is real, and it may lead to 
very real differences of practice. 

There are in fact many non-medical people— 
clergymen, psychologists, lay analysts—now doing 
psychotherapy: should we not, with Sir HENRY 
PRACKENBUBY, be prepared to accept a fait 
accompli ? The historical argument rightly takes 
account of the traditional place of the clergy 
as advisers, confessors, and comforters, though it 


* Jones, T. a p 
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maybe overlooks their record in the treatment of 
hysterics, obsessionals, and the grossly insane, which 
has seemed to lack psychological understanding. 
The clergy now have patients sent to them by some 
psychiatrists for ‘‘divine healing”: this may 
cover a semi-miraculous or direct intervention 
as the result of prayer (in which case physical 
diseases should also be referred to them) ; 
may consist in psychotherapy of the usual medical 
kind plus the help and guidance of religion ; 
or it may be a special form of psychotherapy which 
emphasises moral and spiritual ends. Some may 
say that since non-medical psychotherapy exists 
it may as well be regularised and recognised ; 
but this would apply also to Christian Scientists 
or other groups, and mere defeatism in this matter 
is not yet called for. Some may say, too: “we 
all practise psychotherapy, whether we mean to 
or not: parsons and teachers have to do so in 
particular ; let us therefore train them properly, 
and not let them push on blindly or according to 
their inner lights.” But there is a difference 
between casual and professional activities ; between 
talking prose, like Maitre Jourdain, and writing 
prose literature ; and treatment of illness requires 
medical knowledge. The argument in favour of in- 
structing laymen would be stronger if it was agreed 
to be practicable that non-medical psychotherapists 
should act as medical aides. Many “‘ para-medical ” 
groups are now recognised, including nurses, 
masseurs, electrotherapists, and technicians of 
various kinds; why not also psychotherapists ? 
Manipulators and bonesetters are sometimes more 
expert than orthopedic surgeons: may not lay 
psychotherapists be better technicians than the 
psychiatrists ? The answer is that physical and 
mental illnesses cannot be sharply separated ; 
psychosomatic relationships, to use the modern 
word, have come to stay, and the psychotherapist 
must have a basic training in the rest of medicine. 
The lesson of the past is that a general medical 
training is needed for all specialists ; the surgeons 
who, in SAMUEL JOHNSON’s phrase, “treat by 
manipulative processes under the direction of the 
physician ’’ acquired position and independence 
by way of a preliminary standard medical training. 
It is noteworthy that where non-medical direction 
has been. most successful, as for instance in the 
early days of the Retreat mental hospital at York, 
medical direction has after a while taken its place. 
During psychotherapy symptoms and problems 
may arise which a non-medical person cannot 
recognise as significant. It is by no means rare 
for the physiogenic nature of a disorder gradually 
to become clear during psychological treatment, 
but the symptoms indicating this could easily be 
misinterpreted as psychogenic. 

The recognised medical auxiliaries carry out a 
procedure, planned by the doctor, that is pretty 
well standardised; where they depart from 
routine, they promptly obtain sanction or direction 
from him. But psychological treatment is far 
more varied and more responsible than this: 
often it is unpredictable, and it is certainly not 
standardised. The psycho-analysts concede this: 
““Under the best auspices psychoanalysis must 
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be regarded as an extremely delicate procedure, 
at times not free from danger to the patient, 
taxing all the ingenuity of the most competent 
analyst, who continually draws on his medical 
knowledge and psychiatric experience.” Regular 
discussion with the doctor, or reference of diffi- 
culties to him, would obviate this, as it does in 
controlled treatment by trainees ; but in practice 
this would take too long to be satisfactory. If 
auxiliary medical services, whether diagnostic or 
therapeutic, can be defined (and we throw it out 
as a suggestion) as those that can be carried out, 
with benefit and without risk to the patient, by 
someone not medically trained but working under 
a doctor’s direction, psychotherapy can hardly 
be included among them. Psychiatric social 
workers, it is true, do much ancillary work; but 
they are in frequent, even daily, consultation with 
the psychiatrist, and they have specialised duties 
that are, technically, as little in his line as nursing 
is in that of the average doctor. The nearest 
parallel is the educational psychologist, dealing 
with difficult children, or the occupation-therapist. 
But they are not really comparable to the lay 
psychotherapist, who would be constantly dealing 
with the most intricate and important issues in 
people’s lives. | 


CHANGES IN THE POISONS RULES 


Last month the Home Secretary issued various 
amendments of the Poisons Rules. The changes 
took effect from New Year’s Day. Although the 
Home Office most properly circulated a detailed 
notice to the trade and other organisations affected, 
the law is becoming almost too complicated for the 
average medical man to master. A few points may 
perhaps be singled out for mention. Rule 7 has 
been altered so as to provide that a signed order for 
a “first schedule poison ” (not being a poison within 
the Dangerous Drugs Acts), if given by a duly 
qualified medical practitioner, registered dentist, 
or registered veterinary surgeon, or by a hospital, 
infirmary, dispensary, or clinic, need not name the 
purpose for which the poison is required, provided 
that the seller is reasonably satisfied that the poison 
is required for medical, dental, or veterinary treat- 
ment. The highly technical rules about labelling 
are changed in various respects. An amendment 
to the sixth schedule to the rules enables the proportion 
of insulin in a preparation to be stated in terms of 
units of activity as defined in the British Pharma- 
copeia. Glass bottles containing local anesthetics 
for injection in the treatment of human beings or 
animals need no longer have a fluted outer surface. 
Benzedrine (amphetamine) and related substances 
(except when contained in inhalers) are to be found in 
part I of the Poisons List; so are sulphanilamide 
and related substances. Both these groups are also 
brought within various schedules to the Poisons Rules. 

~ But, when contained in inhalers, benzedrine and related 
substances are now exempted from all control under 
the Pharmacy and Poisons Act or the Poisons Rules, 
as also are dinitrocresols in substances other than 
preparations for the treatment of human ailments. 
Lastly, by a small change in the fifth schedule to the 
rules, a listed seller may now sell ointments containing 
nitrobenzene for the treatment of animals and also 
photographic solutions or materials containing metallic 
oxalates (other than potassium quadroxalate). 


€ Oberndorf, C. P., Psychoanal. Rer. 1927, 14, 281. 
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ANNOTATIONS 


CIGARETTE-SMOKING 


Dr. Segal, of Rochester, N.Y., has revived the 
question of the origin of the effects of smoking, this 
time in relation to fatigue.! His observations are as 
objective as possible and he emphasises the danger 
of assuming that perpetual tiredness is always due to 
over-smoking. Nevertheless he records definite relief 
after breaking the habit in several long-standing 
cases in which other remedies had failed; the 
patients gained weight and their symptoms dis- 
appeared. Everyday reports from those who stop 
smoking furnish no reason for doubting these findings. 
The heroes themselves may complain of insomnia, 
and their wives of their increased irritability, but 
these effects pass off—often, it is to be feared, 
because of a relapse, but naturally if given time. 
The increase in weight, resulting ‘perhaps from 
emancipation of the palate and improved appetite, 
is almost universal, while the feeling of bounding 
vitality and missionary fervour needs no description. 

There seems to be little doubt that of the multitude 
of vapours in cigarette smoke, nicotine is alone 
capable of causing systemic symptoms directly. But 
there is something insidious about cigarettes. They 
are too easily manipulated, and one becomes almost 
as addicted to the movements as to the tobacco. 
One result is excessive smoking; another is that 
the cigarettes cease to taste of anything in particular 
and often give rise to a mild but persistent irritation 
of the pharyngeal mucosa, most evident in the early 
morning. More subtle is the feeling, to which an 
extraordinary number of people admit, that they 
smoke too much—that cigarettes are a waste of 
money and so forth. It is not impossible that in 
sensitive men and women this mental conflict, 
together with poor appetite and local reactions to 
irritation, may do much to take the edge off that 
zest for living which is supposedly normal. It must 
be remembered that the symptoms of feeling “ below 
par” are vague and subjective, and in accounting 
for them one must allow for vague and subjective 
causes and not expect to find everything explained 
by the definite action of a drug like nicotine. 

It is for this reason that we hesitate to take 
for granted Segals conclusion that, because 
‘“‘ de-nicotinised ” cigarettes and good filters failed 
in his experiments to abolish certain responses to 
cigarette-smoking, the 40 per cent. or so of nicotine 
remaining was necessarily responsible. The test 
response was the immediate increase in pulse-rate 
and depression of the T wave of the electrocardiogram 
caused by smoking half a cigarette. It appears, 
though it is not definitely stated, that the subjects 
were habitual smokers, in which case the existence 
of a conditioned reflex should have been excluded. 
It would be interesting if less than half the usual 
nicotine content were shown to be almost as toxic 
as the full quantity. It would be even more interest- 
ing if the effect on non-smokers were correspondingly 
reduced, while the effect on the smokers remained 


undiminished. 


THE PLACENTA AND TOXAMIA 


Tue cause of the toxsemias of pregnancy has long 
been notorious matter for speculation, and the fact 
that it remains so is a perpetual challenge. The 
pathological changes are so definite and the results SO 
grave that it seems our ignorance regarding stiology 


1 Segal, H. L., Amer. J. med. Sci. December, 1938, p. 851. 
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cannot last much longer. Yet one promising explana- 
tion follows another into oblivion—even the hormones 
have fallen short of expectations—and hope deferred 
begets an uncritical scepticism. In other circum- 
stances, we might have been enthusiastic about the 


views of Bartholomew + of Atlanta. There is perhaps 


nothing very striking in his idea that the toxæmia 
may be due to absorption of breakdown products 
from placental infarcts, but his claim to be able to 
reconstruct a case of which he has no previous know- 
ledge from an examination of the placenta, would, if 
sustained, amount to definite proof of a relationship. 
He indicates various anatomical and physiological 
features which make the placental vessels particu- 
larly susceptible to occlusion, and strongly maintains. 
that the toxzmia is due to the infarcts rather than. 
the infarcts to the toxzmia, for maternal toxsmia. 
should affect all villi alike. Dr. Bartholomew 
suggests careful examination of placent# after formol 
fixation by cutting into strips 0-5-1-0 cm. thick. 
‘ Grossly,” he says, ‘‘the more rapid the infarction 
the less conspicuous the lesion, the less firm the con- 
sistency, the darker the colour and the greater the 
toxicity,” and he describes five representative types 
of infarct each corresponding to a certain degree of 
toxemia. In his view the relationship has not. 
been appreciated earlier largely because the form 
assumed by the more acute infarcts is not generally 
realised. His article is worth reading for its stimulat- 
ing ideas about the relation of other placental 
abnormalities to its vascular system, and his claims. 
should clearly be thoroughly tested. 


TREATMENT OF ASTHMA 


THE annual report? of the clinics working under- 
the auspices of the Asthma Research Council brings. 
out the importance of the emotional element in the. 
causation of asthma and its allied complaints. In 
children a common predisposing factor seems to be 
fear of losing parental affection or protection. This. 
may explain the high proportion of asthmatics— 
two-thirds in the series investigated at St. Thomas’s- 
Hospital—who are only children or the eldest of a. 
family, for the only child is subjected to constant 
parental demands for his good behaviour that tend 
to increase his fear of losing their approval, while the- 
eldest child has the mortification of seeing himself 
supplanted in his parents’ affections by another. An 
asthmatic attack often follows some frightening 
incident or emotional upset, and attacks are therefore. 
common on Guy Fawkes’ day, at Christmas, or in this. 
last year during the national crisis. It is important 
in treating asthmatic children to impress on parents- 
the necessity of cutting the apron-strings and 
encouraging their children to feel independent and 
self-reliant. Sometimes even the advice to let a child 
swim or play football is sufficient to swing the balance. 
in his favour. Nor is this element confined to children, 
for the removal of a husband or wife from a too. 


anxious partner by taking the spouse into a hospital. 


ward is often enough to produce a dramatic cure. 
The large psychological factor adds considerably to- 
the difficulty of assessing the value of therapeutic 
measures. At Guy’s Hospital, for instance, last year 
35 cases of rhinorrhea were treated with solutions of 
inhalant proteins and 14 were cured or considerably 


al R. A. J. Amer. med. Ags. Dec. 17, 1938,. 
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improved and 5 slightly improved. This year 32 
cases were treated with normal saline only and the 
results were strikingly similar, 13 being cured or much 
improved and 6 slightly improved. Opinions differ 
as to the value of protein desensitisation and vaccines. 
At Guy’s they have not been thought very successful ; 
the results of general treatment have been at least 
as good. At St. Mary’s, on the other hand desensitisa- 
tion either by self-inoculation or a “rush ” course in 
hospital has often been dramatically effective, and the 
report expresses confidence that the persistent and 
long-term results obtained from a two to three months’ 
course of vaccines is due to a true immunological 
effect and not merely to suggestion. In order to 
simplify the process of desensitisation, which at 
present necessitates some forty injections, attempts 
are being made at St. Mary’s to find a way of chemi- 
cally altering the antigen so that the dose can be 
raised more rapidly without causing undue reactions. 
At King’s College Hospital a series of asthmatics 
have been treated with breathing exercises, but 
improvement has been somewhat disappointing. At 
St. Thomas’s, however, exercises have been found 
to diminish both the frequency and intensity of 
attacks, especially when combined with short-wave 
therapy, and their suggestive effect has been found 
especially valuable in children. . 

The divergent findings of these reports suggest 
that no accurate estimate of the value of therapy in 
the allergic diseases can be made without carefully 
controlled experiments. 


HAEMOGLOBIN KATABOLISM 


In 1937 Hamilton Fairley ! described in the plasma 
of patients with blackwater fever a new blood pigment 
which he called pseudomethemoglobin. This had 
previously been confused with methszmoglobin. 
He later demonstrated the presence of the same 
pigment in the plasma of patients with nocturnal 
hemoglobinuria, in cases of incompatible transfusion, 
and in fluid from pancreatic cysts. Incubation in 
vitro of oxyhemoglobin with normal plasma produces 
this same pigment ; similarly when alkaline hematin 
is added to human plasma pseudomethemoglobin 
is formed, suggesting that hematin is coupling with 
some protein or other nitrogenous constituent of the 
plasma. Further study of this reaction has shown 
that only human plasma and monkey plasma contain 
a constituent capable of coupling with hematin to 
form pseudomethemoglobin; the plasma of other 
mammalian species is unable to do this. In associa- 
tion with Mr. C. Rimington, Ph.D., and Mr. R. J. 
Bromfield, Dr. Fairley? has shown that it is 
the albumin fraction of plasma protein that unites 
with the hematin, both the pseudoglobulin and 
euglobulin fractions being inactive. This union 
appears so firm that it probably involves chemical 
linkage. Fairley concludes therefore that pseudo- 
` meth:emoglobin is modelled on the methemoglobin 
pattern, but that while the prosthetic group is similar 
the protein component is native serum albumin 
instead of native globulin. The iron is held in the 
trivalent state and is even more resistant to reducing 
agents than methemoglobin. In view of these 
findings Fairley and Rimington propose that the 
name of this new pigment should be changed from 
pseudomethemoglobin to methxmalbumin. 

Methemalbumin is never found within the corpuscles 
and cannot act as a respiratory pigment. It is 
derived from circulating extracorpuscular hæmo- 


1 Fairley, N. H., Naturc, Lond. 1937, 130, 588 
2 Fairley, Jbid, Dec. 31, 1938, p. 1156. 


globin liberated by intravascular hæmolysis or from 
blood that has escaped into cysts or other cavities. 
During extracellular katabolism of extracorpuscular 
hæmoglobin, it seems, hæmatin is formed which in 
man and monkeys unites with albumin to form 
methæmalbumin, the molecular size of which renders 
it impermeable to the kidneys; it therefore never 
appears in the urine. 

The importance of these observations is obvious. 
In the first place they throw fresh light on hæmoglobin 
breakdown. Secondly, the inability of serum albumin 
from mammals other than man and monkeys to 
form methæmalbumin suggests many intriguing 
speculations. 


A HUNDRED YEARS 


Last week the Medical Press and Circular joined the 
little band of medical journals that have survived a 
hundred years, and the proprietors have made the 
occasion more memorable by publishing a full-dress 
biography of the paper by Dr. R. J. Rowlette, its 
last Irish editor. The founder and first editor was 
Arthur Jacob, a distinguished anatomist and ophthal- 
mologist, and he and Henry Maunsell who assisted 
him set out to make their Dublin Medical Press, 
as it then was, both a vehicle for the dissemination 
of Irish medical thought and a weapon to attack 
current abuses within and without the profession. 


The period was one of great activity in the Dublin 


school of medicine, for the classes of Graves and 
Stokes were attracting students from all parts. At 
the same time Richard Carmichael was attempting 
to bring the profession together in the Irish Medical 
Association, and Jacob and Maunsell joined him 
wholeheartedly in the cause of medical reform. 
The Irish Free State Medical Union and the Royal 
Medical Benevolent Fund of Ireland remain as 
memorials to their successful collaboration. Those 
were the days of red-blooded and unrestrained 
journalism, and Jacob was not sparing in vituperation 
of his opponents however eminent. He did not 
hesitate, for instance, to denounce by name those 
medical men who sought undue publicity in the public 
press or indulged in the practice known then as 
“ going snacks ” and now as fee-splitting. He took 
a leading part in the opposition to the Irish Poor 
Law Act, and during the great famine and typhus 
epidemic of 1847 onwards he turned his powerful 
advocacy on the fever hospitals that were often mere 
death-traps for doctors and patients alike. 

In 1860 Arthur Jacob resigned the editorship to 
his son Archibald, also an ophthalmologist. Archibald 
Jacob lacked his father’s passion for searching out 
abuses and he lived in times that were better mannered 
and more given to libel actions, so that under his 
guidance the paper lost something in fire but gained 
in dignity. In 1866 the Dublin Medical Press was 
amalgamated with the Medical Circular, a London 
fortnightly founded in the ’fifties by James Yearsley. 
The combined journal had separate editorial staffs 
in Dublin, London, and Edinburgh, with Jacob as 
editor-in-chief and George Ross of the Medical 
Circular under him. Although much of its contents 
still dealt with Irish affairs, most of the original 
communications now came from England. Soon 
after the amalgamation the name of Alfred Tindall 
first appeared on the title-page as publisher, and from 
then until his death in 1931 Tindall, as proprietor and 
business manager, exercised a large measure of' 
control over the paper’s policy. In 1867 the paper 
shed the word Dublin from its name and in the same 
vear it became the official organ of the Irish Medical 
Association. 
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In 1901 the sixty-two-year connexion of the name 
of Jacob with the editorship ended with the death 
of Archibald Jacob, though the present-day pro- 
prietors are still members of his family. Since then, 
though the Irish office and supplement were retained 
until the new Irish Free State Medical Union decided 


to produce a journal of its own in 1935, the paper 


has become more and more English in outlook, and 
under the successive editorships of Jellett and 
Rowlette in Ireland, and Gubb, Walsh, Leonard 
Williams, Harry Campbell, and Cecil Wakeley in 
London, has steadily added to its reputation. 


SYMPATHECTOMY FOR SKIN DISEASE 


THE uses of sympathectomy in the treatment of 
skin disorders might be a profitable subject for joint 
discussion by surgeons and dermatologists. Prof. 
Telford’s short paper delivered at last year’s annual 
meeting of the British Association of Dermatology 
and Syphilis, which has now been printed,! aroused 
much interest but was not discussed, although there 
was at least one issue on which opinions would have 
differed—namely, the etiology of Bazin’s disease, 
which is still generally regarded as tuberculous in 
origin, but according to Telford is curable by lumbar 
sympathectomy. Other conditions in which, he says, 
preganglionic section has sometimes given good 
results are Raynaud’s phenomenon, before super- 
vention of sclerodactyly or necrosis, and severe 
hyperidrosis of palms or soles. So-called ‘trophic 
ulceration,” which is really the result of injury to 
anesthetic skin, is another indication for the opera- 
tion, and one whose scope is by no means small when 
one remembers the various nervous diseases that cause 
prolonged or permanent loss of cutaneous sensation. 
The operation of sympathectomy, Prof. Telford 
concludes, is still on trial, but ‘‘ may prove of lasting 
benefit in selected cases of certain diseases of the 
skin and subcutaneous tissues.” 


CELSUS DE MEDICINA 


Wuo Celsus was and exactly when he lived is 
uncertain, but we know that he wrote in the first 
half of the first century A.D. and, on the authority 
of Quintilian, compiled works on numerous subjects 
other than medicine. Some authorities have therefore 
considered him to have been an encyclopadist, a 
compiler of popular treatises on law, military strategy, 
agriculture, philosophy, and rhetoric, for Quintilian 
tells us that he left volumes on all of these, and 
incidentally calls him a man of mediocre talent for 
all that. Some modern scholars, among them Marx, 
whose opinion has great weight, have thought that in 
his “ De Medicina” Celsus simply translated into 
Latin an earlier Greek treatise on medicine. Mr. 
W. G. Spencer, who has now completed his transla- 
tion of this work,? holds a contrary view, and many 
passages and expressions in the text certainly convey 
the impression that Celsus was a practising physician. 
Encyclopsedic knowledge was a characteristic of the 
learned men of the period. The philosopher Favorinus, 
who lived a century later, was also an authority on 
grammar, archeology, and medicine, and Aulus 
Gellius has left an account of the visit the philosopher 
Taurus paid him when he was sick with a fever, and 
of the discourse of Taurus on the clinical lessons to 
be derived from a study of the arteries and veins. 
So there is no inherent improbability in the fact that a 


1 Telford, E. D., Brit. J. Derm. Syph. December, 1938, p. 637. 

2 Celsus De Medicina. Vols. II and III. Translated by 
W. G. Spencer, M.S. Lond., F.R.C.S London: Wiliam 
Heinemann. 1938. Pp. 449. 108. per volume. 


learned physician should have been accepted as an 
authority on a multiplicity of subjects. 

Where the text is sound—and the scholarship of 
Marx has solved many of the translator’s difficulties— 
there is no substantial obscurity in Celsus. He wrote 
in a Latin of the best classical period, in well-ordered 
sentences, and in clear and precise phraseology. Mr. 
Spencer succeeds in conveying the author’s meaning 
faithfully in nervous and rhythmical prose, though 
one may quarrel with his monotonous iteration of 
certain conjunctions, which though native to Latin 
are less common in the best English. Mr. Spencer 
has compiled a list of the drugs that Celsus mentions 
and has used his specialist learning in an attempt. to 
identify them. Some are well known and in use 
today, others are doubtful, and a few are completely 
unidentifiable. But the list brings home to us how 
the Rome of the first century drew on the whole 
world for its imports. Costus, for instance, was made 
from the roots of ‘‘Saussurea lappa, a plant of 
Kashmir,” a region which Cesar never knew. Zingiber 
too was familiar to the Romans and came from the 
more distant east. On the whole a reperusal of the 
“ De Medicina ” leaves us with an increased admira- 
tion for the sum of medical attainment in the first 
century, for the soundness of received opinion and 
the rejection of charlatanism, and the freedom from 
the cruder superstitions which were later to obsess 
the healing art. 


SIGNIFICANCE OF PAIN IN CARDIAC 
INFARCTION 


THE theory that angina is the result of myocardial 
ischemia, which leads to the accumulation of meta- 
bolites capable of stimulating afferent nerves, has 
been generally accepted ; but it is hard to explain 
in this way the existence of extensive coronary 
sclerosis without symptoms and the occurrence of 
cardiac infarction without pain. The pain of cardiac 
infarction may certainly be less, and may perhaps 
even be absent, where the central nervous system is 
comparatively insensitive, and Boyd and Werblow! 


suggest that there may sometimes have been a 


previous infarction near by that so damaged the 
cardiac nerves as to make the area insensitive. 

Recently Gorham and Martin ® have revived the 
old idea of vascular tension as the origin of cardiac 
pain. Of 100 cases of coronary occlusion that they 
studied at autopsy, 42 had not had cardiac pain in 
their fatal attack. It was found that the patients 
who had no pain were older thau the rest, their 
predominant symptom had usually been dyspnma, 
and they had less often given a history of previous 
attacks. Furthermore, in the pain-free group a 
pericardial rub had less often been heard, and at 
autopsy these cases showed less of the milder grades 
of coronary sclerosis and more old infarcts. The 
situation of the infarct and the frequency of ventri- | 
cular rupture were not significantly different in the 
two groups. Pain had always been a symptom 
wherever acute infarction and actual thrombosis in 
the coronary artery were found, whereas it was absent 
or a secondary symptom in all but one case in a group 
with coronary narrowing and old infarction but no 
thrombosis. | 

The authors suggest that tension on the coronary 
artery proximal to an obstruction can cause pain, 
and that it is most likely to arise in this way when 


1 Boyd, L. J., and Werblow, S. C., Amer. J. med. Sci. 1937, 
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* Gorham, L. W., and Martin, S. J., Arch. intern. Med. 


November, 1938, p. 821. 
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a thrombosis occurs in an artery which previously 
had a relatively good channel and whose wall remains 
elastic and contains healthy nerve-fibres. In dogs 
they found ? that tension on the wall of the coronary 
artery by traction on threads passed through the 
adventitia in such a way as not to obstruct the circu- 
lation readily produced symptoms which were 
interpreted as indicating pain. Similar symptoms 
were produced less readily by a ligature which 
occluded the artery. After ligation the electro- 
cardiogram showed changes indicating ischemia, but 
the tension experiment was without effect on the 
tracing. These arguments are, however, not con- 
vincing, for the absence of pain in infarction seems 
just as explicable on the condition of the artery and 
myocardium distal to an obstruction as on the 
state of the artery proximal to it, and the animal 
experiments demonstrated only that traction on the 
perivascular nerves is capable of producing pain. 
Nevertheless the findings are important, and it may 
yet be proved that vascular tension is one of the 
factors that modify the symptoms of myocardial 
ischzemia, 


THE G.M.C. UNDER FIRE 


THis is still a country where authority can be 
challenged. The General Medical Council, challenged 
not for the first time, is vigorously attacked in a 
memorandum issued by the Medical Practitioners’ 
Union. The General Medical Council’s members are 
too old; they are out of touch with the body of 
general practitioners ; the wrong representatives are 
chosen. The council, as at present constituted, cannot 
possibly perform the simultaneous functions of super- 
vising medical education and enforcing professional 
discipline. An independent commission should review 
the scope of medical education before and after 
qualification. The prospective practitioner should be 
taught the ‘‘ socio-political responsibilities inseparable 
from medical practice.” The commission should 
arrange for ‘“‘ only one portal of entry into the profes- 
sion ’’; the multiplicity of universities and other 
corporate bodies which at present conduct qualifications 
must give way to a single standard of qualification ; 
the existing diversity means that some qualifica- 
tions are greatly superior to others; independent 
inquiry might well show that the lowest standards 
arereally too low. The G.M.C. is letting in alien doctors 
to the prejudice of practitioners born and educated in 
this country. As for discipline, the council’s functions 
ought to be surrendered to an entirely new body 
whose members should be more than half composed 
of directly elected registered medical practitioners, 
no member to be a day older than 65. This new 
tribunal is to have not only the traditional jurisdic- 
tion over the proper conduct of professional men 
entrusted to the G.M.C. under the Medical Act eighty 
years ago, but also the disciplinary powers of the 
Ministry of Health arising out of the contractual 
relationship entered into by doctors who undertake 
health insurance work. From the decisions of this 
new tribunal there is to be a right of appeal (presum- 
ably to the High Court) on an almost unprecedentedly 
wide front—both on questions of law and on issues 
of fact and also by way of rehearing. Such are some 
of the points in the memorandum. 

There is nothing good or bad, said Shakespeare, 
but thinking makes it so. The Medical Practitioners’ 
Union has done plenty of thinking; the resultant 
criticism is a healthy process from which the G.M.C. 
will not claim to be immune. Some of the imperfec- 
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tions, if found to be of substance, could be remedied 
without revolution. The choice of younger men and 
the retirement of the too mature could be achieved by 
voluntary effort. The Privy Council could use its 
existing authority to prevent the abuse of a system 
of sub-standard qualifications. A complaint that 
the professional rules against canvassing and adver- 
tisement are infringed with impunity by eminent 
persons could be met by action (open to members of 
the M.P.U. itself) to enforce the rules. For the rest 
the criticisms must be examined on their merits. 
The justice dispensed by the G.M.C. upon applications 
to remove a name from the register is scarcely so 
perverted as the memorandum might suggest. Many 
years ago Lord Justice Fry paid tribute to the statu- 
tory process of ‘‘ due inquiry ” under the Medical Act. 
In spite of the union’s inevitable reference to one 
famous case of the professional association between 
registered and unregistered practitioners, after which 
“an eminent manipulative surgeon was honoured by 
the King with the accolade of knighthood,” it has 
yet to be shown that the disciplinary work of 
the council has forfeited confidence since the Lord 
Justice spoke. The memorandum observes more than 
once that the G.M.C. exercises its disciplinary juris- 
diction on behalf of the state. Parliament delegated 
to the council the duty of formulating the standard of 
professional ethics and of maintaining that register 
which would enable the public to distinguish between 
qualified and unqualified men. The method of 
removing a name is not greatly different from the 
method by which the benchers of the Inns of Court, 
a far less democratically constituted body than the 
G.M.C., inflict an even greater penalty upon the 
delinquent barrister. Those who incur that penalty 
may have their grievance; but among the doctors as 
among the barristers there is probably a general 
preference for a tribunal composed of members of the 
profession rather than for another court. The juris- 
diction of the Minister of Health in administering 
the National Health Insurance Acts is not likely— 
since public money is involved—to be banded over to 
anew body. Panel work is a non-compulsory part 
of a state medical service and some of the M.P.U.’s 
criticisms seem more likely to be met if and when 
all medical practice is organised directly under the 
state. This is not to say that no improvement is 
possible in the constitution and functions of the 
G.M.C. To stop criticism, as Voltaire observed, one 
must die. The council is not dead yet. 


THE AETIOLOGY OF PROSTATIC ADENOMATA 


From time to time we have referred to evidence 
that stimulation by cestrogens is responsible for 
benign enlargement of the prostate. The hypothesis 
is founded on the observation—independently made 
in France by Lacassagne, in Holland by de Jongh, 
and in England by Harold Burrows—that the prostate 
of mice enlarges under cestrogenic stimulation. 
Corresponding observations have ‘since been made 
on other mammals, including monkeys, and the details 
of the hypothesis have now been formulated in such 
a way as to take into account the specific anatomical 
differences between the rodent and the human 
prostate. . 

Cunéo! has developed the view that enlargement 
of the prostate is one of several signs of a relative 
increase in cestrogenic stimulation which results 
from a ‘“‘senile’”’ decrease in the production of male 
hormone. He also postulates that the condition is 
essentially a hyperplasia of the uterus masculinus— 


1 Cunéo, B., Bull. Acad. méd. Paris, 1936, 116, 434. 
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an idea first put forward by Zuckerman and Parkes,? 
on the basis of experiments with monkeys. The 
somewhat indirect evidence that he has brought to 
bear on it is derived mainly from a study of the 
morbid anatomy of the condition, and concerns the 
topographical relation of the adenomatous growths to 
the true prostatic glandular tissue which in essential 
structure they resemble. It is of interest that in 
arriving at this point of view he abandoned the 
hypothesis that the process of adenomatous enlarge- 
ment begins in the glands of Albarran—a hypothesis 
for which he was partly responsible and one which has 
always conflicted with the fact that these glands 
may be normal in appearance in cases of prostatic 
enlargement. Despite their suggestive nature, Cunéo’s 
arguments have failed to convince some of his French 
colleagues. Barres,’ for example, argues that a senile 
decrease in the production of male hormone is by 
itself insufficient to account for prostatic adenomata. 
He points out that the malady is almost unknown 
in one race, the Tonkinese, and he thinks that inflam- 
mation plays an important part in its development. 
Cunéo’s views have also been vigorously attacked by 
Marion,‘ partly because of their lack of experimental 
support and partly because the disposition of adeno- 
mata in the prostate, according to Marion, not 
infrequently suggests that they do not arise in the 
glands of the utriculus. Marion also points out 
that in the operation of prostatectomy the utricle or 
verumontanum is removed. In deciding between the 
arguments of these two distinguished authorities it 
is difficult to avoid the conviction, which indeed is 
stated by Marion, that the site of origin of benign 
hypertrophy of the prostate is unlikely to be decided 
by simple pathological and histological study. As 
Marion himself writes, such study can never show 
whether adenomata arise in the glands of the veru- 
montanum or in those of the neck of the bladder. 

In the circumstances it is useful to refer to 
experimental observations since reported by Zucker- 
man.’ A study of the prostates of normal rhesus 
monkeys and those of monkeys injected for prolonged 
periods with cestrone showed that the growth that 
such treatment stimulates is restricted mainly to 
the region which in human ‘anatomy 18 referred to as 
the middle lobe. The area occupied by the true 
prostatic glands does not increase significantly, and 
as a result of the hypertrophy of the middle lobe the 
prostatic glands are displaced dorsolaterally until 
they come to form a false capsule to the organ. The 
hypertrophy of the middle lobe is due mainly to 
development of its fibromuscular tissue, although 
hyperplasia and metaplasia of the “uterus mascu- 
linus ” also play a part. The lining of the uterus 
masculinus in the species used in these experiments 
responds like vaginal epithelium. It would therefore 
be of interest if similar experiments were performed 
on a monkey whose uterus masculinus was indeed 
homologous with the uterus, 


SPAIN 

SomME of our readers may wish to be reminded of 
addresses to which they can send help for children 
and refugees in Spain. The National Joint Com- 
mittee for Spanish Relief have their headquarters at 
4, Great Smith Street, London, S.W.1, but gifts of 
clothes should go to them at 15, Great James Street, 
W.C.1. The Spanish Medical Aid Committee have 
sent by air some morphine, chloroform, and com- 


2 See Zuckerman, S., Lancet, 1936, 1, 135. 
3 Le Roy des Barres, A., Bull. Acad. méd. Paris, 1937, 117, 
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pressed dressings, and are arranging for two 
lorry-loads of further supplies to leave England 
before this week-end. More money is needed if 
these lorries are to be filled, and subscriptions 
will be welcomed at 24, New Oxford Street, W.C.1. 
The committee have received a telegram from 
Dr. Audrey Russell saying that refugees are streaming 
into Barcelona, where babies are already rationed at 
250 grammes of milk and 100 grammes of sugar 
weekly. It will be impossible to provide for the new 
influx unless more supplies are sent immediately. 
“ Please send every ounce possible milk and sugar 
also increased effort to supply surgical dressings 
anesthetics ambulances to deal with terrible slaughter 
at front.” .. . ‘‘ The heart of mankind,” she adds, 
‘ must be made of stone to let this happen.” 


Colonel A. M. JOHNSON, M.C., T.D., assistant 
director of medical services, 42nd (East Lancashire 
Division, Territorial Army, was created a commander 
in the Order of the British Empire in the New Year 
honours list. 


Group-Captain F. C. Cowran, principal medical 
officer in the Middle East Command, has been pro- ` 
moted to the rank of air-commodore. Group-Captain 
Cowtan is the fourth who holds this rank in the 
medical branch of the Royal Air Force. 


Lieut.-General Sir HAROLD Fawcus has resigned 
from the office of director-general of the British Red 
Cross Society. 


FOLK-LORE AND MEDICINE 


AT a meeting of the West London Medico- 
Chirurgical Society on Jan. 13, with Dr. Maurice 
Shaw, the president, in the chair, Dr. J. D. Rolleston 
read a paper on folk-lore and medicine. He said 
that since the publication in 1927 of the late Dr. 
Dan McKenzie’s work, ‘‘ The Infancy of Medicine,” 
the subject of folk-lore in connexion with medicine 
had attracted little attention in this country. This 
lack of interest was in marked contrast with the 
enthusiasm that it had provoked on the Continent, 
especially in Balkan countries, representatives of 
which had contributed several learned papers to the 
last three congresses of the International Society of 
the History of Medicine held at Bucharest in 1932, 
Madrid in 1935, and Zagreb and Belgrade in 1938. 
The various prophylactic and therapeutic measures in 
folk-lore medicine, in which the curative methods far 
outnumbered the preventive, could be ranged under 
one or more of the following headings: (1) Trans- 
ference of the disease to other persons, animals, or 
inanimate objects. (2) Animal, plant, or mineral 
remedies. (3) Religious influences, including the 
invocation of special saints, (4) The healing power 
attributed to water in the form of wells, springs, 
fountains, and streams. (5) The mystical power of 
odd numbers. (6) Repellent and disgusting remedies, 
including coprotherapy, for the purpose of drawing 
out the evil spirit who was supposed to be the cause 
of the disease. (7) Miscellaneous causes, such as the 
doctrine of signatures, constriction by rings, charms 
connected with death or the grave, &c. The diseases 
and symptoms for which the largest number of 
folk-lore remedies and preventive methods had been 
applied were whooping-cough, ague (which included 
not only malaria but, as its etymology indicated, 
any acute fever), epilepsy and convulsions of any 
kind, rheumatism, consumption, eye diseases, skin 
diseases (especially warts), cattle diseases, headache, 


. toothache, jaundice, hemorrhages of any kind, and 


bites of snakes and scorpions. r giving numerous 


-examples of folk-lore medicine in whooping-cough, 


epilepsy, rheumatism, and jaundice, Dr. Rolleston 
concluded by saying that though many folk-lore 
remedies had become obsolete some were still practised 
not only by the inhabitants of remote country districts 
but also by educated persons in business centres. 
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SPECIAL ARTICLES 


EPIDEMIC JAUNDICE: A HOSPITAL 
OUTBREAK 


By E. MARJORIE MARTLAND, M.A.Camb., M.B. Lond. 


DIRECTOR OF THE PATHOLOGICAL LABORATORIES, ELIZABET H 
GARRETT ANDERSON HOSPITAL; AND 


ALBERTINE L. WinnER, M.D. Lond., M.R.C.P. 


HONORARY ASSISTANT PHYSICIAN TO THE HOSPITAL 


THE whole question of epidemic jaundice has been 
reviewed so fully in recent years that one may 
perhaps feel that there is little to add in our present 
stage of knowledge. We record this small outbreak 
partly because it resembles so closely in incidence, 
incubation-period, and course those described by 
Booth and Okell (1927-28), Barber (1937), Wallgren 
(1936), and others, and because it differs from these, 
as far as we can make out, in respect of a complication 
not previously noted. 


CASE-RECORDS 


Our cases include a child and three nurses who 
became ill between July 17 and 26, 1937, all of 
whom had been in the children’s ward of the Elizabeth 
Garrett Anderson Hospital at some time between 
June 4 and 18. We report the cases in full. 


X.Y., a child aged 6, was admitted to the children’s 
ward on June 4 under Miss Winifred Hall for ton- 
sillectomy. Her general condition was very poor, 
and operation was postponed until this was better. 
On June 18 she was sent to the hospital’s home of 
recovery at Barnet, where she remained with con- 
siderable improvement. On July 17 she vomited 
and had a temperature of 102° F., on the 18th she 
again vomited and the temperature was 99° F., and 
on the same day she was seen by A. L. W., when the 
temperature was normal, the throat was somewhat 
injected, and otherwise there were no abnormal 
physical signs. She continued to vomit, and on the 
2lst her stools were clay-coloured and she became 


OJ 
X.Y. a eo ț v 
0 J 
NURSE A um FF re ae t 
0O J 
NURSE 8 Glu t 
0 J 
NURSE C eee t 4 
I 5 9 B I7 20 2529 3 7 W IS 19 23 27 3I 
JUNE JULY 


Periods spent in children’s ward related to onset of illness. 
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slightly jaundiced. The jaundice persisted until the 
25th, when it began to fade, but the stools remained 
pale and the urine contained much bile until July 27, 
after which convalescence was uneventful. The only 
blood-count was done before the jaundice on June 6 
and was normal; the Wassermann reaction was 
negative; a throat-swab on July 24 showed hemolytic 
streptococci, and these were still present on Sept. 9, 
when the child returned from Barnet for tonsillectomy. 
This was done on Sept. 18, and the child was finally 
discharged on Sept. 24. 

Nurse A was in the children’s ward intermittently 
from May 11 till July 19 (see figure)., She was taken 
ill in the night with severe vomiting, headache, and 


generalised abdominal pain and was admitted to the 
ward on July 19. The only relevant fact in her past 
history was that she had had an appendix abscess 
drained at the age of 14. On admission the tempera- 
ture was 100-8° F., pulse-rate 115, tongue furred, 
breath offensive, and throat injected, heart and lungs 
were normal, and the abdomen showed epigastric 
tenderness with guarding. She was seen by a surgeon 
who did not consider the case one for operation. The 
throat-swab grew hemolytic streptococci, and the 
blood already showed a leucopenia (see table). During 
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the next few days her condition deteriorated rapidly ; 
abdominal pain and vomiting were severe, and she 
became drowsy, cyanosed, and delirious, her appear- 
ance strongly suggesting typhoid. The leucocyte 
count continued to fall, but all other investigations 
were negative; blood-culture taken on July 21 
remained sterile, the Widal reaction was negative 
on July 23, the urine grew a few B. colt only, and the 
stool showed no abnormal organisms. On July 22 
her spleen became palpable and very tender, and on 
the 23rd the van den Bergh test showed a weak 
direct and strong indirect positive reaction. On the 
24th her condition began to improve, and that 
evening the conjunctive became jaundiced. Next 
day she seemed much better, although jaundice was 
obvious and there was bile in the urine; the liver 
was tender though not enlarged and became palpable 
two days later. On the 27th blood-films were nega- 
tive for the Leptospira icterohemorrhagica, as also 
were the urine and serum examined by Dr. J. M. 
Alston. Dr.S. D. Elliott investigated throat-washings 
and blood for viruses by animal inoculation with 
negative results. 

From this time her jaundice gradually faded and 
her general condition was quite satisfactory. But 
about Aug. 10 her temperature, which had com- 
pletely settled, began to rise to 99° F. in the evening, 
and there was some return of pain with tenderness, 
this time in the right iliac fossa. By the 14th the 
evening temperature was 100° F., and she was having 
considerable pain. Miss E. Bolton, who saw her in 
consultation, found tenderness and guarding in the 
right iliac fossa; examination per rectum showed 
that the uterus was forward and very tender; there 
was tenderness in the right fornix; and the right 
ovary, not definitely felt, was probably inflamed and 
attached to the appendicectomy scar. A menstrual 
period was about due, and a diagnosis of odphoritis 
was made. The leucocyte count, which on the 5th 
was 6000 and on the 13th 6600, had risen by the 
16th to 9800. The pain and nocturnal temperature 
persisted and then gradually subsided ; the leucocyte 
count rose gradually to 11,200. On the 27th the 
much delayed period made its appearance, but two 
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days later she had another attack of pain in the right 
iliac fossa with vomiting and an evening temperature 
of 100° F., whereupon the period stopped abruptly. 
After this her convalescence was uneventful, and she 
was discharged on Sept. 14. 


- Nurse B was in the children’s ward from June 1 
to July 21, 1937. She reported sick on July 21 with 
a two-day history of headache, pains in the limbs, 
and malaise. On admission her temperature was 
100-8° F. and pulse-rate 98, and she was obviously 
il. No abnormal physical signs were found in heart, 
lungs, or abdomen. The tongue was moist, throat 
* normal, and urine normal. On the 22nd her tem- 
perature was 98-6° F. and she was much better, but 
on the 23rd, though the temperature was now normal, 
she was having considerable nausea and vomiting 
with coryza. The next day her throat-swab grew 
heemolytic streptococci and staphylococci, and on the 
evening of that day, the sixth of her illness, she 
became definitely jaundiced; simultaneously her 
nausea improved and bile appeared in the urine, but 
her stools remained normal in colour. On the 28th 
she was still yellow and had considerable pruritus 
but was otherwise symptom-free. The leucocyte 
count showed 3100 white cells per c.mm. with poly- 
morphs 64 per cent., lymphocytes 32 per cent., large 
mononuclears 2 per cent., hyalines 1 per cent., and 
basophils 1 per cent. The jaundice disappeared in the 


course of the next few days, and recovery was ' 


uneventful, but on Aug. 4 the throat-swab still 
showed hemolytic streptococci. 

Nurse C was in the children’s ward from June 17 
to July 2 and was then sent to the home of recovery 
at Barnet for duty. On July 26 she had some nausea, 
vomiting, and loss of appetite, and on July 29 her 
stools became clay-coloured and she developed 
jaundice. She was transferred directly to the North 
Western Fever Hospital on July 30, and on admission 
it was noted that her skin and sclerotics were 
definitely icteric. The jaundice gradually faded and 
had completely disappeared nine days after admission. 
She was afebrile throughout: her stay in hospital. 
The van den Bergh test gave a weak direct positive 
and a definite indirect positive reaction. A leuco- 
cyte count showed 4300 cells: polymorphs 57 per 
cent., lymphocytes 41 per cent., and eosinophils 
2 per cent. Convalescence was uneventful, and she 
was discharged on Aug. 18. 


DISCUSSION 


The points of interest seem to be as follows :— 

Source of infection.—During June the three nurses 
were on duty for periods varying from fourteen to 
thirty days in the ward where the child X.Y. was 
a patient. This children’s ward was the only point 
of contact of these four people, and it seems reason- 
able to assume that the source of infection was 
located there. The onset of illness of three of the 
cases within two days, July 17 and 19, suggests a 
single oriin. A scrupulous search through the cases 
in that ward at the relevant time has been negative ; 
no trace can be found of any attack of pyrexia, 
tonsillitis, or enteritis, nor did any other child show 
signs of jaundice. The child X.Y. was not kept in 
bed but was running about the ward; so no help 
can be got from the position of her bed. Several 
children had hemolytic streptococci in their throats, 
as had the four cases; but that is so usual that it 
was not thought significant. All the nursing staff 
attached to the children’s ward were affected except 
the sister; both she and the resident staff were 
healthy and have remained so since. The food in 
that ward comes from the general kitchens. In short, 
every effort to find a common focus of infection has 
failed. Here we may note that in September, 1934, 
two nurses in this ward became ill with pyrexia and 
general malaise, followed by jaundice and accom- 
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panied by leucopenia. It is not easy to see how the 
same cause could operate, no cases having appeared 
in an interval of nearly three years, but we record 
the curious fact for whatever it may be worth. 


Incubation period.—The removal of the child X.Y. 
from the hospital on June 18 seems to fix the incuba- 
tion period at not less than twenty-nine and not 
more than forty-three days, assuming the children’s 
ward to contain the source of infection. On the same 


hypothesis, the period on duty in that ward of 


Nurse C from June 17 to July 2 and her subsequent 
transference to the home of recovery till her illness 
on July 26 place the probable incubation period in 
her case at twenty-four to thirty-nine days. This 
agrees with the conclusion reached from the epidemics 
reported by Findlay, Dunlop, and Brown (1931), 
Pickles (1930), and others, in which the incubation 
period was three to five weeks. 

Aitiology—Here again we have to admit failure. 
Cultures of blood, urine, and feces remained sterile, 
and animal inoculations with serum and with throat- 
washings from Nurses A and B were all negative. 
The presence of hemolytic streptococci in three cases 
out of four was disregarded, because this organism is 
found so frequently in routine examination of throat- 
swabs, but it is worth noting that Frazer (1935) 
found that sore-throats preceded jaundice in all the 
twenty-five children in the epidemic he describes. 
Dr. Alston’s examinations of urine and of serum for 
the leptospira of Weil’s disease were also negative. 


Differential diagnosis.—The symptoms common to 
the cases were nausea and vomiting, with jaundice 
appearing four or five days after the onset. These 
are the classical symptoms of the clinical entity 
recognised as infective hepatic jaundice. We would 
point out how easily the common features can be 
obscured until the jaundice becomes apparent. 
Nurse A, with acute abdominal pain and tenderness 
and severe toxemia, gave the picture of virulent 
typhoid ; Nurse B, with mild pyrexia, aching limbs, 
and coryza, ran some risk of being deemed “ gastric 
influenza,” and it was not till the jaundice appeared 
that any relation was obvious between the two. The 
consistently negative reports of the bacteriologist 
are helpful in differentiating this disease from those 
of the typhoid group and from leptospiral jaundice. 
Some slight help in early diagnosis can be found in 
the leucopenia, which may be one of the first signs. 
Nurse A showed this within twenty-four hours of 
first feeling ill, and by the fourth day the leucopenia 
and monocytosis were well marked, though jaundice 
had not yet appeared. Not till the onset of 
odphoritis three weeks later, after a period of con- 
valescence, did the leucocyte count cease to be 
slightly subnormal. It may perhaps be useful to 
emphasise here the great value of the leucocyte count 
in differential diagnosis once the jaundice is estab- 
lished. In Weil’s disease there is, as a rule, a poly- 
morphonuclear leucocytosis of above 13,000—often 
much higher—whereas in infective hepatic jaundice 
the white-cell count is usually below 8000 and may 
be as low as 2000 with either a relative lymphocytosis 
or a monocytosis or both. Our observations do not 
seem to throw any light on the question of the 
distinction between the catarrhal and hepatic forms 
of epidemic jaundice. 

Oophoritis.—Complications appear to be unusual in 
infective hepatic jaundice. Odphoritis does not seem 
to have been recorded before, though it is interesting 
to note that Cockayne (1912-13), in his original descrip- 
tion of the disease, draws a parallel on quite other 
grounds between catarrhal jaundice and mumps. 
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SUMMARY 


(1) Four cases of epidemic jaundice in a child and 
three nurses who worked in the same ward are 
described. 

(2) The incubation period in two cases appeared to 
be about five weeks. 

(3) The common features of the disease may be 
obscured until jaundice becomes apparent. 

(4) The importance of the leucocyte count in early 
diagnosis is emphasised. 

(5) Oöphoritis was a complication in one case, 


We are indebted to Miss Bolton, Miss M. E. Landau, 
Dr. Olivier Richards, and Miss W. Hall, of the honorary 
medical staff of the Elizabeth Garrett Anderson 
Hospital, for permission to publish their cases; to 
Dr. Elliott and Dr. Alston for animal investigations ; 
and to Dr. William Gunn, of the North Western 
Fever Hospital, for notes of the case which came 
under his care. 


BIBLIOGRAPHY 


Barber, H. eet) Brit. med. J. 
Bashford, H. H. (1934) Lancet, 2 fòs. 


‘NATIONAL COUNCIL FOR MENTAL HYGIENE 


[gan. 21, 1939 163 


Blumer, G. (1923) J. Amer. ays ‘1 88 
Booth _ C., and Okell, SS ubl. Hlth, Lond. 


4 
Brugsch, T. (1933), Manch, med. Wschr, 80, I, 717. 
Cockayne, E. A. (1912-13) Suari . Med. 
Dawson, B. (1918) ee , 575. 
Eppinger, H. (1922) Wien. ‘ned Wschr. 72, 290. 


Findlay, G. M., and Dunlop, J. L. (1932) Brit. med. J. 1, 652. 


“Hye. apna Brown, H. C. (1 931) Trans. R. Soc. trop. Med. 
Vg 

Frazer, E. M. R: (1935) Rr med. J. 1, 70 

Glover, J. A., and Wigon, J 2AL2) Loner, 1, 722. 

Gray, G. C. (1918) [oid Pa 


Hartill, S. (1918) Ibid 
Hindle, E., and Brown, T. 55! (1925) Ibid, 2, 372. 
Jones. Ee M. . and Minot, G. . (1923) Boston med. surg. J. 


1. 
Lakin» G. E. (1938) Brit. med. J. August 27, Poy 7. 
Lelis, P., ana VAN en Branden, F. (1936) Bul On int. Hyg. publ. 


Lindstedt, F Ms Acta med. srana. 59, 209. 

Lisney, A. (1937) Brit. na , 103. 

Montford, i'w (1934) pha 330.” 

Moreen Tip. . and rom . C. a Rep. publ. Hlth med. 
Lond. No. 


Pickles Oe N. (i930) Bele? med. J. 1, 944. 
— (193 36) Brit. J. Child. Dis Retin 
Ramage, (1935) Publ. Hlth, Fond. 48.391. 
Richards, R M. (1933) Proc. Derby med. Soc. 32. 
Sergeant, B. (1937) Brit. med. J. 2, 703. 
Thewlis, E. „and Middleton, W.S. (1925) Amer. J.med.Sci.169, 59. 
Wallgren (1336) (1330) ) Acta pædiatr., Stockh. suppl. 2, 9, 1 


ed. Welt, 
Willianis. P . (1923) J. Amer. med. Ass. 80, 532. 


NATIONAL COUNCIL FOR MENTAL 
HYGIENE 


THis council’s fifth biennial conference on mental 
health was opened at the Central Hall, Westminster, 
on Jan. 12 by the DUKE oF KENT. 

At the first session the subject of discussion was 
Is Our National Intelligence Declining? Dr. L. S. 
PENROSE forecast an inevitable decline in average 
intelligence as a result of decreased fertility ; though 
the process would, he thought, be a slow one. Dr. 
ALEC RODGER, however, pointed out that many 
factors distinguishable from intelligence played an 
important part in success and in the solution of 
major problems. The decline in intelligence was 
nevertheless of some importance. Much could be 
`- done about it by improving the lot of the less intelli- 
gent members of the community. Prof. J. H. 
NICHOLSON pointed out that for practical purposes 
the only intelligence which counted was that which 
was actively at work in the real world. Scientific 
reason was a specialised instrument of thought 
inadequate to the wider purposes of living; if 
“reason ”’ were to be man’s sole guide it must include 
those elements which it had held for Plato, particu- 
larly its concern with values. It was essential to 
handle experience in two ways—by scientific reason 
and by emotion. The problem of emotion, and the 
values bound up with it, must be tackled. 


SHOULD MENTAL TREATMENT BE PRACTISED 
SOLELY BY DOCTORS ? 


Presiding at a debate on psychotherapy by laymen, 
Prof. JoHN Macmurray observed that if mental 
treatment were to be practised solely by doctors a 
number ‘of people like himself were going to have a 
very bad time. As a teacher, he had always thought 
that mental treatment was part of his job, and his 
clerical colleagues felt the same. Science was 
organised common sense, and the line between a 
scientific technique and the ordinary dodges, used 
every day by teachers and ministers, was a rather 
thin one. Obviously safeguards were essential for 
persons who submitted themselves to psychothera- 
peutic operation. Everyone would agree on the need 
for guarantees, similar to those demanded from 
doctors of medicine, from those who claimed profes- 


sional status as doctors for mental illness. He hoped 
to find out from the discussion whether or not such 
guarantees could best be provided by limiting psycho- 
therapy to qualified doctors ; whether medical prac- 
titioners made or were likely to make the best 
psychotherapists ; whether a medical degree was a 
guarantee of sound psychological practice; whether 
a psychotherapist was more reliable because he was 
a doctor; and indeed whether doctors should be 
allowed to practise at all nowadays if they were not 
qualified psychotherapists. 

The Rev. F. E. Enetanp, Ph.D., said that every 
observant clergyman and physician was aware of the 
existence of deep psychological problems underlying 
many of the spiritual difficulties and physical symp- 
toms in his parishioners or patients respectively. The 
confessional, or interview in the minister’s study, 
often revealed a condition of spiritual distress which 
was the direct result of some emotional maladjust- 
ment. There were two reasons why it was undesirable 
to leave psychological treatment entirely to medical 
psychologists. The first was the purely practical fact 
that they were not available to the vast proportion 
of the psychologically il. The second reason was 
that the medical psychologist, as such, was inade- 
quately equipped to deal with certain types of mental 
illness. The therapist could not fail to influence the 
patient’s philosophy of life, and if he worked with 
an inadequate philosophy of his own he must fail to 
handle aright the ethical and religious implications of 
the patient’s experience. The moment anyone asked 
the question what positive characteristics the healthy 
man should be presumed to possess he went far 
beyond mere psychology. No person was in full 
personal health unless he was in some real sense 
adapted to his Spiritual environment. Man failed 
to reach his full stature until he became aware of a 
spiritual order which not only laid a powerful con- 
straint on him but excited in him a feeling of adora- 
tion. The therapist who groped in this realm with 
imperfect vision and understanding would wound 
rather than heal. It was true that as yet few of the 
clergy were fully equipped to take their share in the 
healing of the mind, and a serious attempt should be 
made to provide postgraduate facilities for the study 
of psychotherapy by those who had aptitude. The 
general assembly of the Church of Scotland had 
appointed a committee to consider providing such -> 
facilities, and the problem was being approached in 
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England by the Guild of Pastoral Psychology and the 


Archbishop of York’s committee. Between the crude 
materialism of the purely scientific method and the 
crude supernaturalism of the mere faith-healer there 
was room for a technique based on a philosophy 
that took into account the non-material realities to 
which the human personality was related. There 
was no suggestion: that trained clergymen should 
undertake the general practice of psychotherapy. 

Dr. R. G. GORDON said it was obvious that non- 
medical psychotherapy had been practised in the 
past, was being practised in the present, and would 
be practised in the future. The doctor’s primary 
concern with diagnosis was the basis of all his 
criticism of unqualified practice. The unqualified prac- 
titioner, if left uncontrolled and unsupervised, might 
do a great deal of good but sooner or later would 
make a bad mistake. The solution that would some 
time or other evolve was that the patient would go 
to a doctor for diagnosis and be referred on by him 
to a lay (or medical) psychotherapist. Meanwhile 
there was the difficulty of the General Medical 
Council’s attitude towards ‘‘covering.” Another 
difficulty was the delicate intimacy and subjectivity 
of the material of psychotherapeutic consultations, 
which made interim discussions between therapist 
and doctor very hard to arrange. The training of 
the psychotherapist must include a high cultural 
background, but there was no agreed scheme of 
training or list of qualities necessary for the work. 
A long and expensive personal analysis was often 
prescribed but no twelve psychiatrists would agree on 
the meaning of the term analysis. These difficulties 
made it necessary to move slowly and cautiously, 
but were not insuperable. | 

Mrs. HONOR CHAMPERNOWNE declared that the 
fundamentally important fact was the psycho- 
therapist’s own training (including analysis) and 
experience. Few might be able to afford long and 
expensive training, but if anything it was easier for 
the non-medical than for the medical man. Medical 
psychotherapists were totally unable to cope with 
the long waiting-lists of those who needed treatment. 
The medical psychotherapist with inadequate training, 
and his personal conflicts unresolved, was quite as 
dangerous (if not more dangerous) to the public than 
the properly trained layman. Some schools of 
psychology gave full importance to the spiritual 
aspect of the problem. Whatever the origin of the 
psychotherapist, his training must be adequate. 

The Rev. H. LINTON (Guild of Pastoral Psychology) 
quoted: ‘‘ If you parsons only did your job rightly, 
we psychotherapists would have much less to do.” 
Illness of the soul did not always reach such a degree 
as to need treatment by a fully trained medical psycho- 
logist. In his thirty years’ ministry he had been 
saddened by his inability to help certain people, and 
he had come to the conclusion that he must secure 
training in psychology in order to do his job properly. 
When he had sought this training be had been told 
that the work must be left to doctors. Clergymen 
needed thorough training in psychology in order that 
they might deal with people who would never go 
to a medical psychologist. He appealed for the 
thousands who needed this kind of help. 

Miss GRAHAM IKIN spoke of her work on codépera- 
tion between doctors and clergy. Efforts were being 
made to get a common point of view that had really 
been digested by both professions, A memorandum 
setting forth a scheme of training had been achieved. 
The chief criticism of the standard suggested for 
clerical specialists was that it was much higher than 
that exacted from the medical psychotherapist ! 


There was probably a very real delimitation between 
the spheres of the clerical and medical psycho- 
therapist, and its recognition might greatly conduce to 
national mental health. At present the two were 
overlapping very much, and many doctors felt they 
were struggling with problems with which they could 
not cope. | 

Dr. ETHEL DUKES said that play therapists were a 
very useful adjunct to any child-guidance clinic and 
made it possible to deal with a much larger number of 
children. They were required to have had teaching 
experience, to take a psychological diploma and a 
personal analysis, and to do three years’ training. 
They did most valuable work, in conjunction with | 
doctors who saw to the physical aspects of the case. 

Mrs. Scott MAXWELL emphasised the long and 
careful training she and other lay analysts had had, 
and said that almost all her cases came to her through 
doctors, and hardly ever had any physical symptoms, 

Dr. Doris Opium stressed the importance of 
diagnosis and the risk that arose if the lay worker 
were not in close contact with a doctor. It was 
fatally easy to assume neurosis and overlook organic 
conditions. She believed that lay psychotherapy 
was invaluable and inevitable, but there would be 
grave danger to the public if the medical profession 
did not stand behind it. The medical psycho- 
therapist without mental hospital experience was not 
competent to diagnose. incipient psychosis. 

Dr. E. F. SKINNER mentioned the need for more 
fundamental agreement, and for a combined curri- 
culum, so that doctors and ministers spoke the same 
language. There were many churches, but only one 
medicine. 

Dr. F. J. ESHER spoke of the importance of 
teaching simple mental hygiene to the general public, 
including teachers and doctors. A number of simple 
and understandable conditions in a child’s home led 
to trouble. | 

The CHAIRMAN said the discussion had shown that 
there was a very wide field where the importance 
of lay psychotherapy was unquestioned, and the 
problem of guarantees only arose in a very small 
area of the total field. Dr. Gordon’s arguments were 
sound in so far as they dealt with the cure of disease, 
but the wider realm of educational psychotherapy 
did not touch mental disease. 

Dr. GORDON, in reply, said that if there were in 
fact ‘“ only one medicine ” that medicine was entirely 
ignorant of psychology. 


Outpatient Mental-treatment Clinics 


On Friday morning the conference discussed the 
psychological factor in sexual delinquency. In the 
afternoon the subject was the organisation and 
staffing of outpatient clinics. 

Sir LAURENCE Brock took the chair, and Dr. 
W. J. T. KIMBER described the clinic associated with 
the Hill End Mental Hospital. He pointed out that 
it was essential to treat the whole individtal. and 
that therefore mental healing must be carried out in 
a place where facilities were available for the coincident 
treatment of bodily ailments. At Hill End there was 
no absolute separation between the hospital with 


its inpatient staff, and the clinic with its outpatient 


staff which also engaged in private practice. The 
psychiatric social workers worked without discrimina- 
tion for both. Provision for vocational guidance had 
been found essential, and there was a child-guidance 
department, It was an advantage to have children in 
the same clinic as adults, because treatment of parents 
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was often necessary and also because the air of 
informality given by a children’s department greatly 
helped shy and sensitive adults. The most important 
point in clinic procedure was the initial case conference 
at which the whole of the facts were assembled and 
the regime laid down by a team of workers. From 
_ the beginning, Hill End had attempted to avoid the 
pitfall of “‘ treating a patient as though he were a 
bank,’’ as Lord Horder had put it. One of the senior 
members of staff was personally responsible for each 
patient throughout his treatment. It was essential that 
the environment of the clinic should not be makeshift, 
dull and dreary, or cold and forbidding. A patient 
should feel on his arrival that he had been expected. 
All patients were seen by appointment. There was a 
close liaison with the neighbouring general hospital, 
where patients were seen weekly without an appoint- 
ment and a diagnostic service was given. 

Dr. OpLuM said that outpatient mental clinics 
had now been working for about ten years and 
that it was possible to draw conclusions as to the 
‘best methods of organising them. She agreed with 
Dr. Kimber that ideally they should be linked up 
with both the mental and the general hospital, and 
that the medical staff should be drawn both from the 
mental hospital staff and from doctors of both sexes 
in private practice. It was essential to hold a session 
at least once a week, and the best arrangement was 
two or three times a week. Continuity of personnel 
wasimportant. The staff must have special training in 
psychotherapeutic methods. The most suitable locale 
for the clinic seemed to be the general hospital, 
where patients could easily be referred to other 
departments for investigation, and where there was 
no popular reluctance to be associated with “‘ mental ” 
cases. A whole-time specially trained social worker 
was absolutely necessary. Such a clinic was needed 
in every area of the country; and ideally a doctor 
should not see more than 5 old patients and 3 new 
ones in a session of three hours. Obviously the local 
authority should take some financial part in the 
clinic. 


Miss ELIZABETH MARTLAND, J.P., sympathised with 
the average councillor who had to ‘apply his harassed 
and lamentably overworked mind and the dwindling 
and lamentably insufficient rate-payers’ money to the 
formidable claims of many public health services, 
She was puzzled as to the best name for these clinics ; 
in her own town the mental clinic was referred to as 
the ‘‘neuro.” She would like to see many more 
established, for they were doing valuable work. She 
thought that many patients were afraid to go any- 
where near a mental hospital and some shrank from 
the general hospital for fear of gruesome physical 
contacts. She thought that the solution was provided 
by a scheme of special hospitals for psychoneurotic 
and borderline cases with outpatient clinics attached. 
It was useless if the clinic were open only one after- 


noon a week; evening sessions were also absolutely 


essential, She pleaded for closer coöperation with 
the various and elaborate social, medical, and dental 
services throughout the country, and for greater 
uniformity of service. She wished that more local 
authorities could institute early-treatment centres 
and a coérdinating mental-health committee. In the 
more backward and distressed areas the situation 
was deplorable, not only cruel and inefficient but 
extremely wasteful. Doctors and social workers must 
have some special training for the work. 

Dr. HELEN Bor LeE thought a harmless name for 
the clinic was most important; ‘‘ nervous ” was the 
best word at the present time. An outpatient clinic 
was incomplete and inetlicient without beds, entirely 
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separated from mental hospital beds. The local 
authority should be allowed to pay for their patients 
wherever they chose to send them. Any new build- 
ings should be of the temporary-hut type; so little 
was known of what would be wanted in the future. 
The general hospital was the best locale for the clinic. 

Dr. G. DE M. RUDOLF pleaded the cause of those 
who were really terrified of anything “mental.” 
The attitude was by no means rare. 


from the mental hospital. By all means let it work 
in coöperation with the mental hospital clinics. 

Dr. F. Back said that the clinic in Sunderland had 
been running for 13 years and had always had three 
weekly sessions. Recently three child-guidance 
sessions had been added, held at the medical clinic 
of the education committee. He thought “ psycho- 
logical clinic’? was the best name. He approved of 
appointments but also believed that the clinic should 


‘be always available without appointment. 


Dr. SKINNER said that in Sheffield the clinic was 
officially known as the “ psychological,” unofficially 
as the “cuckoo” clinic; he thought ‘nervous 
clinic’? was better. He used his general beds for 
nerve cases. An outpatient clinic ought to be 
attached to every general hospital and should have 
beds of its own. It was impossible to deal adequately 
with the material presenting itself at these clinics, 
and the only solution was to have a paid staff; the 
local authority must step in here. His medical clerks 
attended the taking of histories in the psychological 
clinic, but not the treatment sessions; patients 
occasionally objected to their presence. 

Mr. P. T. P. PUDDICOMBE pleaded for thé more 
grammatical “nerve hospital.” The work must 
eventually be part of the responsibility of the local 
health authority, and the staff should include mental 
hospital officers and suitable practitioners. The nerve 
clinic should be part of the combined treatment 
centre, to which no stigma attached. 

Mrs. PHEYSEY (chairman, Bristol Mental Hospital) 
spoke for the woman in the street, and voted for 
‘“ nerve clinic”?; people thoroughly enjoyed having 
bad nerves. Local authorities had to borrow money 
for their building and could not borrow for shacks. 
Shack building was unhealthy building. 

Mr. ROLAND SmiTH (chairman, Hill End) thought 
“ nerve clinic ’’ was the right term. With the taboo 
that existed on such things, finance committees were 
sometimes a little hesitant to foot the bill for mental 
health ; the clinics were prophylactic and could never 
produce a rise in statistics or a return for money 
spent; he wished the board would publish figures 
of what other local authorities were doing.—The 
CHAIRMAN promised that it would. 

Dr. Octavia LEWIN said that the mind could not 
be separated from the body. ‘‘ Nervous clinic ” was 
a good sensible name. It was impossible to have an 
outpatient clinic without beds. The work of the 
clinics would be lessened if the educational side of 
psychology were properly tackled. 

Dr. A. SPENCER PATERSON said that over fifty 
years ago professors of Greek and English had con- 
sulted over the new clinic in Edinburgh and decided 
to call it the “‘ nerve hospital.” In Baltimore the 
term ‘“‘ psychiatric’? was used, but the clinic was 
popularly known as ‘“‘the bughouse.” At the 
Middlesex Hospital the department was called 
“ psychological medicine.” The choice should lie 
between “‘ psychological ” and “‘ nerve.” 

Miss BARTON pointed out that the Institute of: 
Child Psychology and the Institute of Medical 


For them there . 
‘ should be a clinic quite separate, in staff and locality, 
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Psychology had both found it impossible to obtain 
charitable support while they had the word ‘“‘ psycho- 
logy ” in their title. 


Mental Hygiene and the Press 


On Friday evening the chair was taken by Mr. 
W. F. Room. 

Dr. J. R. REES, opening a discussion on the influence 
of the press on the health of the community, said 
that a real advance had been made lately by the 
prohibitions imposed on reporting in the divorce- 
courts and the children’s courts. Many would wish 
that suicides could be treated with the same dis- 
cretion. Stories of suicide undoubtedly affected many 
other persons who were depressed. There was not 
sufficient selectivity by the press in dealing with 
their stories. The emphasis they gave was often 
wrong. Many papers would lose their circulation if 
the housing, economic, and social conditions of the 
country were better than they were at present, so that 
men and women had more scope for themselves and 
more chance of adventure. The avoidance of truth 
and of reality were clearly unsound for mental develop- 
ment, and astrology was a phase of newspaper history 
of which the country had every reason to be par- 
ticularly ashamed. Both the patent-medicine columns 
and the astrologer’s notes aimed at the prostitution 
of such little intelligence as some of the readers 
possessed. Wickham Steed, in a recent Penguin 
book, ‘‘ The Press,” referred to the trusteeship of the 
press for the health of the public mind. Dr. Rees 
believed that the responsibility of the press was 
perhaps greater even than that of the doctor, and 
professional standards should be established stricter 
than anything yet known. The function of lay men 
and women was to support good and honest journalism 
whenever they could : to be critical of their favourite 
journals and especially of their advertising. Demands 
and criticism must produce effect on newspapers. 
Children might with profit be set to the lesson, or 
game, of studying different types of newspapers and 
making graphs of the space allotted to various topics, 
such as home and foreign affairs, literature, murders, 
and sport. Many of them would probably become 
critical of the matter which the press offered the 
public and would be more discriminating readers in 
the future. Young men and women of culture and 
education who were really well balanced should be 
encouraged to go into journalism and into newspaper 
management. | 

Mr. PauL WINTERTON, of the staff of the News 
Chronicle, criticised the medical profession for trying 
to conduct not only its private meetings but its whole 
business in camera, for shrouding its work in a 
jealous secrecy, and for using an unintelligible jargon. 
A great responsibility rested upon medical men to 
use their wide knowledge in willing coöperation with 
the press, and to instruct the public on matters of 
health in general and mental health in particular. 
Medical etiquette appeared to prevent them from 
doing this. To spread truth and knowledge through 
the press in a signed article was, if not actually 
infamous conduct, at any rate conduct to be frowned 
upon. A specialist when rung up on the telephone 
for guidance was generally either shy or indignant. 
Mr. Winterton congratulated the National Council 
for Mental Hygiene on their press service, but added 
that every mental health organisation in the country 
ought to establish a bureau for supplying the press 
with articles and topical comment. A first-class press 
department at the Board of Control would be of 
great service, and could in a few years entirely 
transform the public attitude to mental health. 


Dr. N. G. HORNER, editor of the British Medical 
Journal, paid tribute to the National Council for its 
pioneer work in fostering the ideal of mental health. 
The medical press, he said, had no cause to be ashamed 
of the part it had played in promoting mental hygiene. 
The better class of doctors would coéperate more 
willingly if they were asked to interpret matters of 
importance rather than trivialities. The rule enjoin- 
ing anonymity was not so foolish or perverse as Mr. 
Winterton appeared to think. It was aimed against 
self-advertisement, especially by doctors in active 
practice. There were self-styled specialists, mostly 
hungry, pushing men, who would give much to have 
their names and photographs in all the newspapers 
as purveyors of information and opinions. The rule 
of anonymity kept those bounders within bounds, 
and meant that Dr. Donald Duck did less public 
quacking. The real experts would be more helpful 
and obliging if newspaper men were a little more 
discriminating. It must be rather vexing to a doctor 
to be interrupted in a difficult case, or pulled back 


from his bedroom at the end of a hard day, when . 


he found that the telephone call asked him to comment 
on a report received from a Paris agency that malaria 
could now be cured by a new drug called G.P.I. 

The body known as P EP, Political and Economic 
Planning, in a descriptive and critical survey of the 
press, had declared that its chief faults were triviality, 
exploitation of crime and sex, sensationalism, over- 
simplification, over-emphasis on the personal story 
to gratify a mere taste for gossip, and playing down to 
subconscious instincts. It summed up the attitude 
of the popular press in an epigram: ‘‘ Bad news is 
often good news, in the sense that it makes good 
copy.” The criticism had, however, extended to the 
tastes of newspaper readers, large numbers of whom 
would, it was said, support a newspaper which 
was considerably more sensational, scandalous, and 
irresponsible than anything which the scruples of 
journalists, advertisers, and proprietors, and the 
restraints of law, would now allow to appear. The 
British public rewarded with high profits the owners 
of a newspaper which kept as closely as possible to 
the unprintable. If that was the mind of the British 
public, asked Dr. Horner, could the press be blamed ? 
The medical journals contained a good deal of matter 
which could be profitably passed on to the public, 
and the profession as a whole would like to codperate. 
Was it asking too much of the press to take a little 
more serious interest in articles in the Lancet and 
British Medical Journal than in the man with three 
thumbs or the baby which weighed as much as its 
mother ? 

Dr. MURDO MACKENZIE pointed out an important 
difference between the facts of the mind and those of 
the body: they were not accessible to the special 
senses. He had perceived behind Dr. Rees’s speech 
the suggestion that if the press took a constructive 
point of view in mental hygiene they would have to 
take the lead in giving an accurate description to the 
things which were unseen as well as the things which 
were seen. Perhaps there had been a doubt in Mr. 
Winterton’s mind whether unseen things could ever 
receive the same form of public presentation. It was 
necessary to inquire whether any other means existed 
by which the press could give force to a constructive 
point of view in mental hygiene. The facts of science 
had always been difficult to the press, but they had 
come into public presentation in due course because 
their inevitability had been recognised by common 
consent. This inevitability had resulted first of all 
from the conversion of a minority, and that minority 
must be well informed. To be well informed about 


t 
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the facts of mental hygiene was no easy matter but 
needed pure unadulterated slogging. The informed 
minority must then, from a concise clarity of mind, 
state the facts to the press in a convincing manner. 
If the minority worked hard enough the public mind 
would inevitably demand this knowledge and the 
press must succumb to the demand. 

Mr. S. H. Hatrorp (Middlesex county council) 
quoted the opinion of a responsible newspaper 
manager that a paper which was conducted by 
ordinary sensible and decent standards would sell 
about 35,000. copies a day. Before the Education 
Act, 1870, people had learnt to read because they 
wanted to improve their minds; since reading had 
become compulsory the intellectual standards of the 
reading public had become debased and a vast market 
had been introduced for unintelligent literature. 
Control of the press would, however, be too dearly 
bought at the price of liberty. 

Dr. REES, in reply, said he proposed that control 
of the press should be exercised by journalists them- 
selves and not by the executive.—Mr. WINTERTON 
declared that the medical profession was not yet 


pulling its weight in the councils of the nation, 
however valuable might be its work. He reminded 
doctors thaé it had been left to a layman to tell the 
public the marvellous and extremely important story 
of the malarial treatment of general paralysis. 

The conference also discussed education and the 
emotional needs of the child, problems of adolescent 
instability and juvenile delinquency, and the place 
of the social worker in mental health. 


MEDICINE AND THE LAW 


Bogus Doctor 


Last week at the Middlesex sessions two men who 
had posed as solicitors were sentenced to 12 and 
9 months’ imprisonment respectively. On the same 
day at the Old Bailey a dentist who had posed as a 
doctor received 6 months in the second division. 
One must resist the temptation to assume that a 
bogus solicitor is more hateful to the law than a 
bogus doctor. 


The dentist was Henry Bernard Langdon, aged 53, 


with an address at Walthamstow. According to the 
police he was married in 1907 and for a time kept a 
second-hand clothes shop ; he and his wife afterwards 
“ entered dentistry ’ at Walthamstow; in 1923 he 
bought his wife out of the business which had earned 
£2000 a year; he first came to the notice of the police 
in 1936 when he “ attempted to engineer a marriage 
between an Italian woman and a man who was found 
to be a deserter from the army.” A detective-sergeant 
told the court last week that for the past year or two 
Langdon had been posing as a doctor in the West End 
of London, chiefly among members of the theatrical 
profession. The prosecution stated that Langdon 
was introduced to a Mr. and Mrs. X as “ Dr.” Langdon 
and made no comment. Mrs. X was not in good 
health. Langdon said he would examine her. He 
told her to undress and, in her husband’s presence, 
he made his examination. Ile was paid for the treat- 
ment he prescribed. The charge against him was one 
of obtaining money by false pretences; there was 
also a charge of improperly assaulting Mrs. X. In 
the absence of a full report of the case it is assumed 
that the latter charge related to the technical assault 
of medically examining a patient who had given her 
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consent in consequence of a fraud—namely, the false 
pretence made by Langdon that he was a qualified 
medical practitioner. 

Whatever were the facts in Langdon’s case, the 
general legal position is that consent is usually a 
defence to a charge of assault but that fraud vitiates 
the consent. There are well-known cases which 
illustrate this principle. R. ~v. Rosinski (1824) 
showed that a medical man (or a person pretending 
to be a medical man) commits an assault if he strips 
a woman naked on the pretence that he is diagnosing 
her illness. In R. v. Case (1850) the patient’s consent 
was vitiated by the fraud when a man induced a 
girl to have connexion with him on the pretence 
that he was treating her medically. 


+ Without the Patient’s Consent ’’ 


It is perhaps unnecessary to repeat the warnings 
in the textbooks as to the illegality of medical 
examination under the supposed authority of a 
magistrate without the patient’s consent. Judges, 
magistrates, and police have no power to order 
compulsory examination. In Weir v. Hodgson 
(Lancet, 1869, 1, 752) £200 damages were awarded 
against a surgeon and a police inspector who insisted 
on examining two women in order to find out whether 
either of them had been recently delivered of a 
child. Two years later there was a distressing case 
(Lancet, 1871, 2, 333, 414, 477) where a woman was 
suspected of infanticide. Two doctors attempted to 
examine her under the authority of a coroner’s order ; 
she committed suicide rather than submit to the 
examination. The coroner had no power to make 
any such order. In Agnew v. Jobson (1877) a 
prisoner who was charged with concealment of birth 
was examined without her consent by a doctor on a 
magistrate’s order. She recovered damages against 
the doctor, the police, and the magistrate. 

By way of exception there used to be one single 
occasion on which a woman could apparently be 
examined against her will—namely, when she had 
been sentenced to death and had asserted herself 
to be pregnant. The next step was the empanelling 
of a jury of matrons de ventre inspiciendo, to decide 
whether her assertion was true or not. In 1931 this 
ancient relic of the criminal law was abolished by 
the Sentence of Death (Expectant Mothers) Act. 
Thereafter, if the same situation arose, the question 
of pregnancy was left to be decided by an ordinary 
jury like any other question of fact. The jurors were 
to give their verdict ‘‘ on such evidence as may be laid 
before them either on the part of the woman or on 
the part of the Crown,” and they were to find her 
not pregnant unless the contrary were affirmatively 
proved. 

Consent to Dental Extraction 


When there is no element of fraud, there may be a 
dispute over the fact of consent. Recently in the 
Macclesfield county court a patient complained 
that she had consented to the removal of only four 
teeth whereas the dentist had extracted sixteen. There 
was a sharp conflict of evidence, the dentist insisting 
that he had advised the extraction of all the teeth 
in view of their decayed state and the presence of 
chronic pyorrhæa, that the patient had fully under- 
stood and consented, and that the services of an 
anesthetist would not have been necessary for the 
extraction of only four. The patient, her husband, 
and her mother had given evidence to the contrary. 
The county court judge came to the conclusion that 
the parties had arranged for only four teeth to be 
taken out. He thought the explanation of what 
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occurred was that, when the dentist had taken out 
the four teeth, he’ found they were in a bad way 
and then, acting on the spur of the moment, had 
decided to make a-clean sweep. As a matter of law 
the dentist was not entitled to do this. His instruc- 
tions were to extract four and there were no circum- 
stances which justified him’ in exceeding that 
authority. The judge awarded the patient £12 12s. 
damages for the shock she had suffered and gave her 
judgment with costs. 

It probably does not occur to a dentist to obtain 
a consent in writing for the extractions he is about to 
make. In more serious surgical operations there 
is no safety in oral instructions. 


Fee for Emergency Treatment 


By section 16 of the Road Traffic Act of 1934 
Parliament gave medical practitioners some. kind of 
security that they would be paid for services rendered 
in emergency to the victims of traffic accidents. 
The amount of the fee was made part of the liability 
against which the motorist is compelled to insure. 
But the wording of the section specifies that the doctor 
must have rendered his aid ‘‘ immediately ” after 
the accident. A recent case in the West London 
county court shows that an interval of half an hour 
after the injury may prevent the doctor from claiming 
a fee from the motorist. In the West London case 
a woman was loading goods into a van near the 
Strand when a taxicabman, backing his cab, pinned 
her against the van. Refusing to go to hospital, 
she was driven to her home in Fulham where she 
arrived about 35 minutes after the accident. Dr. 
Evelyn Nixon of Lillie Road, Fulham, and Harley 
Street, happened to be passing and was able to render 
first aid; she gave an injection, the patient being in 
a state of collapse. When Dr. Nixon applied for 
| payment of the fee of' 12s. 6d. by the cabman, 
the latter contended that the medical aid was not 
given ‘“‘ immediately.” This view was upheld by the 
registrar who decided against Dr. Nixon with costs. 
The doctor is free to sue the patient in the ordinary 
way, and presumably the patient can recover the 
amount from the negligent motorist. The case 
shows the limitations of the statutory claim under 
section 16. 


FIRST-AID POSTS AND HOSPITALS IN 
AIR ATTACK 


THE Ministry of Health has now decided that in 
drawing up their schemes for air-raid precautions 
local authorities should provide for the attendance 
of at least one doctor in each first-aid post, and if 
possible a trained nurse as well. The doctor’s function 
will be to intercept the walking wounded and those 
unwounded but gas-contaminated cases who are 
otherwise likely to gravitate to the nearest hospitals 
and hamper their proper work of dealing with the 
severely injured. The Ministry suggests that a first-aid 
post should be attached or very close to every hospital 
that is to be used for the initial reception of casualties, 
and that the outpatient department itself could 
often be used for the purpose. It might then be 
convenient for the medical and nursing personnel 
of the post to be drawn from the hospital staff. Some 
of the smaller hospitals and clinics, which would be 
unsuitable for the reception of casualties, could also 
be transformed into first-aid posts. In some places 
buildings other than medical will have to be selected 
as posts and in the less populous areas the fixed posts 
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might usefully be supplemented by mobile units, 
consisting of converted motor vans or single-decker 
buses. 

In a booklet 1 issued by the Ministry of Health this 
week hospital authorities are urged to proceed at once 
with measures to protect their buildings against air 
attack, especially if they are situated in densely 
populated areas or near likely targets, and it is stated 
that the Government are prepared to contribute 
towards the cost. According to this booklet it is not 
practicable to protect hospital buildings from direct 
hits by high-explosive bombs or from the blast effect 
of such bombs falling within 50 feet, but some protec- 
tion against blast and splinters can be given on the 
ground floor by sandbagging walls, windows, and 
doors. In many hospitals the operating-theatres are 
especially vulnerable owing to their wide expanse of 
glass, and where adequate protection by sandbags 
or brickwork is impossible arrangements should be 
made for alternative operating-rooms in less exposed 
parts of the building. For dealing with gas cases 
provision must be made for outside shelters where 
contaminated clothing can be removed before admis- 


‘sion and for baths for cleansing contaminated areas 


of skin. 


In constructing new hospitals the booklet urges 
that the risk of air attack should be considered in 
the selection of sites. There is little to choose between 
a multi-storied’ compact building that will offer a 
small target and a single-storied building which 
would be less susceptible to direct hits or fire. Build- 
ings should be steel-framed with reinforced concrete 
roofs at least five inches thick, and enclosed courts, 
high chimneys, and roof lights should be avoided as 
far as possible. Where there is to be a basement it 
should be made suitable for an air-raid shelter, with 
a roof strong enough to withstand the fall of debris 
if the superstructure collapses, 


1 Structural and other Precautions against Air Raid Risks 
in Hospitals. H.M. Stationery Office. Pp. 12. 3d. 
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“It is a pleasant thing to see brethren dwelling together 
in unity: it is like the oil upon AaRon’s beard.” With- 
out pledging ourselves to the literal accuracy of the 
quotation, or to the justness of this simile, we undertake 
to say that it is very pleasant to see the medical men 
of a neighbourhood living together amicably, cultivating 
science peacefully, and labouring zealously for the public 
good. If we have sometimes found ourselves in the midst 
of war, and sometimes led the van, it is not because we 
have ever been insensible to the charms of the smooth, 
easy, oily state of things, so congenial to a learned 
profession, but because general practitioners and the 
great body of our brethren have had presented to them, 
ever since this Journal existed, the alternative either of 
agitation, or of tranquillity with dishonour, degradation, 
and exclusion from all offices of distinction and profit in 
the medical corporations. Under such circumstances war 
was indispensable... . 
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THE LANCET Index and Title-page to Vol. II, 1938, 
which was completed with the issue of Dec. 31, is now 
in preparation. A copy will be sent gratis to sub- 
scribers on receipt of a post card addressed to the 
Manager of THE LANCET, 7, Adam Street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 
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SCOTLAND 


(FROM OUR OWN CORRESPONDENTS) 


ABERDEEN UNIVERSITY 


THE opening of term at Aberdeen University 
brought the inaugural addresses of two new professors, 
Dr. R. D. Lockhart, professor of anatomy, and Dr. 
R. S. Aitken, professor of medicine. Speaking of the 
action of muscles, Prof. Lockhart described an investi- 
gation in which he and a colleague proved that 
many fibres run the whole length of a muscle,: often 
as much as 30cm. He also dealt with the difference 
between normal and controlled movement, illus- 
trating his arguments with a living model and with 
numerous films. He showed radiograms of the feet of 
Pavlova and other ballerinas, and footprints of the 
shoeless Australian aborigines, whose feet, far from 
being splayed and ungainly, were as comely as those 
of shod peoples. 

Outlining what he believed to be the function of a 
department of medicine in a university, Prof. Aitken 
said it presented itself under the headings of prac- 


tice, teaching, and research. He spoke of the still 


largely empirical nature of practice and of the need 
for early practical experience. Tolerance, sympathy, 
and determination were qualities needed to make the 
doctor-patient relationship a fruitful one. The 
present system of training doctors was to load them 
up with knowledge; there should be a drastic selec- 
tion of what was offered to the student, determined 
by the needs of medicine and surgery. Teachers 
might easily be misled into thinking that their best 
student was the one who could avidly soak up facts 
and later squeeze himself on to an examination paper, 
and they might even adapt their teaching to his 
sponge-like propensities. Every student of a univer- 
sity should learn to use a library and to read its 
books and journals critically. Bedside thinking 
should also be critical, and it was important that 
where laboratory methods could fully establish a 
diagnosis they should be undertaken by the student 
so that he would learn the association of clinical and 
laboratory findings from experience and not blindly 
from his teacher. In the wards there should be an 
atmosphere of friendly coöperation between doctors, 
nurses, and students. A department of a university 
which attempts no research in its own field, Prof. 
Aitken said, did not deserve its status and should 
belong to a technical school. Research was a mental 
discipline which helped clear and critical thinking, 
and this alone justified the policy of encouraging 
young graduates to spend a year or two in the 
laboratory. Contact between teacher and research 
worker should be close, for there was much to be 
gained on both sides. 


EDINBURGII ROYAL INFIRMARY 


The annual report of the managers shows that the 
work of the Royal Infirmary has increased steadily 
during the past year, inpatients numbering 22,000 
and new outpatients nearly 76,000. The popularity 
of the hospital is proving an embarrassment, but the 
managers hope that a scheme of coöperation with 
the municipal hospitals will relieve the situation. 
The hospital still has no paying beds except in one 
small department, and the financial position is causing 
the managers some anxiety. Last year the ordinary 
income was nearly £141,000, but this left a financial 
deficit of £71,000, part of which was paid by free 
legacies and special receipts amounting to £56,000. 
It is the first time for many years that the accounts 
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have shown a deficit after making use of free legacies, 
and the managers point out that the extra commit- 
ments incurred in taking over the management of 
the new maternity hospital which is to be opened in 
March are likely to increase: the burden on the insti- 
The new nurses’ home, which provides 
accommodation for 300 nurses, will soon be finished. 
The total cost of the extension scheme exceeds 
£500,000, of which £400,000 has been raised. The 
chairman suggested at a meeting last week that the 
new maternity hospital might well be given a grant 
from state funds. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


THE HOURLY DISTRIBUTION OF STILLBIRTHS 
AND NEONATAL DEATHS 


SEVEN years ago it was noticed by de Porte? 
that the stillbirth-rate reaches a peak between three 
and six in the afternoon. American obstetricians 
have offered various explanations of this phenomenon, 
of which the two most notable are, first, that since 
most labours 
begin at night 
most prolonged 
labours will end 
in the after- 
noon, and, 
secondly, that 
since doctors 
are busy in the 
afternoon 
they may be 
more readily 
disposed to 
operative inter- 
ference then. 
Jacob Yerush- 
almy, until 
recently statis- 
tician in the 
division of 
maternity of 
the New York 
state health 
department, 
has now con- 
firmed de 
Porte’s original 
observation 
and has added 
some observa- 
tions on the 
distribution in 
time of opera- 
tive deliveries. 
The latter 
shows two 
peaks, one around 11 a.m. when hospital operating- 
rooms are normally busy and one corresponding to the 
peak of stillbirths in the afternoon. The relation- 
ship of the trends is shown in the accompanying 
figure. The author is careful to state that correlation 
does not necessarily imply causation. 
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The curve of stillbirths (aA) is drawn from 
figures quoted in ** Principlesof Medical 
Statistics’? by A. Bradford Hill, p. 8t. 


TRAINING HEALTH ADMINISTRATORS 


Yale University has instituted what is probably 
the first course in this country to prepare health 
administrators for the task of supervising the distri- 


1 de Porte, J. V., Amer. J. Obstet. Gynec. 1932, 23, 31. 
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bution of medical care. The title of the course is 
“ Public Health Problems Related to Tax-Supported 
Medical Care.” There will be a symposium of lectures 
on “ World Background ” by a distinguished German 
exile, Dr. Franz Goldmann ; “The American Scene,” 
by the professor of public health, Dr. C.-E. A. 
Winslow, and Prof. Ira Hiscock; and “ Practical 
Experience in the United States,” by Dr. H. Jackson 
Davis, chief medical officer of the New York state 
department of social welfare. These will be followed 
by more specific discussions of social service problems 
and the relations of hospitals to the medical profes- 
sion, voluntary agencies, and the health department. 


FRESH WORK ON PELLAGRA AND NICOTINIC ACID 


Working in the University of Cincinnati Tom D. 

Spies, R. W. Vilter, and S. P. Vilter have shown that 
the blood of normal persons on well-balanced diets 
supports the growth of B. influenze to a much greater 
extent than does the blood of pellagrins who are on 
deficient diets. After the administration of adequate 
amounts of nicotinic acid thé growth-promoting 
activity of the blood of the pellagrins is increased. 
Cozymase (or co-ferment) is also increased in the 
blood of these patients after giving nicotinic acid, 
and the investigators think that the therapeutic 
effect of nicotinic acid in pellagra may depend on 
the synthesis of nicotinic acid nucleotide and finally 
codehydrogenase in the body. Since they have found 
that a number of other chemical substances are also 
beneficial to certain pellagrins in relapse, it may be 
that the same general biochemical system or systems 
are involved in these various deficiencies in water- 
soluble vitamins. 
_ That these observations are of general importance 
is indicated by the fact that the blood from patients 
with severe diabetic acidosis also supports the growth 
of B. influenze much less than does the blood of 
normal individuals or the blood of the same diabetic 
when regulated or given large doses of nicotinic acid. 
The addition of codehydrogenase to the deficient 
blood, or to autoclaved media without blood, makes 
it support luxuriant growth of the influenza bacillus, 
although nicotinic acid amide shows no such growth 
stimulation. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


EXPANSION OF THE PASTEUR INSTITUTE 

IN 1884 Louis Pasteur started a laboratory in 
Garches, a suburb of Paris, and it was here that 
diphtheria antitoxin was prepared for the first time. 
The Garches institute was somewhat put into the 
shade by the new one which came to be known as 
the Pasteur Institute of Paris, and it might have been 
relegated to unenterprising obscurity but for Gaston 
Ramon who during the past fifteen years has made 
its name famous by his investigations of diphtheria 
and tetanus. As his work has grown the original 
buildings in Garches have become too small and new 
laboratories have had to be built for the production 
of anatoxins (toxoids), for the study of antigens and 
antibodies, and for testing recent discoveries. These 
new laboratories were formally opened on Dec. 22 
last by the minister of public health who took the 
occasion to decorate Ramon with the collar of a 
commander of the Legion of Honour. 

In a brief address Prof. Ramon traced the history 
of the Garches institute since 1884. From the study 
of rabies its staff had passed to that of diphtheria 
and then to that of tetanus, and the preparation of 


anti-diphtheria and anti-tetanus sera had assumed 
large proportions. He claimed on behalf of his / 
anatoxin that it had reduced the diphtheria mortality 
by about three-quarters in ten years in Paris, where 
only 50 per cent. of the children were inoculated ; it 
had reduced the mortality by more than nine-tenths 
in New York where 80 per cent. of the children were 
inoculated ; and it had practically stamped out 
diphtheria in Canada where almost every child is 
inoculated. Turning to the anatoxin prophylaxis of 
tetanus, he said that the ten-year application of this 
system to army horses had rid the French cavalry of 
the disease. Compulsory inoculation against tetanus 
had been in force among the French troops since the 
law of Aug. 16, 1936, had become effective. The 
simultaneous immunisation of the army against 
diphtheria, tetanus, and typhoid fever had caused no 
inconveniences marring the successes achieved. Prof. 
Ramon added that the new processes devised at 
Garches had yielded, in a quarter of the time formerly 
required, antitoxic sera from five to ten times more 
active than before. 


INSTITUTIONAL CARE OF THE INSANE FOREIGNER 


Every time an insane foreigner shoots and kills a 
sane Frenchman there is an outcry in the press over 
the abuse of French hospitality. This easily com- 
prehensible reaction has lately found expression in 
the request of a French senator to the minister of 
public health for information as to the nationality 
and the number of foreign patients resident in French 
mental hospitals. In his official reply, the minister 
puts the number at 4388. More than a quarter of 
them .are Italians (1116). The Poles come a good 
second with 982, and the Russians third with 546. 
Spaniards, Belgians, Turks, Germans, and Czecho- 
slovaks are each represented by three-figure numbers. 
The British come comparatively low in the list 
with 64, and Korea, Denmark, and Norway are at 
the bottom of the list with only one patient apiece. 


-_ 


A BADGE FOR THE MEDICAL MOTORIST 


In 1929 the Association des Médecins Automobilistes | 
de France came into being in response to the instinct 
which makes birds of a feather flock together. 
A specific objective of this new body was the devising 
of a distinctive badge, the carrying of which would 
enlighten and impress the onlooker. For some years 
now this badge has had an effective, if not yet quite 
official, recognition by the police. Their attitude to 
it has been defined as one of tolérance aimable as 
regards circulation and parking, and the same spirit 
of friendly tolerance is often shown by other motorists 
to motoring doctors. The badge has often proved 
helpful to doctors driving in thoroughfares in which 
political differences of opinion have generated 
casualties. The same association helps its members 
over legal difficulties, insurances, taxation problems, 
and those purchases in connexion with which sub- 
stantial reductions can be obtained by corporate bodies. 


“|. . It is a striking thing that when attempts are 
made to extend health and education services they are 
held up ‘because we cannot afford them,’ but when 
plans are developed for the war of man against man, they 
are at once put into action and we are called upon to 
make great sacrifices to pay for them. If these armaments 
are really needed I am prepared to meet their cost, but 
I maintain that the same attitude should be assumed in 
the war against Nature, and that when it is known that 
increased activity is essential for education and for health 
the cost must be faced just as much as it is claimed it 
must be for planes and battleships.”—T. B. LAYTON, 
Guy’s Hosp. Gaz. Dec. 31, 1938, p. 532. 


THE LANCET] 


[saAN. 21, 1939 171 


“THE AIR-RAID : 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. MıīırcarxeER, C.B.E., T.D., F.R.C.S., and E. M. CowErL, D.S.O., T.D., F.R.C.S. 


III —GENERAL PRINCIPLES OF WOUND 
SURGERY AND ANÆSTHETICS 


THE general principles of war-wound surgery 
differ considerably from those of ordinary civil 
practice, although they are somewhat comparable 
to those necessitated by the severe injuries met with 
in motor-car and industrial accidents. This difference 
in principles is due mainly to infection of the wound 
: caused both by the carrying in of shreds of clothing 
and surrounding dirt with the projectile and by the 
considerable disruption of tissue round the wound 
track. Micro-organisms are thus introduced into the 
damaged tissue, often isolated from the surrounding 
air, in conditions which favour their rapid growth. 
The principle therefore to be observed in all war- 
wound surgery is the prompt and thorough excision 
of the entire wound track, together with the damaged 
surrounding tissue, and the primary suture of the 
resultant wound, or delayed (secondary) suture if 
primary cannot be carried out without tension. 

Delay in transport caused by enemy action is 
likely to result in the wounds of many patients being 
already extensively infected before they come under 
the care of the surgeon, and the extent of the wound 
and the involvement or close proximity of important 
anatomical structures often render impossible complete 
excision of the wound track. As a general rule 
excision, to be satisfactory, must be performed within 
twelve hours of the infliction of the wound, and earlier 
than this if possible. After this period the chances 
of obtaining primary union after excision are extremely 
small, but in the case of superficial wounds it may be 
justifiable to perform this operation up to twenty- 
four hours, roughly approximating the surface of the 
resultant wound, when this can be done without 
tension and no obvious infection is present, and 
draining the incision for twenty-four hours. In 
cases seen after twenty-four hours, and in any case 
seen at an earlier period in which total excision is 
impossible, débridement of the wound must be under- 
taken. This consists in free excision of crushed and 
damaged tissue and the provision of adequate drain- 
age from the most dependent part of the wound. 

Deébridement should always be carried out in the 
case of all extensive lacerated wounds in which 
coaptation of the surfaces after excision must of 
necessity entail tension and therefore should not be 
attempted. Compound fractures should be examined, 
obviously loose and necrotic pieces of bone removed, 
and the limb put up on a skeleton splint with 
extension. The delays so often seen in previous wars 
will probably not occur in the evacuation of most 
of the casualties in air-raids in cities, but there are 
bound to be delays owing to the blockage of streets 
by fallen buildings and to the necessity of rescuing 
the wounded from beneath the debris. 


TYPES OF WOUNDS 

The following types of injury are to be expected 
from the action of high-explosive and incendiary 
bombs ; further, gas may be used by enemy aircraft, 
and the surgeon at any clearing station may therefore 
have to contend with decontamination of injured 
persons before operating upon them, or in certain 
circumstances he must operate in a gas mask (this 
should be practised in peace-time, for it is both 
exhausting and difficult). 


(1) As a result of the blast of high-explosive bombs 
many crush injuries and fractures, due mainly to 
falling masonry, are bound to be met with, and in 
many cases these will be immediately fatal or the 
victims will be past surgical aid by the time they 
have been rescued from under the fallen debris. In 
the remaining cases severe mangling of limbs and 
compound and simple fractures will be the chief 
injuries. 

(2) Many wounds will be due to the explosion of 
bombs and the falling fragments of shrapnel and 
shell casing from anti-aircraft guns. These fall 
into three main types :— 


_ (a) Lacerated wounds due either to bomb casing, 
in which event whole limbs are often avulsed and the 
patient eviscerated, so that they come very seldom 
under the care of the surgeon, or, more commonly, 
to fragments of shell cases and shrapnel, in which 
event they are usually of moderate severity. 

(b) Penetrating wounds usually due to high-velocity 
bullets fired from low-flying aircraft, a type of wound 
not likely to be much met with in London, where 
air defence against this form of aircraft is well 
organised and efficient. 

(c) Contusions due to small fragments of falling 
masonry and by patients injuring themselves in 
their haste to enter air-raid shelters. 


(3) Burns due to incendiary bombs and the resulting 
fires, and to chemicals, such as mustard gas or cordite. 


Certain types of wounds deserve special considera- 
tion. Chest wounds are usually caused by bomb 
fragments ; hence extensive laceration of the chest 
wall combined with damage to the underlying viscera 
ensures a high mortality. When the case is not 
immediately fatal, the wound and pleural cavity 
should be rapidly cleansed and the complete thickness 
of the parietes promptly closed, so as to allow the 
lungs to expand. This operation, to be successful, 
will probably have to be performed at a dressing 
station. If, after suture, the patient has a little 
dyspnea or cyanosis, he is best left .quiet in any 
position comfortable to him, and no attempt should 
be made to interfere with the wound for at least 
twenty-four hours, after which it may be explored, 
if necessary, under intratracheal anesthesia, and any 
fragments of shell may be removed after being 
localised by X rays. When there is hemorrhage from 
the great vessels, heart, or lungs, prompt operation 
to secure hemostasis is essential, and the same 
procedure must be carried out in ingravescent pneumo- 
thorax to crush and ligate any patent bronchi. 

Abdominal wounds.—All wounds of the abdominal 
parietes must be explored and, if there is any doubt 
about penetration of the abdominal cavity, laparotomy 
performed. The common complications are internal 
hemorrhage and perforation (often multiple) of the 
intestines. Internal hemorrhage must be arrested 
by ligation of the blood-vessels and by suture, | 
excision, or plugging of damaged solid viscera and 
a systematic search made of the entire intestinal 
tract from the stomach to the colon in cases of 
suspected perforation. Such search must be con- 
ducted foot by foot, the intestine being returned 
immediately after examination, while a lower portion 
is withdrawn through the laparotomy wound. Small 
perforations can be invaginated, but extensive ones 
need excision and suture of the gut. 


t 
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Wounds of the head fall clinically into two types: 
(1) those with a thin rapid pulse and extensive 
damage to the brain (here an early fatal result is 
to be expected); and (2) those with a slow full 
pulse which have a fair chance of recovery if operation 
is performed. It is important whenever possible 
to radiograph these cases before operating, so as to 
locate the missile and remove it at the operation with 
as little disturbance as possible to the brain tissue. 
Should pre-operative radiography be impossible, 
the surgeon should content himself with excising 
the edges of the. wound, removing the damaged or 
depressed fragments of bone and any obviously 
necrotic brain tissue, but forbearing to search for the 
missile unless it comes readily to hand in the wound. 

Wounds of the spine should be treated by the 
operator much on the lines of those of the brain. 
Owing to damage of the spinal cord the subsequent 
mortality is considerable. In all cases with retention 
of urine a suprapubic cystotomy should be performed, 
for it has been proved that patients who have 
not been catheterised do not develop ascending 
kidney infection. Wounds of the peripheral nerves 
should be sutured, provided this can be done without 
tension when the wound is excised or cleaned, and 
the limb splinted to rest any muscles paralysed 
as aresult of the nerve injury. Wounds of the face 
and jaw should be cleaned and passed as soon as 
possible to a plastic surgeon accustomed to dealing 
with this type of injury. Injured blood-vessels should, 
as a general rule, be divided and ligated above and 
below the site of injury and no attempt made to 
reconstruct theirlumen. Such attempts are dangerous 
and likely to be followed by severe secondary 
hemorrhage, should the wound become infected, and 
the ultimate results are unsatisfactory. 


| ROUTINE TREATMENT IN CLEARING HOSPITAL 


' The treatment of war wounds involves care of the 
patient from the time of infliction of the wound until 
the end-results have been attained, but in this article 
it is intended to deal mainly with the treatment which 
such cases should receive at the first hospital to which 
they are admitted, and from which they will probably 
have to be removed in a few days or earlier to make 
room for succeeding casualties from further air- 
raids. 

It should be the aim to keep patients for 3-8 days 
at the clearing hospital, but this may be impossible 
owing to the number of casualties or the exigencies 
of transport, and the medical officer should select 
the cases to be evacuated prematurely, should such 
conditions arise. These clearing hospitals will pre- 
sumably be established in existing hospitals in the 
metropolis and will be organised with a number of 
surgical teams on the lines suggested in the first article 
of this series. All cases admitted must be treated 
when necessary for shock—briefly, this consists of giv- 
ing fluids by mouth, or intravenously in severe cases, 
in which continuous blood-transfusion is of great 
value. All wounded patients must receive a prophy- 
lactic injection of tetanus and gas-gangrene anti- 
toxic serum. A combined injection is obtainable, 
and for the average case an injection containing 
500 units of tetanus antitoxin, 400 units of 
B. perfringens antitoxin, and 400 units of vibrion 
septique antitoxin should be administered. When 
wounds are obviously fouled with road dirt or manure, 
four times this dose should be administered hypo- 
dernically, and this treatment and any other given 
must be recorded on the patient’s medical card at 
the time of administration, so that, when he is trans- 
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ferred to another hospital, it may be known what 
treatment has been given. 

It cannot be too strongly impressed upon the young 
surgeon that every wound, however trivial, must be 
completely and thoroughly explored, for the vagaries 
of bullet tracks are many, and until such exploration 
has been carried out it is impossible to tell the exact 
course of the projectile, or what damage has been 
inflicted to subjacent viscera. Hence in the case of 
minute wounds of the abdominal parietes laparotomy 
is often necessary and must always be performed if 
any doubt exists about penetration of the abdominal 
cavity. In the case of lacerated wounds care must be 
exercised in the débridement lest important anatomical 
structures be damaged, and when such damage . 
is found it must be repaired as far as possible by 
suture of nerves, ligation of vessels, and reduction 
and splinting of fractures, efficient drainage being 
provided in every case. 

RADIOGRAPHY | 

If time and circumstances permit, radiography 
should be carried out as a routine in all cases of 
wounds by projectiles, to ascertain if fragments have 
been left behind and to locate their position. For 
this purpose there should be one or two X-ray units 
at each clearing hospital. It will seldom be possible 
or advisable to carry out these X-ray examinations 
before performing the routine wound toilet, but every 
effort should be made to radiograph head wounds 
before operation. When small fragments are deeply 
embedded in the tissues and cause no apparent 
trouble, it is advisable to leave them in situ rather 
than to undertake extensive operation, the successful 
results of which are problematical, and usually 
negligible compared with the damage done to the 
body tissues. All cases of both simple and open 
fractures should be radiographed after they have been 
splinted, and all cases of dubious fractures must be 
radiographed to establish a diagnosis, though this 
procedure may be impossible during rush periods. 
or when it may only be possible to adjust splints, if 
necessary, before transferring these patients elsewhere. 
A proportion of X-ray units should be mobile. 


| ANTISEPTICS 

The application of antiseptics to the two ends 
of a penetrating wound cannot affect the track of 
the wound, and this is on the whole a good thing, 
for in our experience the use of antiseptics in sufficient 
strength to destroy micro-organisms has a most 
deleterious effect on the already damaged tissues. As 
a general rule, therefore, antiseptics are strongly 
contra-indicated in wound surgery, for experience 
shows that antiseptic dressings cause more damage 
to the tissue cells than to the micro-organisms 
and thus encourage the spread of infection. The use 
of coloured antiseptics may be justifiable in following 
through the track of a projectile and can be used as 
a first-aid dressing when efficient cleansing is out of 
the question, but in such cases only a mild antiseptic 
should be used, such as a1 per cent. aqueous solution 
of gentian violet. or a 1 in 1000 solution of acriflavine or 
brilliant green, which are painless and non-irritant. The 
use of that popular and painful antiseptic 2-5 per cent. 
iodine in spirit is mentioned only to be condemned. 


AN ZSTHESIA 
Anesthesia will be necessary in the thorough 
excision and cleansing of all wounds, and for any 
patient suffering from loss of blood, shock, and low 
blood-pressure some form of stimulant anssthetio 
is necessary. For this purpose a hypodermic injection 
of morphine gr. 4-}, together with atropine sulphate 
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gr. 1/100, is a valuable premedication and allows the 
operation to be conducted under gas-and-oxygen 
anesthesia. Should deeper anesthesia be required, 
as in laparotomy or thoracotomy, ether can be 
administered. In no circumstances should spinal 
anesthesia be used in such cases, for the resultant fall 
of blood-pressure is very hard to combat and often 
fatal in already feeble patients. Local anesthesia 
is inadvisable, for the cedema consequent on the local 
infiltration in the area of the wound favours the 
growth of micro-organisms and retards healing. 
Nerve-block may be possible, but it is difficult to 
foretell the exact area of operation, and the patients’ 
mental condition is usually such that it is preferable 
that they should be unconscious of what is going on 
round them. Chloroform (except in hot climates) 
must not be used to anexsthetise such patients if it 
can be avoided, for the risk of cardiac failure is very 
great. As a general rule most of the wounded patients 
undergo anssthesia extremely well and cause but 
little anxiety to the anesthetist, provided he 
administers only gas and oxygen, supplemented if 
necessary with ether. 

The apparatus must be compact and simple, and 
portable if possible, such as the apparatus of Shipway, 
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Boyle, or McKesson, or some modification of these. 


A large reserve of cylinders of gas and of oxygen 
must be kept handy, but these should be stored 
outside the theatre and in such a place that they are 
unlikely to be exploded by a bomb falling in the 
vicinity. A cylinder of oxygen and carbon dioxide 
should also be available and a few inhalations from 
this given to every patient as a routine at the 
termination of anesthesia to reduce the incidence 
of lung complications and, by inducing deep breathing, 
to promote a more rapid recovery from the anes- 
The anesthetist’s equipment must include 
gag and tongue clips, intratracheal catheters and 
Hewett’s airways, as well as a ready sterilised hypo- 
dermic syringe and needles and ampoules of such 
restoratives as Coramine and strychnine. It is a 
wise precaution to place a drop of castor oil in each 
eye before the patient leaves the theatre, for this greatly 
diminishes any risk of post-anzsthetic conjunctivitis. 
In many cases the patient will be returned to the ward 
to be nursed by V.A.D.’s or orderlies, and it will be 
necessary to instruct these in turning the patient’s 
head to one side and keeping the jaw forward so 
that the pharynx may be kept clear when the patien 

vomits. : 
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Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


FROM A PHYSIOLOGIST IN AMERICA 


III. 

Nov. 23—Getting colder: severe frosts at night, 
but a fortnight ago sat outside in the garden reading 
all day—and they complain of the weather. The 
days are generally sunshiny and bracing, the cloudy 
days muggy and warm. Last week it snowed. 

Dr. § ~ insisted on my accepting two tickets 
for Saturday’s Yale v. Harvard football match, so 
B and I caught the early train to Boston. He 
ig another Englishman and we passed the journey 
comparing notes and seemed to arrive quickly at our 
destination. Boston station, like most I have seen, 
is magnificent and spotlessly clean. It is important 
in this country to differentiate between the “ station ” 
and the ‘‘track.”” We had a cup of coffee, and 
descended into the subway where we were packed 
tight and trundled off to the Stadium. We arrived 
a little late, but found our seats without difficulty— 
two numbers painted on a plank. They certainly 
don’t pander to the comfort of the spectators; it 
was the same at Yale. Unlike the Yale Bowl, which 
is quite open all over, this horse-shoe-shaped structure 
is topped by a roof, covering the upper half-dozen 
or so rows of seats, and supported by pillars. It 
is there only for architectural effect and certainly 
does look rather fine. We were miles away from 
the pitch, but could see perfectly. Yale never had 
a look-in, and suffered their first defeat of the season. 
Rather bad luck, as it was the last and most important 
game. Football stops now, probably owing to the 
imminence of winter, or perhaps because all the players 
get used up just about now. A snowstorm came 
on and lasted all through the second half. We 
buttoned up our coat collars and stuck it like 
Spartans; many of our companions drank whisky 
as well and became steadily more partisan. (Even 
girls take their spirits ‘‘straight.”) The game, 
unlike the previous one, was quite interesting, and 
included alot of open play. The Harvard team were 
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magnificent, making their 10 yards time after time, 
and their two scores were beautifully clean. Yale 
relied too much on brute force, and came off very 
much second best. They were lucky to escape with 
their 13-6 beating. 

The significance of university football is rather 
difficult for us to understand. The seats are quite 
expensive, and the game may be played before any- 
thing up to 80,000 spectators—very much like our 
professional games. Whether the money goes to 
the university, or the football club, or into some 
special fund I don’t know, but I gather vaguely 
that it is almost essential for a university to have a 
first-class team and that some people think it is not 
all for the best. 


* * * 


It is a coincidence that on the same day as writing 
up a good football match I have also to report a 
proper tea. We went to H ’s this afternoon, 
where “‘ pouring out’’ was done in the good old-. 
fashioned way. All the departmental wives were 
there, the husbands dropping in by ones and twos. 
We sat round the apartment and yelled at each other 
until it was time to leave, happy but exhausted. 
Marjorie was quite one of us, and solemnly produced 
a little basket she had made at school and passed 
round pea-nuts! As a matter of fact, I find that tea 
is not quite so unknown here as I thought. Two or 
three people make it in their labs, and in a tremendous 
lounge in the medical school there is a daily function, 
presided over by wives of prominent members of the 
teaching staff, at which tea is dispensed from silver 
urns and ‘‘cookies”’ distributed. The only un- 
English features about this are first, that it is free, 
and secondly that it is free to all—staff, students, 


and nurses. I believe it 1s unique, and not a national 
custom. 
* * * 
Nov. 29—Last Wednesday I spent all morning 


cleaning out mouse cages, and in the afternoon we 


\ 
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set out for New York where we were to spend Thanks- 
giving. It is curious how one comes to take these 
strange festivals for granted. I believe Thanksgiving 
has some connexion with harvest, but I have never 
troubled to consult any written authority. At all 
events, it is just as important as Christmas over here, 
and is the season of family reunion. We united with 
the C——s in New York, who were among the 
thousands of people meeting our train. Fortunately 
they spotted us. Thursday was actually Thanks- 
giving Day, and was as nearly like our Christmas 
as to need no description. 

On Friday we explored a little of New York, 
adopting the time-honoured method of getting on 
top of a ’bus to begin with, just to loosen the muscles 
of our jaws and allow our eyes to swell gradually. 
Manhattan is neatly divided into rectangles, 11 or 12 
“ avenues ’’ running from north to south, and about 
a couple of hundred “streets ” running east and west, 
with Central Park in the middle. Fifth Avenue runs 
approximately up the centre of the island, so we 
followed it from its business end in the south to its 
residential part overlooking the park... then round 
the north of the park and right across westwards 
to Riverside Drive, which flanks the Hudson River 
and is set with trees and gardens. Its chief virtue 
is that it is not straight. On aclear day there must 
be a wonderful view across the wide river from its 
numerous apartment houses. Here we found Grant’s 
Tomb which for some reason I expected to be rather 
funny, but it was a most sedate and imposing edifice. 

Made our way east again along rather dingy 
streets, lined with residences of varying attractiveness 
and numerous garbage bins (full), and came once 
more in sight of the park. 

At this point we investigated a fraction of the 
Natural History Museum which made me feel that 
I had perhaps insufficiently cultivated the museum 
habit. We saw among other things a section of 
one of the Californian sequoia trees over 16 ft. in 
diameter. It started growing about a.D. 500. We 
thought of stealing it for a dining-table, but decided 
it would not fit into our dining-room without removing 
at least three of the walls. What interested us most 
was Beebe’s original bathysphere—the hollow metal 
sphere with quartz windows in which he was lowered 
into the depths of the sea. Personally, I should hate 
to be shut up in it for five minutes, with or without 
oxygen and soda-lime. There is not enough room 
in it in which to stand upright, and of course no 
room for anything to sit on. The manhole by which 
one enters has to be bolted tightly in position, and 
the whole is suspended by a slender wire cable. 

Outside, the buildings at the south end of the park 
looked fairly near, so we decided to walk. We 
walked for what seemed like miles, but the buildings 
receded before us. Considering that they were as 
high as a range of small mountains it was not surpris- 
ing, but it became very tiresome. The fact of the 
matter was, it was too hot, in spite of being the end of 
November. However, we were stimulated by finding 
Broadway at the corner of the park, cutting diagonally 
across the city in a most unconventional but refreshing 
fashion, and lunched at the nearest ‘‘ Child’s.” We 
felt rather as though we were taking part in a film; 
everything was new, but vaguely familiar. There 
is no doubt about the value of the cinema in 
spreading civilisation. 

Impelled by the urge to see as much as possible, 
we decided to mount a skyscraper. The R.C.A. 
(Radio Corporation of America) building is nowadays 
considered to be all that a skyscraper should be, 


though it is not the largest in the world, so with 
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some trepidation we entered a door which would 
have made a nice frame for pur house at home. 
Inside it was still New York, only the sky being 
absent. There were marble streets of shops, res- 
taurants, exhibitions, telephones, and a large post 
office. It would be possible to live there without 
ever seeing the light of day. A passage led to the 
biggest music hall in the world, and all that was 
lacking was a church and a cemetery. In view of the 
possibility of getting physically so near to Heaven, 
perhaps the former does not rank as a deficiency. 

We were rather surprised that we were allowed to 
go up in an elevator without a written introduction 
to the operator, but he accepted us as a matter of 
course and lightly flung us up to the 40th floor in 
less time ,than it takes to write it. After that, 
passengers began to leak out at every five or six floors. 
At the 65th floor we were relieved of 40 cents each 
before being allowed to the 70th floor and so to the 
roof. The view was not fifty miles in extent as it 
should have been, because the day was not quite 
clear, but we could see most of Manhattan. The 
slight haze lent a good deal to the picture of the 
great skyscrapers. The highest in the world is 
the Empire State Building (1250 ft.). Ours was the 
fifth highest in New York, being only 850 ft.; we 
could feel a slight shock as gusts of wind struck the 
building, and wondered how on earth they made the 
things stand up. Still, there they are, and they 
defeat description. People can say what they like 
about the ground floor of New York, with its noise and 
incongruities, but up here one feels that man has gone 
one better than nature. (I can hear some of my friends 
snorting loudly about the top of the Chrysler building, 
but anyone standing on’top of the world and peering 
at this ornate pinnacle has no soul.) 

To gaze on these aspiring clusters of graceful, 
delicately poised needles, to think that they are really 
stupendous columns of masonry, reaching proudly, 
albeit a little wistfully, into the sky, is to uncover 
for a moment the core of the American character. 
What homesick emigrant could fail to take heart 
at the sight of this man-made miracle? ‘‘ Be of good 
cheer, be strong, and triumph!” it shouts. As 
a child bursts into activity on being released from 
school, just to show itself that it is really free, so 
an enthusiastic and unfettered people spontaneously 
flings its mighty monuments to the sky. 

Before we came to earth the setting sun broke 
through the clouds, and a beam of light lit up 
a stretch of the Hudson River which shone for a 
moment like gold. We left the skyscrapers gradually 
fading into the heavy atmosphere and reappearing 
as cascades of light. ... We descended at the rate 
of one floor in three-quarters of a second. 


æ * * 


Coming out of the R.C.A. building we fell into the 
trap which always awaits the stranger in these 
rectangular cities. We set off walking briskly 
eastward in the firm belief that we were travelling 
in precisely the opposite direction. By the time we 
had found out our mistake and retraced our steps, 
we were too late for the 4 o’clock performance at 
the Hayden Planetarium, and had to wait for three- 
quarters of an hour. In the interval we explored the 
building and were somewhat awed at the large number 
of meteorites which were assembled in the circular 
corridor. One of them was a trifle of apparently 
solid iron weighing about 35 tons, and none was 
negligible from the mere pedestrian’s point of view. 
I heartily approve of the habit these things have of 
falling in unfrequented spots. 
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In the centre of the building on the first floor we 
found a room with the sun in the middle of the ceiling 
and the planets sweeping round it on little railroad 
tracks. Round the planets careered their little moons, 
looking rather fussy, but obviously enjoying making 
the parent body dizzy. One of them had aparticularly 
annoying and disrespectful trick of chasing round 
faster than its planet was rotating. We had a wire- 
less lecture on the planets, and then went up to the 
next floor into another large circular room covered 
by a great dome-shaped ceiling. In a pulpit at one 
side was the lecturer, an erudite gentleman who 
subsequently entertained us by describing the various 
ways in which the end of the world might come. 
If it is as terrifying as some of the acts he put on to 
illustrate his meaning, I shall be more than content 
to have ended first. The audience sat solemnly 
round an impressive-looking apparatus in the centre 
of the floor, rather like a telescope with multiple 
tumours, and held hands while the lights slowly 
faded and the silhouette of New York round 
the edge of the roof gradually became indistin- 
guishable. Then above us the night sky suddenly 
appeared, perfect in every detail and a cool 
breeze played round us. Whether this was 
stage-management, autosuggestion, or merely a 
draught I don’t know, but it was impossible to 
realise one was not outside on a clear starlight 
night. 

The sky was a deep unfathomable blue, and all 
the stars were there, even to the Milky Way. We 
didn’t count them, but I’m sure even the smallest 
had not been overlooked (the apparatus is of German 
manufacture). As for imagining that the whole thing 
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was just several slabs of concrete, nothing could 
have been more ridiculous. luminous arrow 
played round the firmament, several million light- 
years away, and obligingly indicated the stars and 
constellations referred to by the magician in the 
pulpit. I should have liked a sober demonstration 


of how the night sky changes during the year, but 


we were treated to much more sensational fare. First 
of all, we had a dizzy journey through space or time 
or both to a distance of several thousand centuries. 
Apparently the earth wobbles a bit on its axis, and 
while this is reassuring politically, it would be rather 
disconcerting to come back and find the Southern 
Cross definitely out of bounds and the Pole Star on 
strike. This is what happened, however, and North 
was definitely somewhere else. Next, by some 
obscure process, we seemed to be a long way from the 
sun, which appeared as a small star; I suspect we 
were now disembodied spirits floating about in space. 
However, when the sun collided with Alpha Centaurus 
we were in at the death, for it was accompanied by 
a bang and a blinding flash of light. We were shown 
comets, meteors in full flight, and finally a demonstra- 
tion of the moon charging at us with dire effects. 
The sky rocked, the wireless played very loudly, 
but the victory was ours for the moon broke up, 
with brilliant sunset effects, into a cloud of particles. 
The sky settled down, the music, became soothing, 
and a luminous band stretched across the heavens 
from horizon to horizon. Saturn must have fun 
at night. 

It was quite a relief to get outside into a shower 
of rain, and to travel down Eighth Avenue in a ace 
honest "bus. ... And so home. 
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Relation between Doctor and Patient 


IN the National Insurance Gazette of Jan. 12 a 
correspondent gives particulars of a case that raises 
questions of special interest not only to insurance 
administrators but to the medical profession and the 
public. It appears that an insured person on the list of 
Dr. A sustained an injury to his foot in November, 1937, 
and was certified week by week as incapable of work 
by Dr. A or by Dr. A’s son and partner, Dr. B. The 
patient came to the surgery regularly for examination, 
and on April 13, 1938, he was examined by Dr. B, 
who gave him an intermediate certificate of incapacity, 
and, in respect of the same examination, supplied 
the insurance company with which the patient’s 
employers were insured against workmen’s compensa- 
tion risks a report to the effect that the patient was 
fit to resume his employment. The patient applied 
to his approved society for assistance in pressing his 
claim for compensation, and the society referred him 
to a specialist, who reported that he was not fit for 
work and needed manipulative and massage treat- 
ment. The case was brought by the society to the 
local insurance committee, and, on appeal, to the 
Minister of Health, who, it is stated, decided that 
there was no breach of the certification rules in respect 
of the certificate issued on April 13. 

The case presents points of interest apart from any 
question of the legal obligations imposed upon 
insurance practitioners by their contracts with 
insurance committees. The doctor in his capacity 
as insurance practitioner, in which his obligations are 
defined by contract, gave his patient a certificate 
of incapacity for work, and in another capacity he gave 


an insurance company, a third party, a professional 
opinion to the contrary effect. It is often contended 
that in the British health insurance system, in which 
the insurance doctors are not state officers but private 
general practitioners giving part-time service under 
contract with the insurance committees, the intimate 
and confidential relation of doctor and patient is 
preserved and interference of outside agencies is 
reduced to a minimum. The importance of this 
relation is emphasised in the B.M.A.’s plan for a 
General Medical Service for the Nation, in which it is 
stated that— 

“ The relations between doctor and patient are so 
intimate that both doctor and patient rightly resent 
any outside interference. ... The patient ...is a 
sick person whose cure depends very largely on 
complete confidence in the doctor, and this confidence 
is built up to a great extent on psychological factors 
which are disturbed by the intrusion of outside 
agencies.... The patient should be able to feel that 
the doctor is his doctor, acting whole-heartedly and 
independently on his behalf.” 


66 


In this case there was a remarkable “ intrusion of 
outside agencies,” not into the doctor’s insurance 
practice, where his duties are defined in his contract 
with a third party, but into his private practice, 
where he was acting, in this matter, with perfect 
freedom. The case seems to furnish ammunition for 
the advocates of an insurance medical service of 
whole-time officers, remunerated by salary and 
debarred from accepting fees. Whatever the dis- 
advantages of that kind of service may be, it would 
at all events safeguard insurance doctors from any 


inducement to express contradictory professional 


opinions on the condition of a patient. 


[saw 21, 1939 


PUBLIC HEALTH 


Pneumonia and Influenza 


THE Registrar-General’s weekly reports show that 
the number of deaths attributed to influenza in the 


great towns of England and Wales has increased, 


considerably in the last few weeks. In the first half 
of December, 1938, the weekly total was some 20-30, 
in the week ending Dec. 24 it rose to 41, in the last 
week of the year to 89, and in the first week of 1939 
to 144. At the same time notifications of primary 
and influenzal pneumonia have been approximately 
doubled, rising from 700-800 cases at the beginning 
of December to 1668 in the week ending Jan. 7, 1939. 
An increased incidence of pneumonia is, however, 
normal at this time of year and the present level is 
roughly what might be expected on the basis of the 
experience of the last few years. ` In other words the 
position with regard to pneumonia has become much 
less favourable both as regards its absolute incidence 
and its position in relation to the expected figures, 
-but is still not in excess of the latter. In London 
its incidence in relation to expectation remains low 
and a very large proportion of the deaths attributed 
to influenza are from the northern towns, especially 
Liverpool and adjacent areas. At the moment it 
is clear that there has been no dramatic change in 
notifications or deaths indicative of a real influenza 
epidemic, but the development of such cannot be 
ruled out. It is possible, on the other hand, that the 
present change is the result of an increased incidence 
of pneumonias following infections of a more indefinite 
nasopharyngeal type. 


The Incidence of Poliomyelitis 


One of the distinct features of the experience of 
acute poliomyelitis in England and Wales during 
the past year was the double peak in the curve of 
incidence. The rather sharp rise in notifications that 
occurred about the middle of July, and originated, it 
will be remembered, in Essex, led to a maximum 
figure of some 80 cases a week in the second and third 
weeks of August. There was then a small but distinct 
decline to 55-65 cases a week at the end of September 
and beginning of October. This, however, was 
followed by a secondary rise to a ‘weekly incidence of 
over 80 cases in the second and third weeks of October. 
‘Since the beginning of November notifications have 
shown their normal seasonal decline, but as might 
be expected with an outbreak that became widespread 
the level has remained appreciably above that of 
recent years. 

In the accompanying table and diagram the fort- 
nightly incidence is compared with the. corresponding 
average figures for 1932-36 inclusive and for 1937. 
The conclusion previously reached (see Lancet, 
1938, 2, 1083) still appears to be valid—namely, 
that judging by the course of events in 1926-27 
it would be optimistic to hope for a speedy return to 
the usual low levels. Here and there about the 
‘country a new focus still seems to be cropping up, 
as at Wellington College in mid-December (Lancet, 
Jan. 7, 1939, p. 51), and it is not unlikely that 1939 
may also show an enhanced incidence of the disease, 
though on a lower scale. Actually during the first 
week of the new year (ending Jan. 7) 22 cases were 
notified compared with the half-dozen or so sporadic 
appearances normally observed at this time of year. 
In 1938 1485 cases of acute poliomyelitis and 97 of 
polio-encephalitis were recorded, giving a total of 
1582 notifications, to be compared with 861 in 1937 
- and an annual average of 700 in 1932-36. The final 


record of 1938 is therefore about double the customary 
levels of recent years and also well above the highest 
figure previously recorded—1159 cases of acute 
poliomyelitis and 138 cases of a aa in the 
epidemic of 1926. 
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Number of notifications of poliomyelitis and polio- 
encephalitis (combined) in fortnightly Darpa: 


NUMBER OF NOTIFICATIONS OF POLIOMYELITIS AND 
_ POLIO-ENCEPHALITIS IN FORTNIGHTLY PERIODS 


Fort- | pison Fort- | Mean | 

nightly) gure | 1937 | 1938 |nightl 1987 | 1938 

period | 1932-36 | period | 1939" 3¢ 

Sr e 10 -16 19 | 16 
2 13 | 9 32 40 70 
3 15 | 16 40 | 52 | 151 
4 14 11 51 69 | 156 
5 | 13° 8 55 98 | 159 
6 10 7 63 | 104 | 147 
7 10 6 64 | 79 |123 

8 10 13 53 65 |172 
9 13 5 54 60 | 150 
10 8 12 36 57 | 101 
11 14 14 24 39 | 78 
12 20 25 20 24 | 60 
13 20 18 


16 11 49 


The Registrar-General’s latest mortality returns 
(Medical Tables, 1937 ; see Lancet, Jan, 7, 1939, p. 50) 
show that in 1937 there were 152 deaths tabulated as 
“acute poliomyelitis,” of which 94 were debited to 
acute poliomyelitis itself and 58 to acute polio- 
encephalitis. These figures give the ratios of deaths 
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to notifications in that year as roughly 1 in 8 for 
acute poliomyelitis and 1 in 2 for polio-encephalitis. 


London’s Underground Water-supply 
At one time an important proportion of London’s 

water came from underground sources, and a memoir 
issued this week by the Department of Scientific 
and Industrial Research! describes over 1000 wells 
in the London area, of which half are now disused. 
Of the 37 gallons per head that the Metropolitan 
Water Board distributes only half a gallon now comes 
from wells, and in addition some 4} gal. per head is 
drawn from private wells, mainly for industrial 
purposes, 

In the earliest times water was drawn from the 
Thames and from the brooks which flowed through 
the growing town into the river. After 1236, water 
was supplied to the City in conduits from wells and 
springs outside the populated area, the first of these 
being a spring at Tyburn on the site of what is now 
known as Stratford Place, Oxford Street. Additional 
supplies were later carried in conduits from Padding- 
ton, Hackney, and Hampstead. In 1582 a pump 
worked by water wheels was erected on London 
Bridge and forced water from the Thames to the 
City. The New River system was opened in 1613. 
At the beginning of the seventeenth century most 
of the streams through the town had become choked 
and partly buried, and only a few of the public wells, 
such as Holywell and Clerkenwell, remained. About 
this time the first deep wells were opened, while in the 
nineteenth century supplies began to be taken from 
the Thames and its tributaries outside London. These 
external surface sources now provide most of London’s 
water. : 

The early shallow wells were sunk in the sands 
and gravel which form terraces rising from the Thames. 
Rain, or water draining from springs in the adjacent 
hills, for example from the Bagshot sands at Hamp- 
stead and Highgate, filtered through these gravels 
until stopped by the impermeable London clay 
beneath, where it collected. When the water from 
the gravels became polluted, wells were sunk through 
the London clay to what are called the Reading beds 
and Thanet sands, where the water was under con- 
siderable pressure and rose in truly artesian fashion. 
In places the Reading and Thanet sands still contain 
water, but to the north they are now dry. Today the 
chalk below the sands constitutes the most important 
water-bearing bed under London, but not all its water 
can be easily removed. Chalk is like blotting-paper: 
it can absorb a quantity of moisture that cannot be 
released without great pressure or high temperature, 
neither of which can be applied in nature. As in the 
sands above, the water-level is falling, and this has 
rendered many of the shallower wells useless. For 
example, wells close to the National Gallery used to 
supply the fountains of Trafalgar Square and many 
of the public buildings in Whitehall as well as the 
old Millbank Prison and the Houses of Parliament. 
In 1844 the water-level was 68 ft. below the Ordnance 
Datum, in 1911 it had fallen to 195 ft. below, and 
soon afterwards the wells were abandoned. 

The general lowering of the water-level below 
London is due to the fact that water is being extracted 
more rapidly than it can be replenished by the 
extremely slow flow that is possible under the existing 
subterranean conditions. Pumping and the compe- 
tition for water has become increasingly intense 
within the inner zone of London, and there are now 
twice as many wells in operation as in 1911. A 


1 The Water Supply of the County of London from Under- 
ground Sources. H.M. Stationery Office. 6s. 
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considerable number of new wells have also been 
bored at the outcrop of the chalk and are removing 
large quantities of water which otherwise might 
travel towards the centre of London. At the same time 
land drainage over the surface of the outcrop has 
been rendered more effective and the amount of 
water available for absorption in the underground 
strata reduced. In addition, extensive building over 
the areas outside London, where the chalk comes to 
the surface, has diminished the catchment, thus 
extending outwards the distance through which the 
water absorbed must travel to reach the centre of 
the London basin. Finally, the amount of rain 
contributed to the chalk and sands has seriously 
decreased during recent periods of drought. Most 
of the factors which have reduced the level of the 
water are likely to continue, so that there seems 
little chance of the recovery of the water-levels. 
Hopkinson calculated in 1891 that if the whole of 


‘the water in the chalk of the London basin were 


exhausted it would require 400 years’ rainfall to fill 
it again, 7 
INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN. 7, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 ; 
scarlet fever, 1394; diphtheria, 1180; enteric fever, 
30 (23 “ expected ’’); pneumonia (primary or 
influenzal), 1668; puerperal pyrexia, 128; cerebro- 
spinal fever, 22 ; acute poliomyelitis, 24 ; encephalitis 
lethargica, 6 ; dysentery, 27 ; ophthalmia neonatorum, 
72. No case of cholera, plague, or typhus fever was 
notified during the week. . 


The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 13 was 3208, which included : Scarlet 
fever, 579; diphtheria, 1088 (carriers, 45); measles, 13 : 
whooping-cough, 644; puerperal fever, 8 mothers (plus 3- 
babies) ; encephalitis lethargica, 297 ; poliomyelitis, 5. 
At St. Margaret’s Hospital there were 27 babies (plus 9 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 3 (0) from measles, 4 (0) from scarlet fever, 
14 (6) from whooping-cough, 23 (2) from diphtheria, 


-43 (13) from diarrhoea and enteritis under two years, 


and 144 (3) from influenza. The figures in parentheses 
are those for London itself. 


Blackpool reported the only death from typhoid. Fata] 
cases of diphtheria were scattered over 18 great towns, 3 at 
Liverpool. Of the 144 deaths attributed to influenza 98 were 
reported from the northern area, Liverpool] contributing 32, 
Lirkenbead and Manchester each 6, Crosby, Hull, Southport, 
and Wallasey each 4. 

The number of stillbirths notified during the week was 
264 (corresponding. to a rate of 39 per 1000 total 
births), including 43 in London. 


«  . . The oceanic island work, at least, must be done 
soon or never. Islands comprise the most delicate and 
evanescent of environments for their native biotic com- 
munities as soon as civilized man and his satellites put in an 
appearance and proceed to upset the ancient balance. 
The list of organisms that have become extinct within the 
historic period fairly bulges with the names of astonishing 
island birds, from the dodo of Mauritius to the mamo of 
Hawaii. All the peculiar land birds of Tristan da Cunha 
Island, in the South Atlantic, have become extirpated 
since the introduction of hogs and rats. The remnant 
of the fauna of Tahiti is waging a rapidly losing struggle 
against domestic mammals, alien hawks, mynahs and 
weavers that have become established there, and against 
the wild-fire spread of lantana and other weeds that have 
already dispossessed much of the original vegetation. 
The same story is being repeated elsewhere ; primitive 
conditions that may have flourished for a million years 
melt away when men of the dominant races, whether white 
or yellow, arrive to break the spell.”—R. C. Murray, 
Science, Dec. 9, 1938, p. 533. . 
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OBITUARY 


JAMES RUTHERFORD MORISON 
M.B., LL.D. EDIN., D.C.L. DURH., F.R.C.S. 


Tue death of Prof. Rutherford Morison took place 
at Newcastle-on-Tyne on Jan. 10, in his eighty-sixth 
year, and his loss will be widely mourned, at home 
and abroad, for he had been recognised as a leader 
in surgery for more than half a century. 

James Rutherford Morison was the son of Dr. 
John Morison, and was born in 1853 at Hutton 
Henry, near Castle Eden, co. Durham. This was 
then on the fringe of colliery districts and he grew 
up with a love of the country and an understanding 
of the work of the colliery doctor. He studied 
medicine first in Birming- 
ham and then in Edinburgh, 
where he qualified in 1874. 
His father’s early death left 
him with several sisters and 
brothers to educate and he 
went straight into practice 
at Hartlepool, where he 
soon became physician to 
the hospital. Even then his 
passion for surgery was so 
strong that he did more 
operating than the rest of 
the staff put together. He 
found time to take the 
primary F.R.C.S., and to 
go to Vienna where he came 
under the spell of Billroth, 
then at the height of his 
fame. After fifteen years of 
general practice he moved 
to Newcastle and in 1888 
he was elected assistant sur- , 
geon to the Royal Infirmary, 
under W. C. Arnison who 
then held the chair of sur- 
gery. From 1897 onwards he 
was full surgeon, until his 
retirement in 1913 on reach- 
ing the age-limit. Morison 
was a popular teacher in the 
medical school long before 
he succeeded in 1910 to the chair of surgery, which he 
held until 1921. All these years he had an extensive 
surgical practice, ranging over the whole of the 
northern counties. He was one of the earliest 
surgeons to limit himself to consulting work and to 
run a private hospital—he would not have it called 
a nursing-home. Dene House and Gresham House, 
where he operated, were well-known names in those 
days. In early life he walked or cycled to his con- 
sultations; for a time he used a motor-bicycle, 
which cost him a broken humerus. Later on his big 
Sunbeam car, with Mat the chauffeur, was often seen 
carrying patients to hospital or nursing-home 
irrespective of time and distance. 

Morison was a general surgeon in the widest sense 
and there were few fields that he did not essay with 
success. In the late ’eighties he was doing gastrec- 
tomies and colectomies, and it was he who introduced 
the method of removing a growth from the lower 
colon by producing intussusception with an anal 
tube. In 1904 two of his patients made good 
recovery from partial cystectomies. But it was not 
only in the surgery of carcinoma that he was a 
pioneer. He was one of the first to advocate treating 
fractured patella by open operation and catgut suture, 


and he regularly operated for torn semilunar cartilage. 
His radical removal of cancer of the breast was wide 
and complete. His name, with that of Drummond, 
is associated with the operation of omentopexy for 
the radical cure of ascites ; the Dutch surgeon Talma 
had also conceived the idea of a new collateral circula- 
tion, but it was Morison who had the first success. 
Long before Crile described his method of clearing the 
neck Morison was doing elaborate dissections in all 
cases of malignant disease of the lip or mouth. In his 
later days he became surgeon to the Sanderson Home 
for Crippled Children, where he organised a surgical 
service and did much orthopedic work. He was 
consulting surgeon to the Dental Hospital, and after 
the war to the Pensions 
Hospital. For a time he 
acted as staff surgeon in 
the R.N.V.R. In 1915 his 
services were sought for the 
war hospital founded in the 
Newcastle city asylum, and 
there he built up a modern 
surgical clinic. Having been 
wedded to antiseptic sur- 
gery for so long, it was 
remarkable to find him then 
developing there a dry- 
sterile technique, amply 
justified by results. In the 
search for some sort of 
depot antiseptic he hit upon 
the idea of using the paste 
of bismuth, iodoform, and 
parafin which, under the 
name of B.I.P.P., was widely 
used during the remainder 
of the war and since. 

Morison was always a 
keen supporter of the British 
Medical Association ; he was 
regular in his attendance at 
the surgical section of the 
annual meetings, and when 
the association met in New- 
castle in 1921 he was presi- 
dent of the section. He was 
also an ardent supporter of the old Northumberland 
and Durham Medical Society and for a long period 
edited its transactions. In the early ‘nineties he 
induced these bodies to hold formal postgraduate 
classes, which were continued largely by his efforts 
until the obligation was accepted by the college of 
medicine. He was always a considerable writer ; 
a selection of his earlier writings was collected in 
two large volumes (1881-1916) entitled ‘Surgical 
Contributions.” His “ Introduction to Surgery ” 
(1910) was reissued more than once, with the 
assistance of his old pupil Prof. C. M. Saint. Best 
of all perhaps was his ‘‘ Abdominal and Pelvic 
Surgery for Practitioners’ (1925). Though never 
fond of administrative or academic duties he did his 
share of committee work. For years he examined in 
the University of Durham and he was outside 
examiner in the Universities of Liverpool and 
Birmingham. 

Morison was a great. chief. All his assistants were 
agreed about this and loved him. But everyone who 
really knew him realised that he was a dictator, and 
as such he was revered more by the younger men than 
by colleagues He was more than a great teacher and 
pioneer surgeon; he was a maker of surgeons and 
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many of his pupils are now occupying important 
surgical posts in various parts of the world. In 
private life he was one of the most generous of men 
and many a poorer colleague had reason to remember 
his kindness of heart; it was characteristic of him 
that even his generosity was spontaneous but totally 
undisciplined. In his most active years he was fond 
of shooting and fishing, and after his retirement he 
took up golf though he never became adept. The 
country always appealed to him. After leaving 
Newcastle in 1924 he went to live at St. Boswells 
on the Tweed, where he had a country home for 
many years. But he could not be inactive and soon 
took up farming, trying out many of his own ideas. 
It was there that on his eightieth birthday a group 
of his old house surgeons gathered round him to 
convey their congratulations and to present him with 
an easy chair. To the end he was loyal to surgery, 
reading the surgical journals or the newer books and 
discussing them with his younger friends—often to lay 
down the surgical law in no uncertain terms. His last 
years passed happily with the devoted care of a niece 
and until his final illness he enjoyed good health. 
He was twice married, but for many years he had 
been a widower. He is survived by a son of his 
first wife and three children by his second marriage, 
one of whom is Dr. C. R. Morison of Harrogate. 
Prof. Grey Turner, who was Morison’s house surgeon 
and private assistant, writes: ‘‘One of my early 
recollections of him is when he was visiting the 
dissecting-room and found me examining the roots of 
the lumbar plexus. ‘What huge foramina for such 
small nerves,’ he remarked, ‘I wonder what the 
reason can be’; and this inquiring habit of mind 
I came to associate with Morison throughout the 
whole of his life. He insisted always on the study of 


principles and the importance of careful observation’ 


and diagnosis. Asked what book he would recom- 
mend on treatment he replied that what was 
required was diagnosis; if only that could,be made, 
the question of treatment was easy. When I was 
house surgeon it was his habit to visit the hospital 
every day, including Sundays, reporting at the 
porter’s lodge at 10 A.M., and leaving about 1 P.M., 
except on his three operating days when it was often 
2 to 3 p.m. before he got away. Sometimes he came 
down in the evening for emergencies but never after 
bedtime ; for, as he said, he had had such a scunner 
of nightwork in Hartlepool that he never wanted to 
be disturbed again! For the same reason he could 
never be got to fill any engagement before 10 a.m. 
On his operating days he never stopped for lunch 
although he might drink two or more glasses of milk 
in the course of the day. In the wards he made a 
point of seeing every case and took the keenest 
interest in their pathology. He attended the post- 
mortem room not only for his own cases but whenever 
any examinationwastobemade. Atonetimehesawand 
examined histological sections of all his tumour cases. 

“« At Edinburgh he had dressed for Lister and was 
house surgeon to Patrick Heron Watson, whom he 
regarded as one of the finest operating surgeons he 
had ever seen. During his early surgical life he was 
wedded to the antiseptic technique. I remember him 
telling me that on one occasion when the spray broke 
down he covered the wound with a carbolic towel 
until a cab could return from his house with another 
spray; and he did not discard this part of the 
Listerian ritual until he had satisfied himself by a 
personal visit that Lister had done so himself. He 
was always punctilious in the application of the 
technique in which he believed and in that lay 
probably the secret of his success. At the same 
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time he was always trying something new, although 
he would never travel to see any other surgeon at 
work for fear, as he once told me, of losing his indi- 
viduality. But he used to send me to other clinics 
to report on what I saw, and in later years, as a 
member of what is now the Moynihan Surgical Club, 
he paid regular visits to surgical centres, British and 
foreign. | 

“ But teaching was his great delight ; he regarded 
it as a sacred duty and he never missed an oppor- 
tunity of using the ample material always associated 
with the Newcastle school. He was at his best 


„in the outpatient room or at the bedside and as 


a clinical lecturer. He did not enjoy formal lec- 
turing. He had ideas about the future of the 
medical profession and in many ways was much in 
advance of his time. Early experience in general 
practice had made him realise the evils of the club 
system and he supported every effort of practitioners 
to improve the conditions of their work. Some- 
times he was an over-enthusiastic reformer. I have 
a vivid recollection of the consternation at a medical 
meeting when he alleged that consultants were doing 
general practice. ‘If that is not so,’ he said, ‘ what 
do they do with their carriages ?’ He was a believer 
in group medicine and looked forward to institutions 
where patients of all classes could come for advice 
from a team of well-trained workers. Such a scheme, 
formulated and worked out in his mind, was so 
familiar to me that it came as a shock of surprise, 
on visiting the Mayo Clinic in 1906, to find there in 
being what Morison had always envisaged.” 


THE LATE PROF. WINGATE TODD 


Prof. Woollard writes: Wingate Todd was a large 
man and his industry was amazing. During vaca- 
tions he would rise at 5 a.m. and work until the house- 
hold and the guests (he had adopted completely and 
easily the American ideas of hospitality) straggled in 
to breakfast. He was always the most eager for 
expeditions, walks, swims, and the like, and when 
the rest of the house had gone to bed he would start 
work again. His literary and scientific output, both 
of formal communications and less formal addresses, 
Was prodigious. His main interest was in the growth 
of the body; and by growth he meant not merely 
increase in size but also the orderly sequence of 
development. His approach to this major theme 
began with his work in the.anatomy department at 
Manchester under Elliot Smith. Todd’s first researches 
were concerned with the condition of cervical rib, 
and it was the consideration of this anomaly that 
revealed to him the need for an accurate knowledge 
of the successive phases in the growth of the structures 
of the body. 

For such a research time, money, and material 
were necessary. The opportunity of getting these 
and so making a start upon an adequate scale came 
when he was appointed head of the department of 
anatomy in Western Reserve University, Cleveland, 
Ohio. Through his unceasing drive the Hamann 
museum of that university became the largest single 
collection of human skeletal material of known age 
and sex, and eventually contained an eighth of all 
the anthropoid skeletal material available for study 
anywhere. The Brush Foundation, the Charles 
Bingham Bolton fund, and other contributions 
provided the money for the most comprehensive 
investigations. Time was multiplied by extending 
unreasonably his own working day, and by gathering 
around him a great company of anatomists, doctors, 
dentists, comparative anatomists, anthropologists, 
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radiologists, and the like. Todd learned to find in 
the X-ray film not merely an estimate of the present 
lstate of growth and development but also a record 
of the past in the shape and markings of the bones, 
the signs of acceleration and rétardation together 
with the evidence of the shifting of growth from one 
part to another, and the perfection or imperfection 
of the rectifications consequent upon earlier depriva- 
tions. For each stage in development he wished to 
set up a calendar, an index of maturation as he 
called it, which would represent the normal achieve- 
ment of the body. For this purpose he and his 
colleagues studied innumerable closely graded series 
of osseous structures in beasts, apes, and men—the 
age-changes of the bony surfaces of the human 
symphysis pubis, the growth of the facial skeleton in 
thyroidectomised sheep, the increase in size of the 
skull of the hyena, and so on. 

More recently he set out to establish an index of 
maturation based on the repeated examination of 
hundreds of boys and girls. The hands, wrists, and 
the extremities of the bones of the forearm were 
selected as the most convenient and useful for the 
-= purpose. In order that all the films might be truly 
comparable, each one was taken under standard 
conditions, and in one corner of the film was included 
the special density scale reading. In addition to the 
film a record was kept of the results of clinical 
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examination, the scholastic progress, the economic 
level of the home, and the behaviour of the child. 
Todd has related how the creation of this skeletal 
index of -human growth entailed the repeated study 
of a quarter of a million films and interviews with 
more than four thousand people, in addition to the 
work of recording, classifying, and collating the study 
of the films with the other findings. Todd’s ‘‘ Atlas 
of Skeletal Maturation,” in which his results are set 
out, is probably the most careful and detailed record 
of the rate of growth and development under optimum, 
conditions yet compiled. 


Dr. CHARLES EDWARD ALEXANDER MACLEOD, who 
died at his home in Kensington on Jan. 9, was the 
eldest son of Colonel Alexander MacLeod, I.M.S., 
and grandson of John MacLeod, surgeon-general of 
Madras. His great-grandfather, one of the MacLeods 
of Skye, is said to have helped to row the Young 
Pretender to safety. Dr. MacLeod was educated at 
Shrewsbury and the Westminster Hospital and 
qualified in 1891. After holding house appointments 
at the Westminster Hospital and elsewhere, he took 
his F.R.C.S. in 1895. Soon afterwards he started in 
general practice in Kensington and was actively 
engaged there until six weeks before his death. His 
two eldest sons are carrying on the long medical 
tradition of the family. 


LETTERS TO 


A NEW REMEDY FOR EPILEPSY 


Sm,—In view of the correspondence about the new 
anti-convulsant drug, sodium dipheny]l-hydantoinate 
(Dilantin in America, Epanutin in Great Britain), 
introduced by Merritt and Putnam for the treatment 
of epilepsy, it may be helpful to indicate my own 
short experience of the drug. Messrs. Parke Davis 
kindly provided me with sufficient supplies for the 
treatment of a series of patients at the Maghull 
Epileptic Homes, to which I am consulting physician, 
and where I have the coöperation of the two local 
medical officers, Drs. Nesbitt and Burrows. I started 
cautiously, rather afraid of possible toxic reactions 
and still more scared after reading Dr. Schlesinger’s 
letter in your issue of Nov. 5. I selected patients 
who had been in the Homes for some years ; it must 
be remembered that during the whole of this time 
they had been “soaked ’’ in the usual anti-epileptic 
drugs such as bromides, borax, and Luminal, 


CASE 1.—For a year previous to treatment by 
epanutin he had been on full doses of bromide and 
borax, with luminal gr. 1 ‘at night. During that 
time he had 77 minor and 73 major attacks. The 
bromide, borax, and luminal were gradually discon- 
tinued until he was taking a capsule of epanutin 
t.d.s. only. He had no fits (save for a minor one 
before he was fully under the new treatment), until 
the dose of epanutin was reduced to two capsules a 
day because of an albuminuria which on investigation 
was found to be due to a Bacillus colt urinary infection. 
On the reduced dosage he had 3 major fits in November 
and 4 in early December, but with the disappearance 
of the urinary infection the dose was increased to 
three capsules a day and since then he has had no 
more fits. Thus over a period of four months he has 
had 1 minor and 7 major attacks, the major fits 
occurring only when he was on a reduced dosage. 
In the corresponding months of the previous year he 
had had 15 minor and 14 major attacks. 

CASE 2.—During the previous year, when he was 


having sod. bromide gr. 10 and borax gr. 10 t.d.s., 
he had 14 minor and 65 major attacks. In the four 
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months of treatment with epanutin he has had no 
minor and 4 major attacks. There have been no fits 
since Dec. 6, when the dose was increased to four 
capsules a day. He was restored to three capsules a 
day at the beginning of the year. The figures for the 
corresponding months of the previous year are 2 minor 
and 24 major attacks. 


CASE 3.—The previous year saw 26 minor and 190 
major at®acks, although he was having bromide, 
borax, and belladonna, and luminal gr. 1 morning 
and night. In September and October he had a 
large number of very severe major fits—32 in 
September and 34 in October. In the two months of 
epanutin treatment (three capsules a day) he has had 
no minor and 10 major attacks. The figures for the 
corresponding months of the previous year were 
7 minor and 21 major. It will be interesting to see if 
an increase to four capsules a day is effective in 
obtaining more clear-cut control. 


CasE 4.—In the previous year he had 59 minor 
and 224 major attacks. Since having two months’ 
treatment with epanutin (three capsules a day) he 
has had 1 minor and 5 major attacks. The figures 
for the corresponding months of the previous year 
were 6 minor and 27 major attacks. For the six 
months previous to being put on epanutin he was 
having an average of 21 major attacks a ‘month, in 
spite of being on bromide, borax, and luminal. 


CasE 5.—In the previous year there were 5 minor 
and 126 major attacks. Epanutin (three capsules a 
day) has now been given for two months, and to date 
he has had only I major attack. 


I have not selected for report any cases which 
have been under the new treatment for less than 
two months. One patient has had epanutin (three 
capsules a day) for a month without any apparent 
effect on the number of fits. Two patients with 
mental deterioration were given the drug for a week 
or two, and it was then discontinued as being perhaps 
hardly a fair test. To only one patient have we given 
more than three capsules in the 24 hours.. There 
have been no toxic manifestations as yet among our 
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patients, save for ‘“‘ giddiness ” in one of the above- 
mentioned patients with mental deterioration. 

It is clear that in most of the patients we have 
treated so far epanutin is far more effective in reducing 
the number of fits than bromide, borax, and luminal. 
But even if it did not alter the usual incidence of 
fits, it might well be the medicament of choice, for 
the patient who has been *“‘ doped ” with bromide 
and luminal for years is so often mentally dull, with 
a spotty face and a dirty tongue—toxic manifestations 
which are unpleasant both for the patient and those 
about him. Our patients on epanutin are usually 
brighter and feel better, with clean tongues ; and the 
discontinuance of bromides allows them to recover 
from the acneiform drug-rash which is so common, 
Even the patient mentioned earlier, whose fits have 
not been appreciably modified by a month’s treat- 
ment with epanutin, is described now as “looking 
much healthier, and a different boy mentally.” The 
most striking illustration of this is case 5. He was a 
very dull, negative type of patient, depressed, and 
gradually deteriorating mentally year by year. 
_A few weeks after he had been put on the new treat- 
ment he was found gaily sliding down the banisters, 
a thing so unbelievable in this young man that it 
almost became a nine days’ wonder throughout the 
colony. l 

Obviously much trial and -observation will be 
needed before epanutin can establish itself as the 
drug of choice for most cases of epilepsy ; and those 
who use it should bear in mind your recent annotation 
(Lancet, Oct. 22, 1938, p. 956). Especially important 
are the questions whether it will lose its efficacy 
when used over a long period and whether it will 
produce late toxic manifestations. Nevertheless, the 
drug seems to hold out great promise, and enough is 
already known about it to justify its trial, naturally 
with the careful supervision proper to a remedy for 
which a final ‘‘body of knowledge ” has not yet 
been accumulated. In addition to routine clinical 
watchfulness the doctor using this drug would be 
‘wise to test his patient’s urine frequently for albumin 
and urobilin. 

I an, Sir, yours faithfully, 


Liverpool, Jan. 14. ROBERT COOPE. 


WHITHER THE ALMONER? 


Srr,—The writer of the annotation with this title, 
in your issue of Jan. 7, mentions my name and fathers 
upon the Westminster Hospital intentions of which 
it is innocent. Our almoners do not “claim medical 
knowledge ”?” nor is it proposed to delegate to them 
the work of the medical staff. Far from adopting any 
plan that will “ weaken contact between hospital- 
staff and practitioner,” our determination is to ensure 
the closest and most intimate association. Your 
representative at a public dinner no doubt heard, in 
brief outline, something of our proposals. Had he 
‘made inquiry he would not have viewed the matter 
obliquely enough to provoke such an anonymous 
letter as followed in your last issue signed ‘‘ House 
Governor.” 

Before planning the new building of the West- 
minster Hospital an endeavour was made to view 
our own organisations, not as they ought theoretically 
to function but as in fact they worked or failed to 
work, and to adapt the new structure to function as 
perfectly as possible. Experience with follow-up 
work showed us that in our own and in some other 
institutions the greatest efficiency was found in the 
almoner’s department. The clerks for the resident 
registrars, in writing to doctors, constantly made use 
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of records in the almoner’s department, or duplicated 
the information; the clerk in the .administration 
offices, who dealt under the direction of the medical 
staff with admissions, had further files and indices 
covering much of the same ground. | 

What we have done in the new building is to place 
three communicating rooms on each floor, all in the 
same vertical plane, in direct contact by service lift 
and vacuum tube with one another and with the 
head office of the almoner and the records depart- 
ment. In one room is the almoner, in the next her 
clerk and stenographers, and in the next the.records 
clerk. All these women, on.each floor, are under the 
supervision of the floor almoner, who is of course 
under the chief almoner and in the closest touch 
with her. We happen to call this whole organisation 
“the Almoners’ Department,” and a good case can 
be made for so doing; but, if the choice is a cause 
of stumbling to the innocent, let the Editor of the 
Lancet solve the problem in nomenclature which 
proved too much for the Institute of Hospital 
Almoners. 

In this department there are several services all 
using the same records of person, place, and con- 
nexions. The almoner will function as the institute’s 
brochure sets forth. The stenographers will be avail- 
able for the medical staff to write their reports to 
the practitioners; the records staff will be handy 
to ensure the issue and return of notes; the tele- 
phonist will be available for communication to or 
from all practitioners to the units on each floor. 
This is not the place to elaborate further, but I hope 
enough has been said to avoid further misconception 
of our intentions. The whole aim of our plan is to 
draw closer the connexion between the general prac- 
titioner and the hospital, and to facilitate both his 
work and ours in the best interest of his patients. 

I am, Sir, yours faithfully, | 

Brook Street, W.1, Jan. 16. E. Rock CARLING. 


SR,—I am seldom moved to expostulate about a 
letter in the Lancet and still less seldom write about it. 
But the communication in your last issue from 
‘* House Governor ” attacking, I presume, the work 
of hospital almoners stirs me to answer. I cannot 
understand its full implications, couched in the most 
mysterious obscurity of phrase and meaning. But 
I want to say that in my hospital and my department 
the almoners’ work is of great value and often of 
prime importance in our work. I do not think 
‘* House Governor ”?” should be anonymous nor with- 
out address, however obscure his letter may be. 
Let the criticism be less hidden. 

I am, Sir, yours faithfully, 
R. D. LAWRENCE. 


Diabetic Department, King’s College 
Hospital, S.E. 5, Jan. 16. 


*,* We published House Governor’s letter because 
we think it right to ventilate the opinions of those 
well qualified to form them. The disadvantages of 
anonymity may be outweighed by the advantages of 
free discussion.—EpD. L. 


OILY SUSPENSIONS OF SULPHANILAMIDE. 
COMPOUNDS 


Sm,—Dr. Long rightly interprets the remarks 
made in my Bradshaw lecture (Lancet, Nov. 12) as 
implying that ‘“‘in certain instances’ the pyridine 
compound, M. & B. 693, may be given parenterally 
in oily suspension. Thereby he at least gives me 
credit for not advocating the procedure as a routine. 
Whatever may have been the total number of cases 
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of dangerous complications from sulphanilamide 
therapy in Dr. Long’s presumably large experience, 
one cannot assess their significance unless information 
is also given as to the number of treated cases not 
manifesting these complications and also the amount 
of drug administered. When making use of a 
powerful remedy for the treatment of a dangerous 
disease such as pneumonia, one must consider not 
only the risk which the patient runs from the remedy 
but also the risk from the disease itself. 
instances,” indeed in many, the last-named risk is the 
greater. 
I am, Sir, yours faithfully, 


L. E. H. WHITBY. 


Bland-Sutton Institute of NOIE, | piiddlesox 
Hospital, London, W.1, Jan 


PROPHYLAXIS WITH SULPHANILAMIDE 


Smr,—I have read with interest Dr. E. D. Hoare’s 
stimulating account of his experimental work with 
sulphanilamide and 1.693 used prophylactically 
against streptococcal infections (Lancet, Jan. 14). 
He suggests the use of these drugs as a protective 
measure in maternity cases where there is believed 
to be special risk of infection with hemolytic strepto- 
cocci. These drugs have been giving such remark- 
able results that his suggestion is certain to be followed 
by many workers, and rightly so, but attention must 
be given to possible toxic effects upon the fœtus ; 
these are, perhaps, chiefly to be expected and looked 
for in the hematopoietic system of the newborn 
infant. This system is known to be a delicate one, 
subject to pathological states, such as erythro- 
blastosis fcetalis, which illustrate its extremely 
labile nature. 


Seeing that the sulphanilamides have caused 
hemolytic anæmia, agranulocytosis and aplastic 
anemia in adults, it is important that any clinical 
worker who makes use of these compounds to prevent 
puerperal infection should, from the beginning of his 
observations, take due note of the effect on the new- 
born infant. At present T.693, which has relatively 
little destructive action on the blood, is probably 
the safest sulphonamide for this purpose, but even 
it is not without danger to the leucopoietic system, 
especially when the total amount of the drug 
administered is large. _ 

I am, Sir, yours faithfully, 


REGINALD LIGHTWOOD. 
Brook Street, Grosvenor Square, W.1, Jan. 16. 


FRACTURE OF THE PATELLA 


Smr,—I was much interested in the clinical note by 
Dr. Mehriz in your issue of Jan. 14 describing his 
experiences in performing the operation of removal 
of the patella, and especially in the radiogram of his 
case, showing a shadow at the site of the sutured 
quadriceps. I do not think Dr. Mebhriz is correct 
when he interprets this shadow as due to the 
regeneration of bone. The patella is a sesamoid 
bone, developing from cartilage, and does not have a 
periosteal covering. A more likely explanation of 
this shadow appears to be calcification round his 
sutured material, or heterogeneous calcification as 
the result of hemorrhage. 

Since writing my original article I now advocate 
the use of a fascial transplant to repair the gap, 
should there be difficulty in bringing together the 
quadriceps expansion. Even when the quadriceps 
expansion is brought together under tension it 
appears to join firmly. I had an example of this last 
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year in a case in which three months after the excision 
of the patella for a comminuted fracture the patient 
slipped from the pavement with resulting weakness 
of the knee. The previous operation site was explored 
by Mr. Todd, when it was found that my opening 
round the quadriceps in front of the knee had firmly 
joined, but that the vastus internus muscle belly 
had torn away from its insertion into the vastus 
expansion. 

I still think that the operation of removal of the 
patella should be reserved for cases of comminuted 
fracture, cases which have been wired in bad position, 
or cases of osteo-arthritis with much lipping. 


I am, Sir, yours faithfully, 
Devonshire Place, W.1, Jan. 17. G. O. TIPPETT. 


LORD HORDER AND THE DAILY MAIL 


Sir,—Your attention may have been drawn to an 
article which appeared in the Daily Mail of Thursday 
last referring to Lord Horder and stating that he had 
been assisting behind the scenes in the filming of 
Dr. Cronin’s book ‘“ The Citadel.” This statement. 
Lord Horder informed us was unfounded. In conse- 
quence a paragraph of correction was published in 
today’s Daily Mail, in which we expressed our 
apologies to Lord Horder for the mistake that had 
arisen. I send you a marked copy of today’s Daily 
Mail, as you may think it desirable to refer to the 
matter. . 

I am, Sir, yours faithfully, 


STANLEY BELL, 
Managing Director. 


ERIE Newspapers Limited Northcliffe 
House, E.C.4, Jan. 16. 


*.* The paragraph runs as follows :— 
Lord Horder and ‘** The Citadel?’ 


‘Lord Horder informs us that the references to him 
in Hamish Fraser’s article in last Thursday’s Daily 
Mail dealing with the production of the film of Dr. 
Cronin’s ‘ The Citadel’ are entirely unfounded. 

‘I had nothing whatever to do with the film in 
an advisory or any other capacity, says Lord 
Horder. 

“I have never even, read the book nor seen the 
film at any stage in its preparation or since, and am 
unani i to understand how the article came to be 
written.’ 


‘ We desire to express our sincere apologies to Lord 
Horder for the unfortunate error which was made.” 


<<... We are clinicians, not stamp collectors. And 
yet w we , are continuously assailed on every hand by a public, 
medical and lay, which demands a simple nominal solution 
to be neatly pigeon-holed or filed. Doctors and 
say : ‘Well, what is the answer?’ Patients and their 
relations say : ‘ We insist on getting to the bottom of this ; 
what is the Cause ?’ Poor ignorant souls ; they are very 
trying, and often infuriating. What can their conception 
of a primum mobile be ? I only wish we could give them the 
answer they require—it seems to be far more important 
to them than treatment, even successful treatment ; 
but most of us have a streak of intellectual honesty (or 
professional snobbishness) which prevents our inventing 
an impressive word or phrase to meet the occasion ... 
someone must hold the fort of truth in a world that is 
hysterical, confused and seeking after miracles. It is 
even better to say: ‘I do not know.’ You can add: 
‘Although I am generally supposed to be the greatest 
living authority on this subject!’ That is at least an 
honest and harmless lie, and you may get away with it.”— 
FRANK Coox. Guy’s Hosp. Gaz. 1938, §2, 401. 
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Royal College of Surgeons of England 

A meeting of the council was held on Jan. 12 with 
Mr. Hugh Lett, the president, in the chair. It was 
reported that at the recent primary examination for the 
fellowship held in Lahore 6 out of 31 candidates were 
approved, and at the examination held in London 83 
out of 236 candidates were approved. The Hallett prize 
was awarded to Mr. A. McK. Large, of the University of 
Toronto. 

Prof. R. E. Kelly was reappointed as the representative 
of the college on the court of the University of Liverpool, 
and Dr. Gilbert Orme was appointed representative on 
the council of the Queen’s Institute of District Nursing. 


Prof. Graham Simpson was appointed as the Bradshaw . 


lecturer for this year. , 

Diplomas of fellowship were granted to J. K. Cunninghame 
of Otago and Mohamed Fatin of Cairo, and a diploma 
of membership to P. D. Swinstead of St. Bartholomew’s 
Hospital. 

The following diplomas were granted, jointly with the 
Royal College of Physicians of London :— 

D.P.M.—J. T: D. Clark, H. N. Davy, Nagendranath De, 
A. E. Deb, P. F. Fletcher, Å. R. Garner, Robert Gibson, Y. H. 
Guienena, Daisy G. Iliff, Norman Langdon-Down, J. MacW. 
MacGregor, R. D. Newton, Chelliah Ponnambalam, J. J. Ryan, 
and W.T. H. Wales. 

D.L.O.—K.H. Bazirgan, A. H. R. Champion, H. G. Earnshaw, 
Osman Fawzy, J. R. Hutcheon, D. T. Martin, N. M. Mody, 
G. A. Moulden, T. R. Pahwa, H. V. Suryanarayan Rao. 

The following hospitals were recognised for the six 
months’ surgical practice required of candidates for the 
final fellowship examination : Victoria Hospital, Blackpool 
(surgical unit No. 1); Royal Infirmary, Lancaster (first 
and second house surgeons); and Prince of Wales’s Hos- 
pital (Devonport section), Plymouth (senior house surgeon 
to July 31, 1942). 


University of Glasgow 

The address on the surgery of the eye in Hungary which 
Prof. Emile de Grósz was to have delivered in the depart- 
ment of ophthalmology of the university on Jan. 18 
had to be postponed. He will give it instead on Tuesday, 
April 25, at 8.15 P.M. l 


Harveian Society of London 

The annual general meeting of this society was held 
on Jan. 13 when Dr. A. D. Morris, the new president, was 
inducted. The following were appointed to serve on the 
council of the society for the coming year :— 


Dr. Morris (president) ; Dr. F. S. Cooksey, Mr. M. F. Nicholls, 
Dr. G. de Bec Turtle, and Mr. E. G. Muir (vice-presidents) ; 
Mr. Cecil P. G. Wakeley (treasurer); Dr. H. L. Glyn Hughes 
and Mr. W. Eldon Tucker (secretaries); Dr. N. Gray Hill, 
Dr. Gilbert Orme, Dr. H. Moore, Dr. E. Tallent Nuthall, Mr. 
M. J. H. Peel, Mr. A. E. Sawday, Dr. James Tait, Dr. John 
Taylor, Mr. A. Simpson-Smith, Sir Alfred Webb-Johnson, 
Mr. John Hunter, and Mr. Wallis Kendall (members of council). 


Refugee Nurses 


At a meeting of the Gateshead public assistance com- 


mittee on Jan. 9 a resolution was carried refusing to 
accept two refugee nurses as probationers at Gateshead 
Institution, for each of the next four years. A circular 
had been sent to Gateshead, among other local authorities, 
by the nursing subcommittee of the Coérdinating Com- 
mittee for Refugees, asking for help in placing refugees, 
and the resolution was passed in reply to this circular. 


Child Guidance Conference 

The fourth biennial Child Guidance Inter-clinic Con- 
ference will be held on Jan. 27 and 28, at B.M.A. House, 
Tavistock Square, London, W.C.1l. Subjects for dis- 
cussion will include: treatment of parents, juvenile 
delinquency, personality deviations and diagnosis of 
psychoses, the scope of the educational psychologist 
working in the schools, and substitute homes. At the 
session for administrative representatives the findings 
of the Feversham report on the voluntary mental health 
services will be considered as they atiect the policy and 
administration of the child guidance movement. Further 
information may be had from the secretary of the Child 
Guidance Council, Woburn House, Upper Woburn Place, 
W.C.l. 
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King’s College Hospital, London 

The next meeting of the Listerian Society will be held 
at this hospital on Jan. 25 at 8.30 P.m., when Dr. Robert 
Hutchison, the president of the Royal College of Physicians, 
will speak on medical literature. 


Ophthalmic Exhibition 

Today, Friday, Jan. 20, at noon, Sir Francis Fremantle 
will open the National Eye Service Exhibition at the Charing 
Cross underground station booking hall. The exhibition 
has been arranged by the National Ophthalmic Treatment 
Board, 148, Great Portland Street, London, W.1, from 
whom further information may be had. 


International Cancer Congress 

Membership blanks for the third International Cancer 
Congress, which is being held in Atlantic City in September, 
may now be had from the offices of the British Empire 
Cancer Campaign, 11, Grosvenor Crescent, London, S.W.1. 
Further information about the congress may be obtained 
from Mr. Cecil Rowntree, 17, Harley House, N.W.1. 


Society of Radiotherapists of Great Britain and 

Ireland 

A meeting of this society will be held today, Friday, 
Jan. 20, at 5 P.M., at 11, Chandos Street, London, W.1, 
when Prof. R. S. Pilcher, Mr. G. F. Stebbing, Dr. Dobbie, 
Mr. R. F. Phillips, and Mr. T. A. Green will open a dis- 
cussion on carcinoma of the larynx, lesions in the 
arytenoids, aryepiglottic folds, and pyriform fossa. 


Order of the Nile 


Dr. A. F. Bernard Shaw, professor of pathology in the 
University of Durham, has been given permission to wear 
the insignia of commander of the Order of the Nile, 
bestowed on him by the King of Egypt for his services as 
professor of pathology in the Farouk University at Cairo. 


Award of Pavlov Prize 

It is announced by the Academy of Sciences of the 
U.S.S.R. that the I. P. Pavlov prize for 1938 has been 
awarded to Honoured Worker in Science I. S. Beritashvili, 
professor of physiology at Tbilisi University. Previous 
holders of the prize have been Academician L. A. Orbeli 
and Prof. A. D. Speransky. The present recipient, 
Prof. Beritashvili, is the author of numerous works on the 
physiology of the central nervous system, published 
in Russian and foreign languages. 


Cod-liver Oil for Spain 

The first Humber food-ship, the Ragnhild, taking 
supplies from the people of Yorkshire to refugees in 
Spain, included in her cargo 30 tons (about 7500 gal.) 
of cod-liver oil, representing a fifth of the total value of the 
cargo. The cod-liver oil was supplied at cost price by the 
Hull trawler-owners, who state that they are prepared 
to supply almost unlimited quantities on the same terms 
for relief work or refugees in any country. 


Hospital Amalgamation at Sheffield 7 

The Act of Parliament amalgamating the Royal 
Infirmary, Sheffield, and the Sheffield Royal Hospital 
came into operation on Jan. l, and the new governing 
body at its first meeting on Jan. 3 elected Sir Ronald 
Matthews its first chairman, Mr. Fred M. Osborn, deputy 
chairman, and Mr. W. H. Booth, secretary. Two boards 
were also appointed, one to manage each institution, and 
a finance committee. The amalgamated hospitals will be 
known as the Royal Sheffield Infirmary and Hospital. 

An appeal for £1,000,000 was launched in July on 
behalf of the Sheffield voluntary hospitals. The fund will 
be used to finance extensions at the Jessop Hospital 
for Women and at the Children’s Hospital, and also to 
purchase a site near the university and to build there a 
new general hospital of some 800 beds. The whole 
group, together with the medical school of the university, 
will form a hospital centre which will serve not only 
the city of Sheffield but also the large area surrounding it. 
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Jan. 23 to. Jan. 28 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 


MONDAY. 
Odontology. 8 P.M., Dr. E. Wilfred Fish: Calcified , 
Tissue of Repair. Prof. H. Humphreys : Teeth from a’ 


Case of Hypoparathyroidism. 
TUESDAY. - 
Medicine. 8.30 P.M., Prof. J. A. Ryle, Dr. J. H. Sheldon, 
and Dr. A. W. Spence : : Anorexia Nervosa. 
THURSDAY. 
Urology. 8.30 P.M., Mr. Terence Millin : 
Treatment of Urinary Incontinence. Mr. 
will also speak. 
FRIDAY 
Disease in Children. 5 P.M. (cases at 4.15 P.M.), Mr 
David Levi: (1) Osseous Dystrophy. Dr. F. 
Weber: (2) Dwarfism of Uncertain Causation. Dr. R. 
Illingworth (for Dr. Donald Paterson): (3) Gonsenital 


The Surgical 
Victor Bonney 


Cystic Lung. 
Epidemiology and State Medicine. 8.15 P.M., Dr. R. E. 
Smith: Epidemiological Problems of Poliomyelitis in 


Schools. Dr. G. O. Barber will also speak. 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 

MoNDAY.— 8.30 P.M., Sir Henry Gauvain and Dr. C. P. 
Symonds: Poliomyelitis, including Artificial Aids to 
Respiration. 

ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS. 

FRIDAY.—6 P.M. (London School of Hygiene, Keppel Street, 
W.C.1), Mr. Frederick Ridley and Dr. F. H. C. Beards : The 
Eyes of the Industrial Worker. Mr. J. Minton will show 
a film on the Prevention of Industrial Eye Injuries. 

SATURDAY.—10 A.M., Visit to the Albert Dock Hospital at 
Custom’s House, E. 16, Mr. H. E. Griffiths : demonstration. 

KENSINGTON MEDICAL SOCIETY. 

WEDNESDAY.—8.30 P.M. (St. Mary Abbots Hospital, Marloes 
Road, W.8), Dame Louise McIlroy and Prof. James Young: 
Diet in Pregnancy. 

LONDON JEWISH HOSPITAL MEDICAL SOCIETY, 
Stepney Green, P.1. 


THURSDAY.—3.45 P.M., Sir Maurice Cassidy : The Consultant 


Looks upon the Practitioner. Dr. J. Snowman: The 


Practitioner Looks ee the Consultant. 
MEDICO-LEGAL SOCIET 
'  'THURSDAY.—8.30 P.M. (26 eee Place, W.1), Dr. Kenneth 
McFadyean: The Death of Edwin Bartlett. 
BRITISH PSYCHOLOGICAL SOCIETY. 


edical Section. 
WEDNESDAY.—8.30 P.M. (1, Wimpole Street, W.1), Dr. Denis 
Carroll: The Psychotherapy of the Psychoses. (Presidential 


address. ) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
PONAD C COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 


Peon a5 P.M., Mr. E. .W. Riches: Hydronephrosis—the 
Results of Conservative Treatment. (Hunterian lecture.) 
ROYAL COLLEGE OF OBSTETRICIANS AND GYNÆCO- 
LOGISTS, 58, Queen Anne Street, W.1. l 
FRIDAY.—5.30 P.M., Mr. Alan Brews: Hydatidiform Mole 
and Chorion-epithelioma. (Blair-Bell lecture.) 


TAVISTOCK CLINIC, Malet “lace, W.C.1. 
MONDAY.— 4.30 P.M., Dr. H. A Phobias. 
THURSDAY.—2.30. P.M., Dr. G. W. James : Physical and 
Psychotic Syndromes. 3.30 P.M., De. J. R. Rees: Emer- 
gency Treatment of Neurotic States. 4.30 P.M., Dr. T. W. 
Mitchell: Pregenital Phases. ` 


PETIS OF PSYCHO-ANALYSIS, 96, Gloucester Place, 


TUESDAY. —8.30 P.M., Dr. Denis Carroll : Psychoses. 


Ported. wa RADUASE MEDICAL SCHOOL, Ducane 
oa 
MONDAY.—4.30 P.M., Prof. J. Henry Dible: Nephritis. 
TUESDAY.—4.30 P. M., Dr. Izod Bennett : Nephritis. 
WEDNESDAY. —NOoon, clinical and pathological conference 


(medical). 2 P.M., ’Mr. E. J. King, Ph.D.: Jaundice and 
Tests of Liver Function. 3 P. M., Clinical and pathological 
conference (surgical). 4.30 P. M., Prof. Shaw Dunn: 


Nephritis, and Renal Changes in Hypertension. 


THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Mr. J. M. Wyatt: Obstetric 
Emergencies. 

FRIDAY.—2 P.M., clinical and g er ve conference 
(obstetrics and gyneecology). 2.30 P.M., Mr. R. Watson 
s ie : Fracture Dislocations and Other Injuries of the 
oints. 


Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynweological clinics and 
operations. 


uae Ce te FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., 
Attacks. 3 P.M., 
and Volvulus. 

Outpatient clinics daily at 10 A.M., ward visits at 2 P.M. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 


PITAL, Gray’s Inn Road, W Cl 
FRIDAY.—4 P.M. Mr.J. D. McLaggan : : Acute Mastoiditis. 


Dr. Donald Paterson : So-called Acidosis 
"Mr. À. Simpson-Smith : Intussusception 


MEDICAL DIABY,—VACANCIES 


Parkes l 


‘London County Council. —Temporar 


[san. 21, 1939 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, 

WEDNESDAY. w P ‘Mr. Cameron MacLeod: 

Diseases of Thyroid Gland. 


MAIDA S VALE HOSPITAL FOR NERVOUS DISEASES, 


THURSDAY. —3 P.M., Dr. Russell Brain : clinica] demonstration. 
LONDON; SCHOOL OF DERMATOLOGY, 5, Lisle ‘Street, 


TUESDAY.—5 P. M., Dr. L. Torman Sycosis. 
THURSDAY.—5 P. M., ; Duckworth : : 
squamous Eruptions. “(Chesterfield lectures. ) 


ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Ronolagh I Road 
FRIDAY.—3.30 P.M., MT. ETO “Ph.D. : The Physical 
Basis of Treatment in a aho malic Diseases. 


FELLOWSHIP OF MEDICINE AND POST-GR S FLATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W. 
MONDAY to SATURDAY.—BROMPTON HOSPITAL, ls W.3, 
ra day course in chest diseases.—ST. JOHN’S HOSPYTAL, 
Aisle Street, W.C.2, afternoon course in dermatology. 
(O pen t non-members. )—ST. PETER’S HOSPITAL, Henrietta 
treet, W.C.2, all-day course in urology. 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.—4.15 P.M. (Western Infirmary), Mr. M. Logan 
Taylor: Gall -bladder Disease and Treatment. 


Common 


Erythemato- 


Vacancies. 


For further information refer to the advertise ment columns 


Army Dental Corps.—Commissions. 
Barbados General Hosp.—H.S. and aneesthetist, £450. 


Barrow-in-Furness County Borough.—Asst. M. O.H. and asst. 


school M.O., £500. 

Belgrone Hosp. for Children, Clapham Road, S.W.9.—Asst. 
physician. 

Benenden, Kent, National Sanatorium.—H.P., at rate of £150. 

Birmingham New Centre Hosp.—Asst. to radiological dept., 

Birmingham University.—Third lecturer in bacteriology and 
asst. bacteriologist in public health laboratory, £350. 

Brighton, Royal Alexandra Hosp. for Sick Children, Dyke Road.— 
Hon. physician. Also H.P., £150. 

Burton-on-Trent General Infirmary. —Cas. O. and H.P., £1 W 

Central London Ophthalmic Hosp., Judd Street, W. Č. 1.—Hon. 
asst. physician. 

Chorley and District Hosp.—H.S., at rate of £150. 

Cheshire Education Committee.—Asst. school M. O., £500. a 

Derby County.—Deputy county M.O.H., £840. 

Dorking County Hosp.—Res. asst. M.O., at rate of £250. i 


beg OMON Hosp., Greenwich, S.E.10. 2 -Receiving-room Officer, 


H.S. at- rate of £110. Also hon. dermatologist: 
Durham County Council:—Asst. school M.O., £5 
Edinburgh, Eastern and Northern General Hosps. —Res. H.P.’s 
each at rate of £100. 
Edinburgh, Margaret Rose aoa for Crippled Children, Fairmile- 


head.—Res. surg. O., 

Essex County Council and Cor poration of Chingford.—Asst. 
county M.O. and M.O.H., £4 

Evelina Hosp. for Sick Children, Southwark, S.E.1.—H.P., 
at rate of £120. 

Exeter City and County.—Deputy M.O.H. and asst. tuber. 
officer, £550. 

Home Office, Air-Raid Precautions Dept., Whitehall, S.W.— 
Medical instructor, £550. 

Hosp. for Sick Children, Great Ormond Street, W.C.1.—Clin. 
pathologist, £600. 

Lancaster County Mental Hosp.—Asst. M.O., £550. 

Leamington Spa, Warneford General Hosp. —Res. cas. O. and 
H.S., at rate of £150. 

Liverpool, Alder fley Children’s Hosp.—Res. asst. M.O.’s. 
each at rate of £200. 

Liver nool Citu.— Res. asst. M.O.’s for special hospitals, each 

Liverpool Heart Hosp.—H.P., at rate of £100. 

Liverpool Royal Children’s Hosp., Myrtle Street.—Res. cas. O., 

at rate of £250. 


Berens rheumatism 
registrar £350. Asst. M.O.’s Class I, each £350. Also 


asst. M.O.’s Class II, each £250. 


‘Maidstone, West Kent General Hosp.—H.S8., £175 


Manchester, Christie Hosp. and Holt Radium Institute. Ron 
physician. 

Manchester Ancoais Hosp.—Radiological officer, £400. 
Manchester Royal Children’s Hosp., Pendlebury.—Res. 


surg. 
at rate of £150. 


` Manchester Royal Eye Hosp.—Jun. H.S., £120. i 
- Margate and District General Hosp. — Res. M.O., £150. 


Middlesbrough Education Committee.—Asst. school M. O., £500. 
M es ee Bae A St. Luke’s Mental Hosp., Grove Hill.— Asst. 
1.0. and deputy med. supt., £550. 
M iadtese County Council. -Physician (Grade II), 2650. Also 
as. M.O., at rate of £350 
Miller General Hosp., Greenw ‘ich Road, S.E.10.—Asst. radio- 
logist, £100. 
National Hosp., Quecn Square, W.C.1.—H.S., £100. 
Newcastle-upon- “Tyne Hosp. for Children.—Two H.S. ’s, each at 
rate of £100. 
New Zealand, Otago University Medical School.—Professor of 
medicine, £2000. Also lecturer in biochemistry, £650. 
Portsmouth Royal Hosp.—Cas. O., at rate of £130. 


PRENON nln Grange Orthopedic Hosp.—Jun. H.S., at rate 
of £200. 
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Princess Elizabeth of York Hosp. for Children, Shadwell, E..1.— 
oe radiologist for X ray and electro-therapeutical 


Guan Mary's Hosp. for the East End, Stratford, £.15.—Hon. 
asst. aural surgeon. | 

Queen’s Hosp. for Children, Hackney Road, E.2.—H.S., and 
Cas. O., each at rate of £100. 

Radium Institute, Riding House Street, W.1.—Res. M.O., at 
rate of £250. 

Richmond, Surrey Royal Hosp.—Jun. H.S., £100. 

Rotherham Municipal General Hosp. — Asst. res. M.O., £350. 

Royal Air Force.—Comunissions. — 

Royal Free Hosp., Gray’s Inn Road, W.C.1.—Asst. M.O. in 
V.D. dept., £300. 

Royal London ’ Ophthalmic Hosp., City Road, E.C.1.—Three 
out-patient officers, each £10 100. 

Royal Naval M Service. —M.0.’s 

Slough A a ha &c.—Deputy M. o and deputy med. supt., 

Southend-on-Sea cae ad Hosp.—First H.S., at rate of £100. 

St. Albans, Shenley Hosp. for Nervous and Mental Illness.— 

. Fifth asst. M.O. e485 

St, George 8 Hosp., Ss. w 1.—Res. asst. physician, £250. 

Saint Mary’s Hosp. for Women and Children, Plaistow, E.13.— 
Res. surg. O. and res. H.P., at rate of £155 and £150 
respectively. 

St. Pancras Borough Council Public Health Dept., Euston Road, 

- NWi— for gynæcological clinic, 2 guineas per 
consultation. 


Stirling District Mental Hosp., J Aroen: —Third asst. M.O., £300. 
Also fourth asst. M.O., £25 

University College Hosp., iek Street, W.C.1.—Registrar to 
Royal Ear Hospital ” £250. 

Walsall General Hosp. — Res. sure. O. 

Ware Park Sanatorium.—Asst. M.O., £300. 

West End Hosp. for Nervous Diseases, Gloucester Gate, N.W .1.— 
Two res. H.P.’s, each at rate of £125 

West London Hosp., Hammersmith Road, W.6.—Res. 
reg. and tutor, £225. 

West London Hosp. Medical School, W.6.—Lecturer in forensic 


surg. 


medicine. 
West Riding, Keighley and District Victoria Hosp.—Second 
res. M.O., at rate of £120. 


Wolverhampton Royal Hospital._—H.S. for fracture and ortho- 
ædic dept. , at rate of £100. 
Woolwich a District War Memorial Hosp., Shooters Hill, S.E.18. 
Hon. ansesthetist. 


York County Hosp.—H.P., £150. 


The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at Burton-on-Trent (Stafford), 
Addingham (Yorks, W.R.), Buxton (Derby), New Southgate 
~ (Middlesex), and Maryport (Cumberland). 


Births, Marriages, and Deaths 


BIRTHS 


BANHAM.—On Jan. 12, the wife of Mr. Roy Banham, F.R.C.S., 
of Northampton—a son. 

BOULTBEE.—On Jan. 15, the wife of Major J. H. Boulbree, 
I.M.S., Dublin—a son. 

CAMPBELL.—On Jan. 12, at Rugby, the wife of Dr. George 
Cam pbell—a son. 

FRIZELLE.—On Jan. 14, the wife of Dr. Gordon M. Frizelle, of 
Leicester—a son. 

GIMBLETT.—On Jan. 12, at Welbeck Street, W.1., 
Mr. Charles Leonard Gimblett, F.R.C.s.—a son. 

JOHNSON.—On Jan. 14, at the London Clinic, the wife of 
Dr. Bernard R. M. Johnson—a daughter. 

KELLOcK.—On Jan. 11, at Aberdeen, the wife of Dr. A. M. 
Kellock—a daughter. 

LicHtT.—On Jan. 9, at St. Thomas’s Hospital, 
Dr. L. H. B. Light—a son. 

NICHOLSON.—On Jan. 3, at Hong-kong, the wife of Surg.-Comdr. 
C. B. Nicholson, R.N.—a son. 

SHACKLETON BamLEY.—On Jan. 15, at Norwich, the wife of 
Dr. Shackleton Bailey—a danghter. 

SMITH.—On Jan. 15, at Newcastle-on-Tyne, 
Dr. David Smith—a son. 

Sctron.—On Jan. 10, at the London Clinic, the wife of 
Dr. R. J.C. Sutton—a son 

WALKER.—On Jan. 12, 1939, at Rainton Gate, co. Durham, to 
Dr. and Mrs. G. FE. Walker—a son. 


MARRIAGES 


PaRKES—WOOLLEY.—On Jan. 10, at oT Werburgh’s Church, 
Bristol, P. W. J. Parkes, M.R.C.S , to Margaret Woolley.” 


DEATHS 


CORN ABY.—On Jan. 11, Edgar Edward Cornaby, B.Chir. Camb., 
I.R.C.S., of Vaughan Avenue, W.6. 

PRIN —On Jan. 7, at St. Martin’ s, Guernsey, Jobn McIntire 
Falkiner, F.R.C. S. I., Barrister- at- Law, late of Assam and 
Ceylon, aged 70. 

GRANGER.—On Jan. 11, at Dines, unt, Oxon, Edgar 
Bridden Granger, M.R.C. S., aged 8 

LaUGHTON.—On Jan. 15, 1939, Sais at Stanmore, 
Middlesex, James Millar Laughton M.B., C.M., aged 72. 

Lone.—On Jan. 15, at Norwich, Sydney Herbert Long, 
M.D. Camb., aged 68. 

PaTERSON.—On Jan. 10, at Ascot, Alexander Gordon Paterson, 
M.D. Edin., aged 79. 

PRESTON.—On Jan. 14, at St. Annes-on-Sea, J. M. S. Preston, 
M.B., C.M. Edin. 


N.B.——A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths 


the wife of 


the wife of 


the wife of 
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Appointments 


CHRISTIE, ALBERT, M.B. Aberd., visiting aneesthetist to the 
Victoria Infirmary, Glasgow. . 

COCHRANE, GEORGE, M.B. Glasg., D.P.H., medical officer of 
health for the ‘borough of Buxton and rural district of 
Chapel-en-le-Frith. 

Farris, C. D., M.R.C.S., L.D.S., chief assistant in the dental 
department of St. Bartholomew’s Hospital, London. 

FIELD, C. ELAINE, M.D. Lond., first assistant in the children’s 
department of University College Hospital, London. 

GARREY, M. M., M.B. Glasg., second assistant resident medical 
officer at Woodilee Mental Hospital, Glasgow. 

JENKINS, T. P. N., M.B. Lond., assistant medical officer at 
Farnham County Hospital. 

JONES, E. ELLIS, M.B. Lond., house physician to the Salisbury 
General Infirmary. 

LORRIMAN, GERRARD, M.B. Durb., medical registrar at the Roya! 
Victoria Infirmary, Newcastle-on-Tyne. 

LYTH, CONSTANCE M. F., M.B. Manc., resident house surgeon 
at the Royal Manchester Children’s Hospital, Pendlebury. 

MACGREGOR, ALEXANDER, M.B. Camb., L.D.S., assistant dental 
surgeon to St. Bartholomew’s Hospital, London. 

OWEN, J. R., M.R.C.P., hon. assistant physician to the Hospital 
for Diseases of the Skin, London. 

REYNOLDS, S. J., M.B. Camb., D.M.R.E., hon. clinical assistant 
in the X- -Tay and electrotherapeutic ‘department at Charing 
Cross Hospital, London. 

THATCHER, R. , M. R.C.S., 
General Infirmary. 


Examining Surgeons under the Factories Act Tn: 
WILKINSON (Egham District, sor) 
(Fakenham District, Norfolk) : ; DA TR 
Mowbray District, Leicester). 


resident medical officer at Salisbury 


Dr. A. G. 
G. CHAPPEL 
epee (Melton 


THE SPECIAL AREAS 


THE work of the Commissioner for the Special 
Areas is reviewed in a report lately issued by 
H.M. Stationéry Office (Cmd.. 5896, 2s.). There is 
much of note in the economic aspects of the report, 
as in the development of trading estates and the 
encouragement of new industries as a long-term policy 
in view of the continuously presented ‘serious 
problem of a working population in excess of the 
present employment capacity in the Areas.” Of 
special interest, however, is the wide range of 
ee directed towards betterment of the public 

ea 

The financial position of local authorities within 
the Special Areas renders it difficult for them to 
embark unaided on necessary measures of improve- 
ment. Generous assistance has been given in former 
years and arrears of development have to a large 
extent been met, or are in process of being met, so 
that the commissioner is now able to report ‘‘ when 
these outstanding schemes have been completed it is 
the opinion of the Ministry of Health that, taking a 
general view, the health services, whether provided 
by local authorities or voluntary organisations, will 
be substantially up to the level of the services in 
other parts of the country.” Such assistance has 
been continued during the year under review, and 
it appears that particular attention has been given | 
to hospital facilities, allowing for assistance to 7 
schemes of local authorities and 8 schemes for 
voluntary hospitals. Aid has also been given to the 
remedy of deficiencies at maternity and child welfare 
centres, to the provision of nursery schools, to the 
encouragement of district nursing, to the supply of 
medical comforts, to the subsidising of cheap milk 
schemes, to the organisation of cookery classes. The 
main feature of financial assistance continues to be 
towards the improvement of sanitary services, water- 
Supply, sewerage and sewage disposal, and closet 
conversion. Grants were promised during the year 
towards 23 schemes for water-supply, 54 sewerage 
schemes, and 11 schemes for closet conversion. The 
total estimated cost of work of public utility for 
which grants were approved during the year was 
£1,429,211. 

It is observed that the activity of the commissioner 
has done much to mitigate the difficulties of local 
authorities in providing essential services, and must 
prove of material benefit to the health of the 
inhabitants of the Special Areas. 
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NOTES, COMMENTS, AND ABSTRACTS 


PRINCIPLES OF MEDICAL RESEARCH 
THE LIMITATIONS OF HISTOLOGY 


By Lorenz S. MicHaitis, M.D. Berlin, L.R.C.P.E. 


OLINIGAL ASSISTANT IN THE ORTHOPZDIO DEPARTMENT, 8ST. JOHN’S 
OLINIC, LONDON 


IN 1926 an extensive discussion took place at a 
meeting of the German Pathological Society on two 
rare but interesting diseases of the skeleton, osteitis 
fibrosa and Paget’s disease. This was followed by 
a flow of papers on this subject from nearly every 
country in the world, especially after, in the same 
year, the Viennese surgeon Mandl showed that by 
looking for and excising a tumour of the parathyroid 
glands osteitis fibrosa could at least be arrested and 
probably cured. 

The volume of evidence that accumulated between 


1926 and 1933 may be judged from the fact that in 


order to review this one theme in a comprehensive 
manner I had to read more than 2000 papers and 
references, 950 of which proved to contain essentials. 

Among the many general and special questions 
to be discussed, one in particular attracted my 
attention. Three opposing camps had formed among 
the pathologists of the world on the question whether 
the two diseases were (1) different in everything 
except that both were generalised diseases of the 
skeleton ; (2) only different stages or forms, the one 
more acute, the other more chronic, of an identical 
underlying pathological condition ; (3) not compar- 
able, because only Paget’s disease was a disease 
sui generis, while osteitis fibrosa was not a definite 
disease at all but something like a variation of rickets. 

The main representatives of these camps in 1930 
were three continental specialists in the histology of 
bone—Pommer, the grand old man of Austrian 
pathology; Schmorl, world-famous as an expert 
on the pathology of the spine; and Christeller, a 
leader of a modern school of thought who unfor- 
tunately died at an early age. Schmorl stood for 
the first point of view, Christeller for the second, and 
Pommer for the third. All three used the same histo- 
logical techniques, and they did not differ in the 
description of what they actually saw under the 
microscope. How then was it possible for them to 
arrive at so entirely different conclusions? This is 
not an isolated example: it is rather a test case, 
indicating one point in which lack of insight into the 
natural limits of one special sphere of research had 
led to a paradoxical situation. 

What are these limits? Has not histology, 
like all the new spheres of our search for facts 
—radiology as well as biochemistry, bacteriology not 
less than applied physics—gone from success to 
Success since the times when Virchow built the 
foundations of medical morphology ? How dare one 
talk of limits of a line of research which is still very 
active in conquering new land? | 

What the three experts on bone histology saw 
through their microscopes was that fibrous tissue 
of a certain type had replaced bone tissues; that 
was beyond dispute. But there were differences 
as to the amount and the localisation of this replace- 
ment, and its combination with other changes. 
They saw many slides of the same part of one bone, 
of other parts of the same bone, of many parts of 
many bones of the same case, and they compared all 
this with the same vast material from another case. 


In the course of many years they saw many such 
cases. Their minds started grouping what they 
saw according to analogies and differences, and, 
unknown to themselves, this mental process of 
grouping superseded all other considerations. Instead 
of some facts from outside histology influencing this 


. formation of groups in their minds, opinion once 


formed became conviction, conviction became “ fact.” 
After having spent half a life time on acquiring what 
was essential in the way of experience, they took 
what they saw not merely for a sector of medical 
knowledge, but for the whole of it. They accepted 
histology as the branch of research capable of leading 
to the identification of disease. 

At last Schmorl’s conception was proved to be 
the right one, but was it proved because of histological 
facts? Certainly not. The discovery that osteitis 
fibrosa was always connected with a pathological 
condition of the parathyroids while Paget's disease was 
not decided the matter. Once more clinical observa- 
tion, surgical enterprise, and some suspicions rather 
than facts arising from earlier findings provided the clue 
to the solution of a problem on which no special 
line of research had spent more efforts than histology. 

A new controversy arose over the question whether 
this ‘‘tumour ” of the parathyroids was the cause or 
the consequence of the disturbance of metabolism 
of which the bone-changes are only one symptom. 
Again histology tried her hand at deciding this matter 
from what the microscope revealed. But, although 
the question is still without a conclusive answer, 
this much can be said, that it is not to histology 
that we have to look for the last word. 


VALUE OF PATHOLOGICAL EVIDENCE 


In this country there exists a characteristic reluc- 
tance to rely too much on the more static findings 
of morphology as opposed to the more dynamic ones 
of clinical and physiological observation. But on 
the Continent and in the United States the tendency 
to make use of histological findings for the solution 
of problems beyond their reach is still to be found. 
On the other hand, those who observed the inadequate 
result of so much work have sometimes gone to the 
other extreme of doubting the value of histological 
evidence even where it was the best guide. 

How can the limits of pathological histology be 
defined ? One can state that histology alone is unable 
to provide sufficient evidence for or against the 
identification of diseases. Experience goes far to 
prove that these limits are real. But are they 
permanent, or will it be possible for histology in the 
course of its future development to overcome them ? 
If they were drawn only by technical difficulties, 
or due to the fact that the opportunities offered by 
histology are by no means exhausted, we would have 
to admit this possibility. But the reasons for the 
limitation are to be found in the very nature of the 
material that forms the subject of histology. What 
we can see on a slide are the responses of cells and 
tissues to setiological factors. The number of these 
factors is almost unlimited, but the variety of responses 
is not. The number of different changes a cell or 
a tissue can undergo is very small indeed. And 
further, each kind of cell or tissue has to rely on its 
own specific and limited choice of responses to the 
great variety of factors able to provoke a response. 

This in short is the law governing the visible effects 
which form the subject of histology. It is this law 
of the restricted variety of responses which sets the 
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real and permanent limits to its scope. We find a 
parallel to it in the law of specific physiological 
responses of the organs of sense, formulated about a 
hundred years ago by Johannes von Mueller. He 
stated that the response of the eye, for example, 
was and had to be always a visual one independent of 
the kind of stimulus which acted on it. Just as it 
is thus impossible to infer from the physiological 
response of the eye the nature of the stimulus provok- 
ing it, it is impossible to draw from the morpho- 
logical responses of less highly specialised cells 
definite conclusions as to their causes. 

The relation between the variety of etiological 
factors and the comparatively poor variability of 
cell and tissue-reactions might be compared to the 
relation between our emotions and our facial expression 
of them. We can all diagnose joy, anger, fear, or 
sorrow on each other’s faces. But in order to know 
the reasons which occasion them we have to know 
a good deal about both the character of the person 
and the special circumstances leading to the emotion. 
It might be argued that not much is gained by the 
knowledge of this law. But in our test case, would it 
not have been impossible for such an extended argu- 
ment between three leading pathologists to arise 
at all, involving as it did an enormous amount of 
work and thought, had the existence of this law been 
recognised ? The knowledge that bone tissue is 
particularly limited in its variety of responses ought 
to have made it clear from the outset that it was 
useless to try to make the presence, amount, or 
features of fibrous tissue in bone the basis of 
conclusions for or against the identity of bone diseases. 
We said that this test case was not an isolated one. 
We need only mention the controversy raging for 
years between two other continental pathologists 
over the causation of gastritis and gastric ulcer. 
Each one tried to prove his case with arguments based 
on histological findings. It was another example 
of great efforts futile from the very start because of 
ignorance of the limiting law. I hope to have shown 
that this law applies to pathological histology as a 
whole. But histology is only one of the many 
auxiliary forces of research, the one in fact in which 
I have some experience. I venture to think that 
other spheres of isolated research might suffer from 
similar uncertainties as to the limits of their real 
scope, and that an effort should be made to eliminate 
them. Knowledge of its limits should prove as 
valuable in every field as knowledge of its possibilities. 
Pathological histology, by confining itself to its limits, 
will gain more than it might lose. Confidence in 
its achievements will grow in proportion as the 
histologist leaves the water-tight compartment into 
which some enthusiastic workers retired in order to 
accomplish independently the highest feats of research. 
Alone it will be in danger of being led ad absurdum ; 
as a member of the corporate team of medical sciences 
it will give further proof that it is indispensable. 


SUMMARY 


The number of possible causes of disease and their 
combinations is far greater than the number of 
different responses at the disposal of the tissues. The 
histologist can describe the responses but he cannot 
with certainty draw conclusions as to their causes 
from this examination alone. Workers in all branches 
of scientific research would be saved much wasted 
effort if the limitations of specialised studies were 
more clearly defined and more fully realised. 
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DRINK 


Commissioner David Lamb, who is in charge of the 
intelligence department of the Salvation Army, 
on Jan. 10 addressed a meeting of the Society for 
the Study of Inebriety, held in London. The total 
number of convictions for drunkenness in England 
and Wales in 1936, he said, was 44,500, and this 
represented an increase of over 5 per cent. on the 
previous year, In 1918, however, the number 
of convictions was nearly 189,000, equal to 48 per 
10,000 of population, whereas the corresponding 
1936 figure was 11. Of the convictions in 1936, 
38,000 related to males and only 6500 to females, 
and this was the more remarkable since the female 
population exceeded the male by 2 million. He was 
inclined to think that the female was on the whole 

ore faithful than the male, and that a finer loyalty 

o their ideals kept them on the straight and narrow 

way. In his early days it used to be generally 
accepted that a drunken man could be saved, but 
seldom, if ever, a drunken woman. The Salvation 
Army’s experience in all parts of the world had given 
the lie to that notion. It had also shown them 
how close was the alliance between drink and prostitu- 
tion; without the stimulus of alcohol there would 
be an immense falling-off in the demand for loose 
women and brothels, and without drink inside such 
establishments ‘‘ business ” would languish. 

During the period 1883-1937 the number of public- 
houses in England and Wales had decreased by 
27 per cent.; the number of standard barrels of 
beer consumed by 42 per cent.; the number of 
gallons of spirits consumed by 70 per cent., and 
convictions for drunkenness by over 75 per cent.— 
from 174,000 to 44,000.. Aggregate expenditure on 
drink had remained high, however, and the average 
proportion of income spent on drink was about 
the same as before the war. Apart from the direct - 
effect on industrial production, and therefore on 
the standard of life, the yearly cost of crime caused 
by drink, and of poverty due to drink, was estimated 
at nearly £50 million, and if some of it were capitalised 
the national asset would probably be £1000 million 
in a generation. Drink was, in the last analysis, 
antisocial, and, social as drinking might be, it lay 
at the root of nine-tenths of poverty, squalor, vice, 
and crime. At the same time it had to be recognised 
that the gin-palaces and beer-houses, like many other 
evils, were largely a natural outgrowth of social 
conditions. The Salvation Army believed that 
salvation was a sovereign remedy; that the 
expulsive power of a new affection worked wonders. 
But they did not know, for example, why in one case 
the craving for drink seemed to disappear on what they 
called conversion, while in another case, where the 
spiritual desires appeared equally sincere and the 
renunciation as whole-hearted, the person had to 
continue to fight the craving. 

The Salvation Army considered suitable work, and 
plenty of it, as the cure, humanly speaking, for all 
ills, whether physical or economic ; change of environ- 
ment and treatment—chiefly of diet—were also found 
effective. Commissioner Lamb’s experience in charge 
of the Army’s land and industrial colony at Hadleigh, 
Essex, where most of the thousands of cases coming 
under his care and observation had been directly or 
indirectly attributable to drink, taught two out- 
standing lessons, apart from proving the supreme 
health-giving and health-restoring qualities of digging 
the soil. The first was that drink is a secondary cause 
in social downfall, where it has often been regarded 
as a primary cause. An investigation of 800 cases 
showed that 60 per cent. originally classified as 
“drink cases” might have been more correctly 
defined as ‘‘social’’ since the originating cause lay 
in domestic troubles and business worries. The 
second lesson was to regard the public-house as a 
possible means of grace, because the men have to 
learn to resist the temptation to go for a drink. 

At the centres for inebriates the wholesome effect of 
the right environment was noticeable—regular occupa- 
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tion, suitable fellowship lectures, meetings, and 
recreative gatherings. Treatment should not be such 

hat a man was never subjected to temptation. 
A test of the work done in six years at the Salvation 
Army’s island settlement in Sweden, which had 
accommodation for 56 male patients, showed that 
60 per cent. definitely benefited and 39 per cent. were 
cured, Diet everywhere was mainly fruitarian and 
vegetarian. Drink was stopped at once; there was 
no weaning. Women inebriates and drug-addicts had 
to have a milk diet, and those bordering on delirium 
tremens were generally kept on lemon juice and soda. 
They were given a blanket-bath and sponged with 
hot water in which a little vinegar was placed; they 
had small mustard packs applied to the base of the 
spine and the back of the neck, and their feet were 
placed in hot mustard-and-water, with a cool bandage 
on the head. | 

In conclusion Commissioner Lamb said that the 
cause of temperance and total abstinence was 
undoubtedly making progress, and in the poorer 
areas gambling and betting were now probably 
greater curses than drink. 

In the discussion which followed Mr. W. McAdam 
Eccles urged the importance of preventive measures 
by teaching children in their homes and at their 
schools. A vast amount of harm was done by what 
was called ‘‘ moderate drinking.” Road accidents, 
injuries, and fatalities would be halved if moderate 
drinking was stopped by drivers and pedestrians. 

Sir Robert Armstrong-Jones spoke of the, difficulty 
of reconstructing, remaking, and reconditioning the 
drunkard, and mentioned that for some years he had 
as patient a woman who had more convictions for 
drunkenness (265) than any other woman in the 
Victorian era. He did not think that poverty was 
the cause of drunkenness or drinking. If religion 
could be taught more in the schools and homes there 
would be far less drinking. 


THE GRADING OF NURSES 


THE first report of the Interdepartmental Committee 
on Nursing is expected this month and the various 
interests concerned are alert to receive and examine 
new proposals. The issue of a short book? by ‘ the 
mouthpiece of a group of nurses,” setting out ideas 
for a radical reorganisation of professional training 
and conditions of employment, is therefore well 
timed. A crisp title and a meaty extract from the 
preface quoted on the dust-cover stimulate an 
appetite which is not fully satisfied by the text. Too 
much space is given to a recapitulation of familiar 
facts in the history of nursing, at the expense of 
argument on ways of grafting the suggested reforms 
on existing practice. For example, the classification 
of patients in hospitals according to their needs of 
nursing services would be no easy task, since these 
needs must fluctuate with progress towards or away 
from good health. The services required are dif- 
ferentiated into sets of duties which, according to 
Miss Carter, could be spread among four different 
types of workers, only two of which need be nurses : 
(1) highly skilled nursing of patients acutely ill; 
(2) simple nursing procedures for chronic or con- 
valescent patients ; (3) duties such as those performed 
by orderlies in military and naval hospitals ; (4) purely 
domestic work. The ‘‘ new deal” is essentially the 
replacement of the existing general and subsidiary 
state registers by two only, for the enrolment of 
grade A and grade B nurses who would respectively 
undertake duties (1) and (2) in this classification. 


Some other proposals are that unregistered persons 


should be prohibited from the practice of nursing 
“ habitually and for gain.” Nurses’ codperations, 
which should be licensed, should be bound to inform 
each employer of the status (A or B) of the nurses 
sent out, and a salaried domiciliary service of nurses 


1A New Deal for Nurses. By G. B. Carter, B.Sc., 
S.C.M., formerly supervising sister, 
University College Hospital ; 
the Midwives Institute. 
Pp. 319. 5s. 
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outpatient midwifery, 
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should be set up on terms that do not undercut 
private work. Nursing schools should be graded and 
(rather surprisingly) some hospitals recognised for the 
training of both A and B nurses, being staffed also 
by members of both grades. 

After a rather superficial exposition of these and 
other ideas Miss Carter comments again on the 
traditional methods of training, and the psychological 
and financial .obstacles to reform. She criticises 
present conditions and the disunity in the profession 
which prevents common action to amend them. 
She urges the need for the establishment of at least 
one subsidised experimental training school, asso- 
ciated with a group of hospitals not dependent on 
student labour and with the local public health 
department. She pleads for self-government of the 
profession, but visualises the ultimate replacement of 
the General Nursing Council by a Whitley council, 
representative of all kinds of nurses and of the 
employers and consumers of nursing services. 

‘ There is no lack of constructive suggestions in this 
book, though some of them may be unacceptable to 
the parties concerned and not easily workable in 


practice. 
THE DRUG CALL 


AT a meeting of the council of the Institute of 
Applied Pharmaceutics on Jan. 13 Dr. F. W. Crossley- 
Holland, junior counsel to the institute, spoke of the 
increasing unwillingness of medical practitioners to 
grant interviews to pharmaceutical representatives. 
This was, he suggested, due to the greater number 
and the inferior types of visitor; and so effective has 
been the refusal that the mounting cost of successful 
interviews has dissuaded several firms from using the 
personal call as a method of propaganda. Yet, in 
Dr. Crossley-Holland’s view, personal contact forms 
the ideal means of propaganda where the appeal of 
ethical products is concerned, granted ability on the 
part of the representative to discuss things in an 
intelligent and knowledgeable manner. There should 
be some easy and certain means of enabling the 
doctor to differentiate between caller and caller, and 
this, he said, was exactly what the machinery of the 
institute might ensure. Its membership would be a 
passport to the presence of medical men. Later, he 
hoped, holders of the institute’s qualification would 
gain admission to the Register of Medical Auxiliaries. 


MENTAL DISEASE EXPLAINED 


To persuade people out of the old prejudices about 
mental disorder and its treatment is one of the most 
important functions of mental hygiene propaganda. 
These prejudices centre in the ‘stigma ” of being 
certified as insane, and the supposed incurability of 
mental illness. Straightforward explanation of the 
real state of affairs can do much to kill these chimeras. 
It is true that they may be irrational beliefs which 
cannot be wholly corrected. by evidence, however 
forcible: but even though this may sometimes be 
the case, there can be no doubt as to the efficacy of 
honest statements about the similarity of mental to 
other forms of illness, the need for early treatment, 
and the advantages of skilled care in a mental hospital, 
whether public or private. Such matters are simply 
and clearly expounded in a brochure by Dr. Horace 
Hill (The Public Attitude towards Mental Disease, 
and Urgent Reasons for Early Treatment. Salisbury. 
1938. Pp. 36. ls. 6d.). In appropriately. simple 
form he restates for the public those general and 
practical issues which are concerned in ensuring 
adequate treatment for any relative who may become 
mentally ill. 


VITAMIN-B COMPLEX: CORRIGENDUM.—In our 
report last week of a meeting of the Royal Society 
of Medicine’s section of pharmacology and thera- 
peutics the remarks made by Dr. C. C. Ungley were 
wrongly attributed to his brother, Mr. H. G. Ungley. 
We also regret that, by an inadvertence for which 
our reporter was in no way responsible, a number of 
copies of THE LANCET gave the name of the last 
speaker incorrectly. 
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EFFECT OF WAR ON CIVILIAN 
POPULATIONS * 


By Mavrice Wriauat, O.B.E., M.D. Edin. 


PHYSIOIAN TO THE TAVISTOCK OLINIOC, LONDON 


Is there really any such thing as the effect: on the 
population as a whole which can be put in clear 
terms? A population, however dense or large, is 
made up of individuals, and no two individuals react 
exactly in the same way to the same situation. 

Take first the smallest group—the family. Under 
war conditions every member of the family will react 
differently according to age, sex, position in the 
family, and so on. If this is true of the smallest 
unit, the family, then it is also true of the larger 
groups which make up the population. The-reaction 
will be different in urban and rural areas, different 
according to the density of the population and the 
real or imaginary threat to life. All we can really 
say about the reaction of a civilian population to war 
conditions is that in such areas the overt behaviour 
of a large number of the population seemed to give 
evidence of such and such an alteration in mood and 
- behaviour. 

EXPERIENCE IN 1914-18 


I do not think that the sense of anxiety and appre- 
hension was ever so widely spread as it was at the 
very outbreak of war in 1914. It was apprehension 
rather than fear—largely, I think, because war was 
something unknown and no one in the civilian 
population knew what modern war would be like. 
Imagination therefore could run riot, unchecked by 
knowledge or experience. It was for this reason 
probably that it was in the early days of the war that 
rumour played so large a part in adding to the general 
sense of apprehension. Because of the absence of the 
critical faculty, which must be based upon knowledge 
of facts, the general mass of the population was 
perhaps more suggestible than at any time during 
the war. Take, for instance, the passage of enormous 
numbers of Russian troops through London at 
dead of night, which was accepted as a fact by the 
mass of the population. Spies were seen to be 
signalling at night to German submarines by thousands 
of people all round the coast. The Prime Minister 
was in the pay of the Germans. The myth of the 
Angels of Mons was widely accepted. In the early 
days and the early weeks of the war no rumour was 
too fantastic to be accepted. 

This condition of most of us, then, was not so 
much that of acute anxiety as of apprehension. 
Anxiety and fear began to appear later when the 
facts and realities of war began to emerge. 

Actually, the first cases that I saw of really dente 
anxiety were cases where the threat was not to life 
but to economic security. As you will remember, a 
moratorium was declared on the outbreak of war; 
the Stock Exchange was closed and no one could 
foresee what would happen to the whole economic 
structure of the kingdom during the first months of 
war. I saw personally cases of complete nervous and 
even mental breakdown amongst bankers, stock- 
brokers, and financiers. It was not the threat to life, 
it was the threat to economic security which caused 
the breakdown, and I think this must be borne in 
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mind when thinking of the reaction of the civilian 
population to war. The loss of property, the threat 
to economic security, is vastly more important to 
many than the threat to life. I am afraid it is a fact 
that many more will expose themselves to danger to 
save property than to save another life. 

After the first few weeks of war, during which 
apprehension and increased suggestibility were “perhaps 
the main features, new attitudes began to emerge. 
I am no politician and do not attempt to justify or 
deny the reality behind these things, but as the facts 
of war, the realities of the situation, became clearer, 


` then the idea—the Ideal, if you like—which had 


brought us into war became clearer to the masses of 
the population. This was the reason for the wave 
of enthusiasm which swept through the country— 


- enthusiasm to serve to make any sacrifice of life or 


property or of the lives of those nearest and dearest. 
By the masses of the people the war was felt to be a 
just one, terrible but inevitable. During the four 
years of war the Ideal may have become somewhat 
tarnished at times, but I think it was there through- 
out, and enabled the mass of the people to bear the 
very great sacrifices and hardships without loss of 


morale or sense of defeat. 


MENTAL DEFENCES AGAINST WAR ANXIETY 


Although manifest anxiety seemed to lessen in the 
general population as they accepted and adjusted 
themselves to the realities of the war, it is important 
to notice that the anxiety was still there, although 
at this stage it had been driven underground, or 
suppresed, as we would say in our psychological 
jargon. Individuals with suppressed anxiety, in 
direct ratio to the amount of suppressed anxiety, 
automatically adopt various changes in outlook and 
attitude which act as ‘‘ mental defences ” against its 
return into consciousness. As the amount of sup- 
pressed anxiety increases, these mental defences 
become more evident. As Dr. Ernest Jones has 
stated (in ‘‘ Psycho-Analysis and the War Neuroses ’’) 
the inental defences against war anxiety, the process 
of readaptation in regard to war, consists of two 
distinct sides: on one hand an extensive release of 
previously tabooed tendencies—such as cruelty, 
licence in sexual morality, drink, spending of money 
—and on the other hand the acquisition of strict 
discipline and control along lines widely different from 
those of peace-time. 

Both these aspects of ‘‘mental defence” or 
readaptation were evident in the last war, in the 
civilian population as well as in the fighting forces, 
and they will with certainty be evident in any future 
war. To my mind, they are both defences against 
the overwheming anxiety which might otherwise 
be felt. 

OVERTHROW OF TABOOS 


To take the first aspect of these defences—the 
release of normally tabooed tendencies. I wonder if 
any of you remember the release which was often 
manifest, especially in the early days of the war, of 
cruel and sadistic thought and speech in normally 
gentle people ? 

I remember very well dining with a particular 
friend at his house early on in the war. The ladies 
present were all doctors’ wives, intelligent, cultured 
folk, without, you would think, a grain of hatred or 
cruelty in their disposition; and yet during dinner the 
main topic of conversation among the women—not 
the men—was the planning of tortures or punishments 
they would like to see perpetrated on German 
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prisoners. Belgian atrocities, true or false, were then 
fresh in our minds, but I have never seen such an 
appalling release of primitive hate, cruelty, and 
sadism as was evinced by those normally gentle folk. 
This was not an isolated instance. The release of 
sadism was evident in its most primitive form in the 
press and in the conversation of ordinary people— 
most evident, I think, in women, in whom the related 
aggressive instincts are more deeply repressed in 
normal times and situations. 

In the last war—in fact, I think in all wars— 
there was plenty of evidence that there is a lowering 
of the accepted standards of sexual morality in both 
sexes, and here again I believe that in the majority 
of cases the free sexual indulgence was not because 
of the increased opportunity so often produced by 
war conditions, but a form of defence against 
anxiety, a narcotic if you like. Most of you will 
have seen, as I saw, many examples of young 
married women whose reaction to the death of their 
husbands was to throw themselves into a frenzy 
of sensual and sexual indulgence. In most of them, 
of course, since this reaction can only dull the 


pain of bereavement and anxiety, this was a tem-. 


porary phase—a narcotic, as was said. The same 
applies to drink and extravagance. All of us know 
many chronic alcoholics in whom the beginning of the 
condition can be attributed to the circumstances of 
war. ‘‘ Eat, drink and be merry, for tomorrow we 
die ” must be and will be, I think, the philosophy of 
some of the civilian population in war conditions. 
I am sure however that it will only be a small section 
of the general population who will take this road ; 
and many—even if they take it for a short time—will 
retrace their steps and, as a defence against their 
anxiety, get their feet firmly on the harder but better 
road of discipline. , 
SELF-CONTROL 


And now about this second road—the acquisition 
-of a strict discipline and self-control along lines 
widely different from those of peace-time. This, of 
course, is evident enough in the fighting forces, where 
the strictest of discipline is necessary under war con- 
ditions, not only for efficiency but also in actual 
battle, as a defence against anxiety and the spread of 
panic fear and all that that entails. In the last war 
it was also true of the civilian populations and it 
will be increasingly necessary if we have to face 
another war, perhaps dirécted in the main against 
the civilian population. Last time we saw on all 
sides the self-imposition of this discipline in nursing 
services, ambulance services, voluntary policemen, 
firemen, munition-workers, voluntary organisations of 
all kinds. The people in these services were drawn 
from all classes of society, and all of them accepted 
discipline, self-control, and long hours of work quite 
alien to their peace-time occupations. For many 
there was no question of economic gain, but many 
found in the discipline and the work, the solution— 
or at any rate a partial solution—of their own personal 
problem of finding a defence against anxiety. With 
this self-imposed discipline there came a building-up 
of personal ideals, however hard and monotonous the 
work; this is in contrast to the destruction of 
personal ideals and self-esteem which is the result of 
taking the other road, the flight into sensuality. 


THE LONDON AIR-RAIDS OF THE LATE WAR 


Now to pass on to the effect of the actual air-raids 
on the civilian population. I think I was in London 
for the vast majority of the air-raids and in most of 
them I was in a hutment hospital for shell-shocked 
officers in Kensington. The raids were often 
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unpleasant and definitely frightening, not only 
because of the noise—the most frightening thing 
unless you are used to it—but also because there was 
a real sense of danger. There were shell fragments 
falling and breaking slates overhead, nose-capg 
falling near-by, and bombs exploding at no great 
distance. The patients were the worst cases of 
shell-shock and were all in single rooms. Nurses 
went from room to room trying to keep them steady, 
most of them young and inexperienced V.A.D.’s, but 
I never saw a sign of hysteria or panic amongst the 
staff, although they were surrounded by panic and 
hysteria amongst the patients. 

This is, I think, a fair sample of how a large section 


‘of the civilian population reacted when they were 


under discipline, had definite work to do, and were 
living ordered lives. The raids themselves could be 
borne well, but after a series of raids there would be 


. a proportion of breakdowns. 


In the crowded districts of the East End of London, 
where bombing was more severe, there was panic 
and some hysteria—never very serious but bad 
enough. Here there were different standards of self- 
discipline and self-control, even in peace-time, and 
little opportunity for flight. I do not believe, as some 
do, that every alien is necessarily a coward. But 
aliens in any country do not stand war conditions 
so well as nationals, just because they are aliens. 
For the alien there is less motive for restraining the 
free expression of the self-preserving instinct. 

One thing is, I think, significant. Although there 
was some panic and hysteria in certain areas, I do 
not think the civilian hospitals had a great many 
cases of psychiatric casualties. After the war all of us 
saw many eases of civilians who had been gradually 
breaking down as a result of the war. Raids, personal 
anxieties, economic stress, malnutrition, and over- 


'work—all left their mark on the population for a 


generation. Of one thing we can be sure, even from 
our experience of the last war—however powerful 
our defences, however well-organised the nation, war 
will take a terrible toll of civilian population, not only 
in physical injuries, but through the stress of long- 
continued fear and anxiety affecting not only the 
mind and feelings, but every organ and function of 
the body. 


EFFECTS OF INTENSIVE ATTACK 


It is to my mind impossible to forecast the effect 
of a war in which the civilian population in large 
cities like London was subjected to incessant aerial 
bombardment, with appalling destruction of life and 
property. I do not believe we can learn all that we 
need from the reports at present available of the 
effect of aerial bombardment in places like Barcelona 
or Madrid or a Chinese town. We are told that in 
Barcelona the population has been amazingly tolerant 
of air-raids' and accepts them with amazing courage 
and fortitude. We are told that this is the case 
because the Spanish people are more callous than we 
are to scenes of carnage and destruction, and that the 
courage and fortitude of the population is due to the 
fact that they have implicit faith in the justice of the 
cause for which they are fighting, and in their govern- 
ment, and feel that everything is being done that can 
be done. ; 

No single observer can see more than a single 
section of the community, and so much that I have 
heard and read is so often politically biased on one 
side or the other that I doubt very much whether we 
have got in any way a true picture of the effect of 


war on the civilian population in either Spain or 


China, One single and extremely significant fact has 
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been told us on good authority and: must be recognised 
—the admissions to mental hospitals in Catalonia 
have trebled since the outbreak of the war in Spain. 

On the one hand, there can be heard the voice 
of those who profess to believe, from a study of 
sour history, that widespread psychological break- 
down is pnlikely. On the other, it has been suggested 
that because we are a capitalist country with 
class hatred and a government swayed by vested 
interests, our civilian population will get out of hand 
under the stress of modern war, and there will be 
mass hysteria, mass panic, and a complete breakdown 
of our civilisation—a grim picture, and to my mind 
extremely unlike the English people as I know them. 
I can quite conceive that there will be panic and 
hysteria. But both panic and the hysteria seen in 
groups or crowds are short-lived reactions, as we saw 
in the last war. . Under terrific bombardment whole 
battalions succumbed to panic and ran back, but in 
almost every case they were rallied behind the lines 
and went forward again steadily into the fighting line 
free from panic.‘ I believe this will hold good with 
the civilian population. There will be many who 
will panic, many who will have hysteria, but the 
majority of them will recover and carry on. 

It may be helpful to define panic—it is an unusual 
fear reaction brought about by any intense and 
sudden stimulus without definite relation to the 
danger of the situation. It may result from a sudden 
noise, sudden darkness, an intense light, for example. 
All action is either completely paralysed, or more 
commonly, purposeless action may occur, such as 
running into danger instead of away from it. 

The best example of panic I have ever seen was in 
an Australian soldier who had come straight to 
London from Gallipoli. He had never suffered from 
shell-shock, but had emerged from the Piccadilly 
tube into one of the thickest of London fogs; when 
I met him he was the most complete picture of panic 
I have ever seen. He was quietened by a drink and 
some explanation of the unnatural darkness. 


APATHY 


There is another reaction of the civil population to 
war that may be very terrible—not anxiety, not 
panic, but the negation of anxiety and the negation 
of panic, perhaps the exhaustion of the faculty to 
feel anxiety. This is apathy, the stunned apathy 
which one has read of in populations, particularly 
when there has been malnutrition, where the stress of 
bombardment, carnage, and destruction have been 
very great. This is not a type of panic, but something 
worse, a deadening of all emotional response, of grief, 
fear, or joy. I hope we may never see it, because 
descriptions of its occurrence in large sections of a 
community are very terrible. 


MAINTENANCE OF MORALE 


What can be done to help the population to keep 
their morale under stress of war? What, at any 
rate, are the ideals to be aimed at? Evidence, clear 
evidence, must be given to the mass of the civil 
population that there is preparedness, that there is 
organisation ; and every man and woman, especially 
in “urban areas, must have a job “to do and know 
where and how to do it. There must be evidence of 
leadership, not for efficiency only but—if I may 
stress the main point I am trying to make—as a 
defence against anxiety. At the beginning of this 
lecture I spoke of the evidence of mass suggestibility 
and tried to show the relation between increased 
suggestibility and the absence of knowledge of facts, 
and, therefore, of the critical faculty. For this reason 
I believe it to be essential that the government of 
this country should, as far as possible, and as early 
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as possible, let facts be known. This, to my mind, 
is the best and perhaps the only defence against 
morbid suggestibility in the masses, against scare- 
mongering and deliberate misstatement either by the 
press or by orators, both at street corners or in high 
places. The acceptance of a suggestion is the 
assimilation of a statement without criticism: with- 
out criticism because the persons making this state- 
ment are held to be an authority, who is to be trusted 
implicitly. It is, therefore, essential for the civil 
population, not so much that leaders should be 
trusted, as they will be, but that these leaders should 
be worthy of trust. 

I have said very little about mass panic and mass 
hysteria because I think the difference is quantitive 
and not qualititive. - In both these conditions, 
almost the only difference is that a number of people 
react in the same way to the same stimulus. I do 
not think there is any evidence that there is a special 
form of panic or hysteria which occurs only in a group 
or a crowd. On the other hand, we must bear in 
mind that when there is common danger people tend 
to get together into groups, whose reaction will 
depend very often on the presence of some one person 
in the group, who, for good or evil, rightly or wrongly, 
is accepted as having authority. 

After the Napoleonic wars the people of England 
were at a very low ebb, through want, unemploy- 
ment, and hardship of all kinds. I» order to try 
to lull some of the discontented the government 
ordered the building of more churches, believing or 
hoping, I suppose, that if the people were encouraged 
to have faith in a future happiness they might be 
more tolerant of their present sufferings. I am not 
urging this as a government measure in time of war. 
I do, however, seriously wonder whether if we have 
to experience the horrors of a war on the civil 
population, the return of some religious belief may 
not prove to be for many people one of the best 
defences against anxiety. It has happened before in 
the history of the world, and may happen again. 
May I quote from an article by Henry Bergson on 
the meaning of war, written during the last war. 
“The moral energy of nations, as of individuals, is 
only sustained by an ideal higher than themselves 
and stronger than themselves to which they may cling 
firmly when they feel their courage wane.” He goes 
on to speak of Germany then—as I think he might 
write now of the totalitarian states—‘‘ Her energy 
comes from her pride. Her moral force is only the 
confidence which her material force inspires in her, 
and this means that in this respect she is living on 
reserves without means of replenishment.” 


THE BASIC PROBLEM 


Throughout this paper I must seem to have been 
whipping the same horse—anxiety and the defences 
against anxiety. I have done this because, in my 
opinion, this is the main, even perhaps the only, 
basic problem when we try to think of the effect of 
war on the civilian population. 

During war there is objective cause for fear, there 
is the risk of loss of life, of property, and of the lives 
of others; but, as war goes on, real anxiety becomes 
transformed into neurotic anxiety, anxiety which 
persists in both mental and bodily disturbance long 
after the objective cause for anxiety has been 
removed, temporarily or permanently. 

I believe most firmly that the effect of air- 
bombardment will depend not so much on the 
intensity as on the frequency of the raids. It is 
continued and not intermittent stress which does the 
most severe damage to both mind and body. 
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Perhaps the supreme test of stability of mind and 
body is the speed with which complete recovery 
takes place after the objective cause for anxiety has 
been removed. There was plenty of evidence of this 
during the last war. Battalions remained more stable 
if they could be given frequent, but not too long, 
periods of rest from the front lines. 

Of course, everyone in the civilian population is 
not equally anxious. There are, undoubtedly, some 
types which are much more tolerant of stress, are 
more phlegmatic, and less imaginative. I am not 
speaking here of bravery or cowardice, which does 
not depend on whether anxiety is or is not 
experienced. In my opinion, based upon four years’ 
work with shell-shock patients, not one of us, 
however phlegmatic, is immune from anxiety. It is 
just a question of dose. 
prolonged the most phlegmatic may break down, 
and when they do the condition is often more severe 
and lasting than when some tolerance of anxiety has 
been previously acquired. 

If the immediate effects of anxiety are severe, the 
remote effects on the civilian population will be 
equally severe. We are only beginning to realise the 
effect of neurotic anxiety on every function of the 
body; the effect of real anxiety will be just as 
serious. As the result of endocrine and sympathetic 
disturbances, no system is immune—cardiovascular, 
digestive, or wespiratory. 

Although I am not able to give you, at the moment, 
really satisfactory proof, excluding incurable shell- 
shock cases and the psychoses where the connexion is 
obvious, I believe that many of the cases we have 
all seen and known of apparently healthy men cut 
off in‘ their early forties by cardiac or coronary 
disease, were due, and directly due, to the stress of 
the war years. All of us could give many other 
instances of possible late effects on other functions, 
instances not perhaps capable of proof, but to my 
mind as certainly due to the remote effects of the 
war years as that the sun gets up. 


ANGER 


When the destruction of life and property is par- 
ticularly cruel, insensate, and spares no one, there is 
one other reaction of the civilian population—blind, 
unreasoning anger. Even in normal life, anger 
releases for the time being the tension of normal 
anxiety. 
against the authority of the government, or more 
probably against all or any who may, however 
unjustly, be suspected of sympathies or any racial 
affinity with the enemy. Bearing in mind the release 
of the taboo on cruelty and sadism of which I spoke 
earlier on, this anger may prove a very terrible 
thing in any population, especially when it is not the 
result of personal anxiety but of ocular evidence of 
carnage and destruction. I am afraid it leads to the 
blind demand of “an eye for an eye and a tooth 
for a tooth.” 

WOMEN AND CHILDREN 


Two other points. Will women stand war con- 
ditions as well as men? My own opinion and my 
own experience is that they will stand the stress of 
danger as well, if not better, than men but that we 
must give them an outlet for their maternal protective 
instinct. To many women their menfolk are their 
children, and they will stand the stress better if they 
are not separated from them. Evacuation may be, 
probably must be, necessary, but I should not like 
to have the handling of a big camp of women 
whose menfolk, fifty miles away, were under daily 
bombardment, 


If stress is sufficiently . 


Under war conditions it may be directed ' 
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Secondly, what.is the effect of war anxiety on 
children ? Curiously enough, there is good evidence 
that they are more upset, at least at first, by the 
separation from, or by the emotional disturbance of, 
their parents and family, than they are by the actual 
war situations. Children taken into hospitals are ay 
a rule more perturbed about the absence of the 
mother they know, than by the operative procedures 
of which they know very little. As in hospitals, 
much may be done, by sympathetic interest, to quell 
their immediate fears. It is still more important 
that children, if evacuated, should remain in groups 
familiar to them—such as school classes—and under 
familiar authority. In such circumstances experience 
shows that children may show few signs of anxiety. 


* x x% 


This is a grim subject; and it gets grimmer the 
more you think about it. But much is speculative 
and, frankly, I do not think we can know, 
perhaps mercifully, what the effect would be 
of a war directed primarily against the civilian 
population. I sincerely believe that if rulers of any 
country who consider war a legitimate means of 
satisfying their desires could realise to the full what 
are the immediate and remote results of anxiety and 
fear on a civilian population, they would hold their 
hands. However great the maiming and loss of life, 
in the end it will be less disastrous than the result of 
anxiety, if this is severe and prolonged. Not only 
will there be countless damaged lives, individuals cut 
off from full happiness and enjoyment, but there will 
be a heritage which can, I believe, affect generations 
to come. 


HORMONAL RELATIONSHIP BETWEEN 
THE OVARY AND THE ADRENAL GLAND 
AND ITS SIGNIFICANCE IN THE ETIOLOGY OF 
MAMMARY CANCER 


By W. CRAMER, Ph.D. Berlin, D.Sc. Edin., M.R.C.S. 
AND 
E. S. Hornine,* D.Sc. Melb. 


(From the Imperial Cancer Research Fund, Mill Hil, 
London) 


IN previous publications we have recorded the 
fact that ostrogenic hormones affect not only the 
sex organs but also almost the entire endocrine 
system (Cramer and Horning 1936a and b). Some 
endocrine organs show a hypertrophy—e.g., the 
islets of Langerhans and particularly the anterior 
lobe of the pituitary, where there is also an intense 
hyperemia leading sometimes to hemorrhages and 
a massive accumulation of colloid. The opposite 
effect is seen in the thyroid, which is small and in a 
resting condition, and particularly in the adrenal, 
in which a definite process of degeneration sets 
in, called by us the ‘“‘ brown degeneration ’’ (Cramer 
and Horning 1937). All these changes appear before 
the onset of cancer in the mamma. 

The brown degeneration of the adrenals is of special 
significance in connexion with the problem of carcino- 
genesis in the mamma. This derives from the fact 
that this degeneration can be induced by cestrini- 
sation in ordinary mice of mixed strains in which 
cancer of the mamma develops in a small 
number of the treated animals, while in mice of 
the inbred R. III strain, with a high incidence of 


*The work was begun during a tenure of a Beit memorial 
fellowship for medical research. 
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mammary cancer in the females, the same degenera- 
tive change sets in spontaneously even if no excessive 
estrin is supplied and before the appearance of 
malignancy in the mamma. The spontaneous 
occurrence of the brown degeneration in the R. III 
strain has been confirmed by Dobrovolskaia- 
Zawadskaia and Zephiroff (1938), who also recorded 
the absence of this phenomenon in other genetically 
pure strains free from spontaneous mammary cancer. 
In these latter strains the brown degeneration failed 
to appear, even when the mice developed malignant 
tumours in organs other than the mamma in response 
to such carcinogenic agents as radon and dibenz- 
anthracene. We have recently examined the adrenals 
of 5 female and 4 male mice aged ten months or more, 
belonging to another genetically pure strain with a 
high incidence of mammary cancer, and found the 
brown degeneration present in every animal. 

These facts indicate that in these two strains with 
a high incidence of mammary cancer there is a dis- 
turbance in the functional relationship between the 
ovary and the adrenal and suggest that this 
abnormality is a visible manifestation of the vague 
term “susceptibility to mammary cancer.” It is 
possible, therefore, that this disturbance is an ætio- 
logical factor in the development of cancer in the 
mamma. To investigate this problem we have studied 
the reaction of adrenalectomised animals to the 
cestrogenic hormone of the ovary in mice of mixed 
strains and in mice of the inbred strain R. III with 
a high incidence of mammary cancer. 


Experiments 


Adrenalectomy was performed in two stages with 
an interval varying from ten to fourteen days. Either 
ether or, less frequently, Avertin were used as an 
anesthetic. The glands were removed by the dorsal 
route. The operative mortality was low—i.e., death 
soon after the operation with obvious signs of failure 
in the operative technique, such as hemorrhage in 
the abdomen, septic infections, and pneumonia. 
Such animals were excluded from the protocols. 
In all the animals which died or were killed a search 
was made at the upper pole of the kidneys for the 
presence of adrenal tissue. This is difficult when 
advanced post-mortem changes have set in. In a 
small number of animals cortical tissue was found 
in the form of a tiny round nodule enclosed in a 
capsule. These were, therefore, accessory cortical 
adenomas which may have been formed by hyper- 
trophy from adrenal cortical rests after the glands 
themselves had been removed. These animals 
reacted to estrinisation in the same way as normal 
mice with their adrenals intact. They were accord- 
ingly recorded in a separate group as containing 
demonstrable accessory cortical tissue. This must 
not be taken to mean that such tissue may not have 
been present elsewhere in the body when none was 
found at the upper pole of the kidneys. It only 
means that we did not demonstrate its existence. 
CEstrinisation was carried out by painting twice 
weekly the dorsal skin with a 0-01 per cent. solution 
in chloroform of a crystalline preparation of cestrin 
(Dihydroprogynon) for the generous supply of which 
we are indebted to Dr. Neumann of Scherings Ltd. 


EFFECTS OF ŒSTRIN IN ADRENALECTOMISED MICE 


When estrinisation and adrenalectomy were carried 
out simultaneously there was among the male mice 
a great increase in the already high mortality produced 
by adrenalectomy alone. The reason for this curious 
phenomenon, which threatened to make further 
progress along this line difficult, is still under investiga- 
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tion. The difficulty could be got over when it was 
found that a course of cestrinisation preliminary to 
adrenalectomy greatly diminished the mortality. We 
therefore carried out two series of experiments with 
mice of mixed strains :— 

(1) Adrenalectomy in male and female mice. 
series served as the control. 

(2) Adrenalectomy in male and female mice which 
had been subjected for periods varying from three 
to six months to cstrinisation; this was continued 
after the operation. 


For purposes of comparison the adrenalectomised 
mice were grouped according to their survival in 


This 


three groups :— 


(1) Mice which died within the first fifteen days 
after the removal of the second adrenal ; 

(2) Mice which died between the fifteenth and 
thirtieth days after’ the second adrenalectomy ; and 

(3) Mice which survived the first month. 


Most of the mice of the third group lived for several 
months, sometimes for ten months, and some of 
these were killed at various periods for the histological 
examination of the mamma and the endocrine 


organs. A few died from intercurrent diseases. 
TABLE I 

Marcnalestony Adrenalectomy 

alone arter 
æœstrinisation 

| 
Both Both 
M. | F. sexes | M. F | Sexes 
Died 1-14th day 2 | 3 5 2; 1/1 3 
» 15-30th , .. ou a 6 2 1 | 3 
Survived e TEE | 9 13 15 | 11 | 26 
Total .. 8 | 16 24 19 | 13 32 
Survival (per cent.).. | 50 | 56 | — | 79 | 85 | — 


The results of this experiment are given in table I 
and show a marked difference between the two 
groups. In the non-cestrinised control mice 50 per 
cent. of the males and 56 per cent. of the females 
survived the first month, whereas in the cstrinised 
mice the survivals amounted to 79 per cent. in the 
males and 85 per cent. in the females. There is a 
difference between the two sexes in so far as the females 
showed a better survival than the males in both 
groups. Accessory cortical tissue visible to the 
naked eye at the upper pole of the kidney was found 
in 2 males of the control group, but not in the œstrin- 
ised group. Both these mice survived ; they are not 
included in table I. | 

These results lead to the conclusion that in the 
estrinised organism the endocrine balance has been 
altered in such a way as to make those endocrine 
functions of the adrenals which are essential to life 
supererogatory ; in other words, an excessive supply 
of the estrogenic ovarian hormone protects against 
the loss of the adrenal hormone essential to life. 

There is evidence that the converse also holds good 
—namely, that in the absence of the adrenals the 
effects of an excessive supply of the cestrogenic 
hormone are diminished. This manifests itself 
already in the living animals. The loss of weight, 
arrest of growth, and emaciation produced in the 
intact animals by prolonged cestrinisation are not 
nearly so obvious in the adrenalectomised animals 
and may even be absent. An examination of the 
organs chiefly affected by prolonged cstrinisation 
in an intact animal—namely, the testis and the 
thymus, which undergo atrophy, and the pituitary 
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and the mamma which show a marked hypertrophy— 
reveals further striking differences. These organs 
were less affected—and sometimes much less so— 
in adrenalectomised animals than in intact animals. 

The different reaction to cstrinisation between 
intact and adrenalectomised animals is seen very 
clearly in the testis, which in intact cstrinised 
mice undergoes atrophy fairly rapidly and regularly. 
After prolonged cestrinisation this atrophy is so 
marked that it is sometimes necessary to search 
carefully for the organ. Its weight, which in a 
normal mouse amounts to 70-80 mg., falls after six 
months’ cstrinisation to 15 mg. and even to 6 mg. 
Histologically there is complete cessation of spermato- 
genesis, In adrenalectomised mice the diminution 
in size after cstrinisation is not nearly so obvious 
and does not exceed as a rule half its normal weight. 
Spermatogenesis is not arrested. There is a striking 
similarity between the protection of the testis against 
the atrophy induced by estrinisation which results 
from the absence of the hormonal functions of the 
adrenal gland, and the protection resulting from the 
continued injection of its physiological antagonist, 
the thyrotropic hormone of the anterior-pituitary 
lobe (Cramer and Horning 1938). This resistance of 
the testis of adrenalectomised mice to the effects of 
cestrinisation is illustrated in figs. 1, 7, and 8. 

The thymus, which in estrinised intact animals 
is small or atrophied, persists in cestrinised adrenal- 
ectomised animals. In many animals it was enlarged, 
and in one mouse there was even a thymus tumour. 
In this connexion we wish to record that during the 
past year we have found neoplasms of the thymus 
in 3 other non-adrenalectomised mice in which a 
disturbance of the hormonal balance had been induced 
by prolonged treatment with different hormone 
preparations. The lymph-glands in the groin, 
embedded in mammary tissue, which were taken as a 
test object, are also often greatly enlarged. In a 
few cases we pave seen enlargement also in the retro- 
peritoneal 
glands, and 
in one mouse 
there was 
a massive 
enlargement 
of all the 
lymph- 
glands. Since 
such a con- 
dition of 
lymphoma- 
tosis occurs 
sometimes 
spontane- 
ously in our 
laboratory 
stock of mice, 
no signifi- 
cance can be 


Fia. 1—Comparative sizes of testes in 


two groups of three mice each illus- 
trating the protection against the snares = 
atrophic effect of cestrinisation pro- 1 he: aides. 


duced by (a) adrenalectomy (upper 
row); (b) injection of anterior- 
pituitary lobe hormone (thyrotropic 
hormone). In each row the large 
testis on the right side is that of a 
normal mouse, the atrophied testis 
on the left side that of an cestrinised 
mouse, the testis in the middle that 


ence be- 
tween intact 
mice and 
adrenalec- 
tomised mice 
in the reac- 


of a mouse estrinised for the same tion of the 
length of time and adrenalectomised thymus and 
(upper row) or thyrotropinised (lower the testis to 
row). cestrinisation 
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Fia. 2—Mamma of female mouse No. 1289, cestrinised for 
7 months. 


was very evident in this experimental series, even 
although the animals had been subjected, before 
adrenalectomy, to a course of cestrinisation lasting 
from three to six months, during which a considerable 
degree of atrophy of these organs must have taken 
place. Itseems possible that in the later course of 
cstrinisation after adrenalectomy these organs may 
actually have undergone some restitution, but this 
point will have to be examined by further experiments. 

A comparison between the effects on the pituitary 
and those on the mamma is more difficult in this 
experimental series for a variety of reasons. Firstly, 
these organs had already undergone a considerable 
degree of hyperplasia during the preliminary course 


TaBLE IT 
No. of | Weight} Thy- No. of | Weight; Thy- 
mouse! (g) | mus M mouse | (g.) | mus Mamma 
ADRENALECTOMISED MICE INTACT MICE 
1286 27 +++ + 1287 22 + + + 
1288 | 26 |+++| ++ | 1289 | 19 + | +++ 
1265 30 +++ + 1291 18 + Carci- 
noma 


of cstrinisation, when the adrenals were present. 
Secondly, in individual mice of mixed strains these 


‘organs show considerable variations in the degree 


of their reaction to cestrinisation; and thirdly, the 
degree of differences in these organs is more diflicult 
to assess, for it depends on a comparison of a number 
of different histological features for each gland. 
But none of the adrenalectomised cestrinised mice 
showed in the anterior lobe of the pituitary the 
advanced degree of enlargement, hyperemia, and 
loss of acidophil cells which are found in a number 
of the intact cstrinised animals. Similarly, the 
mammary gland of the adrenalectomised cestrinised 
animals never showed such an advanced degree of 
development and of secretory activity as is seen in 
many cestrinised intact animals. 

Much more striking differences are obtained if the 


‘preliminary course of cstrinisation is omitted—i.e., 


if the adrenals are removed at the beginning of 
estrinisation. For reasons given above, such experi- 
ments are best carried out with female mice. The 
results of such an experiment with two groups of 
3 mice each are summarised in table II. The period 
of cestrinisation lasted for seven months. The 
comparative size of the thymus is given approximately 
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Fia, 4—Mamma of male mouse No. 1262 of strain R. III, 
.adrenalectomised and cestrinised for § months. Accessory 
cortical tissue was present in this mouse. The mamma 
shows an early carcinoma. A palpable carcinoma was 
present in another mamma, 


by the number of plus signs. The relative deyelop- 
ment and secretory activity of the mamma is similarly 
‘indicated, the sign + signifying that the gland is 
undergoing involution. 

The microscopical appearances of the mamma of 
one mouse of each group (Nos. 1288 and 1289) are 
shown in figs. 2 and 3. In the intact cstrinised 
mice (No. 1289) the ducts and acini are filled with 
secretion, the cells are large, cubical, and rich in 
cytoplasm (fig. 2). In the adrenalectomised mice 
cstrinised for the same length of time (No. 1288) 
the mamma is poorly developed, the cells are small 
and poor in cytoplasm, and there is no evidence of 
secretory activity (fig. 3). The development of a 
palpable carcinoma in the mamma of an intact mouse 
(No. 1291) shows that the mammez must have been 
very fully developed. This was confirmed by examina- 
tion of another mamma of this animal. Since in 
mice of mixed strains the development of cancer of 
the mamma in response to estrinisation occurs 
irregularly, and the number of mice used in this 
experiment is small, no conclusions can be drawn 
from this experiment alone concerning the effect of 
adrenalectomy on carcinogenesis in the mamma. 
This question, which was examined experimentally 
in another series with mice of the R. III strain, will 
be discussed subsequently in this paper. 


- -Ø A-n al 
EA 


g: 
y 


A) ue A 
ra! 
J 


we, 


i= va oe th ut 


S D Ny -è Ai Ae 


w 
NÝ. 
Fic. 3—Mamma of female mouse No. 1288, adrenalecto- 

mised and æœstrinised for 7 months. 
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EFFECTS OF ADRENALECTOMY ALONE 


An explanation of the results presented so far was 
obtained by a study of the effects of adrenalectomy 
alone. It was found, rather unexpectedly, that 
adrenalectomy itself—i.e., without cestrinisation— 
also produces definite changes in the mamma and 
in the thymus. If the mice survive sufficiently long, 
the thymus persists and is almost always enlarged, 
and the lymph-glands, as judged by the glands in the 
groin and the retroperitoneal glands, are also fre- 
quently enlarged. In one animal all the lymphoid 
tissue was greatly enlarged, presenting the condition 
of lymphomatosis observed in an cestrinised and 
adrenalectomised mouse and referred to above. These 
findings demonstrate the existence of an endocrine 
control of the thymus and perhaps also of the lymphoid 
tissue. They also indicate the possibility of endo- 
crine factors in the etiology of neoplasms of the 
thymus, in view of the occurrence of thymus tumours 
in four mice in which a disturbance of the endocrine 
balance had been brought about by various means. 
The investigation of this new problem is now under 
way. The mammary gland tissue is devoid of 
secretory activity and in some animals appears to 
be in process of involution. There are also changes 
in the pituitary which, like the changes in the testis, 
the mamma, and the thymus, are in the direction 
opposite to those produced by the estrogenic hormone 
of the ovary and similar to those following injections 
of the thyrotropic hormone. 

Since the effects of the estrogenic ovarian hormone 
and those of adrenalectomy oppose each other, the 
important conclusion follows that one—or more— 
of the hormonal functions of the adrenal gland acts 
synergically with that of the cestrogenic ovarian 
hormone. As a result the effects of the ovarian 
estrogenic hormone are greatly diminished and may 
be arrested when the adrenal glands are absent. 


EXPERIMENTS ON INBRED HIGH-CANCER STRAIN 


To investigate how adrenalectomy affects the 
experimental development of mammary cancer by 
the ovarian cestrogenic hormone, it was necessary, 
for reasons given above, to carry out observa- 
tions on male mice of the high-cancer_ strain 
R. III. They react in all respects more rapidly and 
more uniformly to ostrinisation. As regards carcino- 
genesis, almost all the males begin to develop 
mammary cancer after seven months, and before the 
sixth month has elapsed cancer has appeared in most 
of them. It is rare to find a male mouse of this 
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Fic. 5—Mamma of male mouse No. 1310 of strain R. III, 
adrenalectomised and cestrinised for 74 months. 
D2 
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Fia. 6—Mamma of intact male mouse No. 1290 of strain 
R. III, cstrinised for 74 months. 


strain which remains free from mammary cancer 
after eight months’ estrinisation. It is, therefore, 
not possible, when working with this strain, to 
subject the animals to a prolonged course of cstrinisa- 
tion preliminary to adrenalectomy, as was done in the 
first series, if one uses this strain to study the effect 
of adrenalectomy on carcinogenesis in the mamma. 
For this reason the preliminary period of cestrinisa- 
tion had to be shortened to a few weeks. This 
reduces the number of animals surviving adrenal- 
ectomy. We have succeeded in keeping alive 8 male 


TABLE IJI—MALES OF R. III STRAIN 


Total Acces- 
period | Adrenal-| Carcino-| Testis : 


sory 
ectomy | genesis | degree |Pituitary| cortical 


No. of of 
mouse | cestrin- after in of changes | tissue 
isation*} (weeks) | mamma \atrophy demon- 
(months) strated 
1262 4 6 + +++ ++ + 
1230 34 6 + +++ ++ + 
1209 5 3 + ++eejtettt + 
1303 , 6} 6 = + + = 
1310 7 6 -- + + - 
1121 10 15 - + + =- 
1293 6 6 + +t++ei/4+4+4++ - 
1302 8 3 + ++ ++ - 


mice of the R. III strain, in which adrenalectomy 
was performed after a short preliminary period of 
cstrinisation. In 3 mice of this group accessory 
cortical tissue was found at autopsy at the upper 
pole of the kidney. In table III in which the effects 
of cstrinisation are summarised, the mice with and 
without demonstrable accessory cortical tissue are 
grouped separately. | 

The results show that in the group with demon- 
strable accessory cortical tissue all 3 mice developed 
mammary cancer, and did so after as short a period of 
wstrinisation as is necessary for intact mice. In 
these 3 mice the testes were as atrophic and 
spermatogenesis was as completely arrested (fig. 7) 
as in intact mice which have been eestrinised, and 
the pituitary changes, hyperemia, and hypertrophy 
were also as conspicuous. In one mouse (No. 1209) 
there was a pituitary adenoma. In this inbred 
strain, as in the mixed strains, the animals with 
accessory cortical tissue reacted to ostrinisation in 
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the same manner and as readily as intact mice of the 
strain. They may therefore be used as a comparison 
for the remaining 5 mice. Fig. 4 is a low-power 
photomicrograph of a mamma from a mouse belonging 
to this group (No. 1262 in table III). A palpable 
carcinoma had developed in one mamma of this 
animal. The figure illustrates the condition of another 
mamma, in which a very early stage of carcinogenesis 
was found on microscopical examination. 

In the other group of 5 mice without demon- 
strable accessory adrenals, two developed mammary 
tumours after a longer interval than was observed 
in the first group; the other 3 mice had remained 
free from mammary cancer for six months or more, 
and microscopical examination showed a very poor 
development of the mamma. This is illustrated in 
fig. 5, which shows the mamma of mouse No. 1310 
in table III. .For comparison, fig. 6 is given as 
illustrating the condition of the mamma from an 
intact cestrinised male of the R. III strain which did 
not respond readily to the carcinogenic effect of 
estrinisation. This mouse (No. 1290) had been 
cestrinised for seven and a half months without 
developing a carcinoma. - After such a treatment 
the mamma of most males of this strain would have 
undergone the malignant change and presented an 
appearance more like that shown in fig. 4. But 
even in the relatively resistant mamma of mouse 
No. 1290 there is an abundant development of 
mammary tissue with full secretory activity, and 
this development is in part atypical, indicating 
a precancerous condition. There is, therefore, a 
striking difference between the reaction to cstrinisa- 
tion of the mamma in an intact animal of this strain 
when the mamma is naturally resistant to carcino- 
genesis, and of a mamma in an animal rendered 
resistant by adrenalectomy. In the former the 
mamma is fully developed ; in the latter this develop- 
ment is absent. The changes in the testis and 
pituitary were as marked in the 2 mice with mammary 
tumours (Nos. 1293 and 1302) as in the 3 mice in which 
accessory cortical tissue had been found (table III 
and fig. 7). They were slight in the other 3 mice without 
mammary tumours. This is illustrated by the 
condition of the testis of mouse 1303 (fig. 8). The results 
show that adrenalectomy makes male mice of the 
R. III strain more resistant to the carcinogenic effects 
of cstrinisation but does not confer an absolute 


Fie. 7—Testis of mouse No. 1262 of strain R. ITI, adrenalec- 
tomised and cestrinised for 5 months. Accessory cortical: 
tissue was present. The testis shows the atrophy and 
cessation of spermatogenesis also found in intact mice 
after oestrinisation. See fig. 4 for condition of mamma, 
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Fie, 8—Testis of mouse No. 1303 of strain R. III, adrenalec- 


tomised and cestrinised for 64 months. The testis was 
almost normal in size, and there is active spermatogenesis. 


protection against it. In the presence of accessory 
cortical tissue adrenalectomy fails to protect the 
organism against the effects of cestrinisation. 

There was a close parallelism between the effects 
of cstrinisation on the mamma on the one hand and 
on the endocrine system on the other: resistance 
to mammary cancer was accompanied by resistance 
_to changes in the endocrine system. 


Summary and Conclusions 


This investigation has given three clear-cut results— 


(1) Adrenalectomy is followed by changes in the 
thymus, the pituitary, and in the mamma, which 
are the reverse of those produced by cestrinisation. 

(2) CEstrinisation makes mice resistant to adrenal- 
ectomy, as judged by their survival. 

(3) Adrenalectomy makes mice resistant to the 
physiological effects of the oestrogenic hormone of the 
ovary. In the absence of accessory cortical tissue, 
it diminishes or prevents the arrest of growth and 
loss of weight, the atrophy of the thymus and of the 
testis, the changes in the anterior lobe of the pituitary, 
and the hyperplasia and secretory activity of the 
mamma, In producing this resistance to cestrinisa- 
tion the absence of the hormonal functions of the 
adrenal gland has the same effect as that produced 
by us previously by a continued supply of the physio- 
logical antagonist to the ovarian cestrogenic hormone, 
the so-called thyrotropic hormone of the anterior- 
pituitary lobe. 

These three results are consistent with each other. 
They lead to the conclusion that the adrenal gland 
possesses hormonal functions which are synergic 
with the cestrogenic functions of the ovary. This 
conception is in accordance with the close embryo- 
logical relationship between the adrenal cortex and 
the ovary, and with the recent findings that cestro- 
genic hormones are present in the adrenal cortex. 
This synergism does not imply that these hormonal 
activities of the ovary and the adrenal merely summate 
each other. There are the alternative possibilities 
that the cestrogenic ovarian hormone requires for 
its activity a preliminary transformation in the 
adrenal gland, or that it needs the simultaneous 
presence of the synergic adrenal hormone. 

The pathological effect produced by the prolonged 
application of the ovarian estrogenic hormone— 
carcinogenesis in the mamma—can also be weakened 
in the absence of the hormonal activity of the adrenal 
glands. It follows therefore that the adrenal gland 


possesses hormonal functions which play a part 
in the etiology of mammary cancer. This may 
account for the fact that ovariectomy in female mice 
belonging to a strain with a high incidence of mammary 
cancer delays but does not prevent the development of 
mammary cancer (Lathrop and Loeb 1916 and Loeb 
1919), unless it has been carried out soon after birth 
(Cori 1927). Whether this part is merely a contributory 
one or whether it is as important as that of the ovary 
is a problem demanding further investigation. 

The effect of adrenalectomy on the thymus and the 
lymph-glands demonstrates the existence of an 
endocrine control of these tissues. The occurrence 
of neoplasms of the thymus in 4 mice in which a 
disturbance of the hormonal balance had been 
brought about by various means suggests the existence 
of endocrine factors in the etiology of thymus 
tumours. 

In 9 mice of another inbred strain with a high 
incidence of mammary cancer the brown degeneration 
of the adrenals was regularly observed. 
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COMBINED 
SERUM AND SULPHANILAMIDE 


IN THE TREATMENT OF STREPTOCOCCAL 
INFECTIONS IN MICE 


By H. LoEwENTHAL, M.D. Berlin, Ph.D. Würzburg 


SIR HALLEY STEWART RESEARCH FELLOW 


(From me Bacteriological Department, London Hospital 
and Medical College) 


ALTHOUGH drugs of the sulphanilamide class have 
given striking results in the treatment of various 
bacterial infections, there is still room for improve- 
ment. In some cases of acute hemolytic streptococcal 
infection with a persistent bacteremia these drugs 
seem powerless to control the infection ; in others 
control can be obtained only by giving dangerously 
large doses. 

It is not clear what factors are responsible for these 
failures of the new chemotherapy. It may be that 
sometimes the infecting streptococcus is drug- 
resistant ; there seems to be an impression also that 
streptococcal septicemia following cellulitis is less 
amenable to treatment with sulphanilamide than 
puerperal septicemia. It appears more probable, 
however, that the explanation of the majority of 
failures is to be sought in the depression of activity 
of the host’s phagocytic cells and the failure in 
immune response. Although the mode of action of 
sulphanilamide and similar preparations is imper- 
fectly understood, it is clear from the work so far 
published (Colebrook, Buttle, and O’Meara 1936, 
Bliss and Long 1937, Gay and Clark 1937) that they 
are not directly bactericidal but merely bacterio- 
static; they require the coöperation of phagocytes 
in order to bring about the destruction of the bacteria. 
Apparently the drug interferes with the metabolism 
of the bacterium and so prevents the development of 
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those attributes on which virulence depends. Lyons 
and Mangiaracine (1938) for instance have shown 
that virulent 6-hemolytic streptococci grown in 
media containing sulphanilamide become spon- 
taneously agglutinable and readily phagocyted and 
killed in vitro by human blood containing no specific 
antibody ; these findings suggest either some altera- 
tion in, or imperfect development of, the surface or 
capsular antigen. Specific bacterial antibodies, on 
the other hand, render the bacteria innocuous by 
uniting with and altering those antigens responsible 
for virulence—the capsular antigens in the case of 
the hemolytic streptococcus and the pneumococcus. 
They achieve the same effect as the drug but in a 
different manner. The two therapeutic agents, drug 
and antiserum, are therefore complementary in their 
action and the efficacy of the two together should be 
much greater than either alone. 

Already there is some evidence that this is so. 
Fleming (1938) has demonstrated by in-vitro tests 
on pneumococci that the addition of immune 
serum enhances the action of M. & B. 693. Ex- 
periments with staphylococcal infections in mice 
carried out by De and Basu (1938) pointed to the 
beneficial effect of a combination of drug and anti- 
serum. In the treatment of gonorrhea with sulph- 
anilamide Cokkinis and McElligott (1938) produced 
evidence which suggested that this form of chemo- 
therapy is most effective when the patient has had 
time to acquire some degree of active immunity to 
the infection. And quite recently, since the work 
reported below was completed, Lyons and Man- 
giaracine (1938) have shown the necessity of bacterial 
antibody in addition to sulphanilamide in the treat- 
ment of certain persistent bacteremias due to the 
hemolytic streptococcus. 

Sulphanilamide and similar compounds are toxic 
and although grave toxic symptoms arise but rarely 
from their use in the treatment of human disease, 
any means whereby the dosage could be reduced 
would be welcome. The possibility of achieving this 
by combining immunotherapy with the administra- 
tion of the drug led me to undertake some experiments 
on mice; the results obtained form the subject of 
this communication. 

‘Before describing the experiments it should be 
pointed out that although an antiserum will protect 
mice against a group A hemolytic streptococcus when 
it is given prophylactically—i.e., the day, or at least 
some hours, before infection (Dochez, Avery, and 
Lancefield 1919, Loewenthal 1932, 1934, 1938, Lance- 
field 1934)—there is no evidence that it has any 
beneficial effect on an established infection. And 
with regard to the efficacy of sulphanilamide in 
experiments of this type it is clear from the available 
evidence (Buttle, Gray, and Stephenson 1936) that 
single doses of the drug administered immediately 
after infection, while postponing the death of the 
mice, succeed in saving only a small percentage of the 
animals, 

TECHNIQUE, OF EXPERIMENTS 


Administration of the drug.—The sulphanilamide 
(Sulphonamide-P Burroughs Wellcome) was ground 
to a fine powder and suspended in a 3 per cent. 
solution of tragacanth immediately before use. The 
suspension was vigorously shaken and the appro- 
priate amount given to mice by mouth with a syringe 
fitted with a long blunted needle. 

The antistreptococcal serum was prepared in the 
rabbit according to a method, recently described 
(Loewenthal 1938), which depends on the use as 
antigen of young encapsulated cocci killed by heating 
for twelve minutes at 56° C. Such sera protect mice 
against as many as 100,000 M.L.D. 


Strain of streptococcus.—The strain of Streptococcus 
pyogenes (L. 193) used in these experiments was 
isolated originally from a case of puerperal septicemia. 
It belongs to Lancefield’s group A and Griffith’s 
type 13. Its mucoid phase is of high virulence for 
mice, 0°5-1 c.cm. of a 10-9 dilution of a serum- 
neopeptone-water culture killing mice in two to three 
days. The infecting dose used in the majority of the 
experiments was shown by plate counts to contain 
100-200 cocci. 


SULPHANILAMIDE AND SERUM USED PROPHYLACTICALLY 


In these experiments the immune serum was given 
sixteen to eighteen hours before, and the sulphanil- 
amide immediately after infection. Preliminary tests 
had shown that 0-1 c.cm. of the serum, given the 
day before infection, protected mice completely 
against the test dose (1 c.cm. of a 10-7 dilution of an 
overnight culture) of the strain L.193. Smaller doses 


TABLE I—PROPHYLACTIC EFFECT OF SULPHANILAMIDE 
ALONE AND WITH IMMUNE SERUM 
Sulph- Serum (0:02 c.cm.) 
anilamide 
(mg.) Immune | Normal 
- D2 ~- D2 -- D2 ee D2 D2 .. D2 ee D2 ee D2 
6 D3 ..8 4S «8 D2 ..D2..D3..8 
12 D4..D8..8S ..8 D6 .. D8..D8..8S 
25 S ..S ..S ..8 D6 ..D6..D7..8 
S= Survived. D= Died. Numerals indicate day of death 
after infection. 


of serum (0:05-0:03 c.cm.) enabled the mice to live 
longer than the controls. A dose of 0-02 c.cm. of the 
antiserum was therefore chosen. The amount of the 
drug was varied from 6 to 25 mg. The result of one 
experiment, representative of five, is given in table I. 

All the mice receiving either immune or normal 
serum alone died in two days and the majority of 
the animals given sulphanilamide and normal serum 


also succumbed, whereas those receiving sulphanil- 


amide and immune serum mostly survived. Although 
it may be open to doubt whether the differences 
between the groups of mice receiving 6 or 12 mg. of 
sulphanilamide and immune serum and those which 
got the same amount of drug and normal serum is 
significant, there can be no doubt on this score in 
the case of the mice receiving 25 mg. of the drug; 
here the combination of drug and serum is obviously 
superior. Similar results were obtained in other 
experiments with 20 mg. of sulphanilamide and it 
can be concluded that single large doses of the drug 
alone, though postponing the time of death, are 
unable to prevent a fatal outcome of the infection, 
whereas in mice passively immunised they are 
regularly capable of doing so. 


SULPHANILAMIDE AND SERUM USED THERAPEUTICALLY 


In view of these results it was decided to test the 
synergic efficacy of sulphanilamide and antiserum 
given after infection. Mice were given the same 
infecting dose of the streptococcus L. 193 as in the 
previous experiments. Untreated in any way such 
animals show obvious signs of infection in eighteen 
hours; some die as early as twenty-four hours after 
infection, whilst the peak of the mortality is reached 
about the thirty-sixth hour. Treatment was com- 
menced at the eighteenth hour after infection and 
consisted of the intraperitoneal injection of 0-02—0-05 
c.cm. of antiserum and the administration by mouth 
of 15-25 mg. of sulphanilamide, Control groups of 


THE LANCET] DR. LOEWENTHAL: SERUM AND SULPHANILAMIDE IN STREPTOCOCCAL INFECTIONS [JAN. 28, 1939 199 


TABLE II—RESULTS OF EIGHT EXPERIMENTS TESTING 
THE EFFICACY OF SULPHANILAMIDB AND SERUM GIVEN 
TOGETHER 17-18 HOURS AFTER INFECTION 


Number of surviving mice treated with— 


Seen: N Drug 
Normal | Immune | Drog | +immino 

1 0/5 0/5 1/5 4/5 
2 0/5 0/5 0/5 2/5 
3 0/6 0/6 2/6 4/6 
4 0/4 0/4 0/4 3/4 
5 1/10 0/10 3/10 8/10 
6 0/5 0/5 0/5 | 4/5 
7 0/5 0/5 15 | 45 
8 0/20 0/20 1/20 16/20 

Total 1/60 0/60 8/60 | 45/60 


The numerator of the fraction denotes tho number of sur- 
vivors, the denominator the number of mice in the group. 


mice, similarly infected, received immune serum alone 
normal rabbit serum in the same dose alone, and the 
drug alone. The mice were kept under observation 
for two weeks. Altogether eight experiments have 
been carried out and although these experiments were 
not strictly comparable, since the dosage of serum and 
drug varied in the different tests, their results have 
been grouped together in table II, whilst the result 
of the last experiment (No. 8), in which 80 mice 
divided into four groups of 20 were used, is given in 
detail in table III. 

It is clear from the data set out in these two tables 
that although immune serum alone is without effect 
on an established hæmolytic streptococcal infection in 
mice, and sulphanilamide by itself is only able to save a 
few of the animals, the two together save three- 
quarters of the mice. Since treatment was only 
commenced when the mice were seriously ill and some 
six hours before the first deaths would normally 


TABLE III—coMBINED SERUM AND SULPHANILAMIDE 
TREATMENT OF MICE INFECTED 18 HOURS PREVIOUSLY 


S 
Mice recefving— Death in days after treatment Sar 


alive 
after 
| 14 
Drug, Serum 1 2 3 4 5 6 7 | days 
— | Normal rabbit | 16 | 4 - - - - =- 0 
0:05 c.om. 
— |Immunerabbit| 14 6 -| =- - - ~ 0 
05 c.cm. | 
20 |Normalrabbit} 13; 2/-;2j)-!1/1/] #1 
mg 0-05 c.cm. | 
20 |Immunerabbit! 3/ -| -| - - | 1;-| 16 
mg. 0:05 c.cm. | ! 


| | 


occur, this is striking proof of the synergic action of 
sulphanilamide and immune serum. 


DISCUSSION 


In view of the incompleteness of our knowledge of 
the mode of action of sulphanilamide, it would be 
rash at this juncture to attempt any explanation of 
the synergic action of the drug and the immune 
serum. As I have already stated, the evidence 
available suggests that these chemicals exert their 
curative effect by action on the bacterium or its 


products rather than by any stimulation of the defence 
mechanism of the host and the results of the experi- 
ments recorded in this paper seem to support this 
contention. The fact that in the preventive as well 
as in the therapeutic experiments the amount of 
drug could be only slightly reduced when antiserum 
was also given seems to indicate that the main 


‘responsibility of overcoming the invading micro- 


organism lies with the sulphanilamide and that the 
serum acts in a supplementary though no less 
important manner. It is probable that the main réle 
of the serum is to attack the fully developed virulent 
streptococci and by uniting and neutralising those 
antigens on which invasiveness depends render the 
bacterium susceptible to phagocytosis. That this 
action of specific serum is different from, and a 
valuable addition to, the action of the drug is 
furnished by the experimental evidence recorded 
above; the two factors together achieve more than 
either alone can do. This point of view finds further 
support in the observations of Cokkinis and McElligott 
(1938) on the necessity for the devdlopment of some 
degree of active immunity in gonorrhea if sulphanil- 
amide is to effect a rapid cure, and the work of Lyons 
and Mangiaracine (1938) showing that the failure of 
this drug to control cases of overwhelming streptococcal 
septicaemia is to be attributed to the absence of 
protective antibody. Whether in human infections 
which are not of overwhelming severity the combined 
use of drug and serum will enable us to reduce the 
amount of drug it is impossible to say. But even 
though the mouse experiments do not hold out much 
hope of this being so, this point should be investi- 
gated directly in human infections ; for, after all, the 
mouse experiments are more comparable to those 
human cases which from the outset are overwhelmed 
by the invading bacterium. And the fact that the 
immunity to the 6-hemolytic streptococci is type- 
specific does not render the task of making available 
protective sera insuperable. In the case of the 
pneumococcus the same difficulty has been faced and 
overcome and my recent work (Loewenthal 1938) 
seems to show that the same should be possible in the 
case of the streptococcus. 


SUMMARY 


A single dose of sulphanilamide administered at the 
time of infection with hemolytic streptococci will 
protect only a minority of normal mice; whereas it 
protects the majority of animals which have received, 
16-18 hours before infection, a dose of antiserum 
incapable by itself of preventing death. 

Mice infected with hemolytic streptococci can be 
effectively treated with a combination of sulphanil- 
amide and antiserum even if this treatment is 
begun as long as 18 hours after infection, when the 
animals are already severely ill. Since neither 
sulphanilamide nor antiserum alone can achieve 
this result it appears that these two therapeutic 
agents act in a different but complementary manner. 
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Ir is only recently that human blood has been 
stored for considerable periods under refrigeration 
and a supply kept ready at hand in hospitals for 
emergency transfusions. This is.a valuable advance 
on the previous system of having to send for a donor 
when an emergency arises, and a great deal of time 
and annoyance às saved if a supply of different 
groups is always available. 

It appears from experience gained in the Spanish 
civil war that army medical services and civilian 
casualty hospitals must in future be prepared to 
arrange for the storage of blood on a large scale. 
In the Spanish civil war 200 c.cm. quantities of 
blood have been provided in sealed ampoules ready 
for emergency transfusions. The blood is obtained 
from voluntary donors and is sent up to the front 
line in a specially equipped lorry. The British 
Red Cross Society at the time of the recent national 
emergency had formulated a scheme for bleeding 
voluntary donors and preserving their blood as a 
daily routine. In America some hospitals have 
established ‘“‘ blood banks ” in their basements where 
suitable refrigeration plants have been laid down. 

The question then arises how blood in quantity 
can be provided. It is possible to obtain blood from 
three sources: firstly from an organised voluntary- 
donor service ; secondly from the cadaver as is done 
in Russia; and thirdly from the placenta during the 
third stage of labour. The purpose of this paper is 
to draw attention to the feasibility of the last method 
and to detail the technique of the collection and 
storage of blood obtained from this source, together 
with the effects on mother, baby, and recipient. 

At the City General Hospital, Leicester, we have a 
maternity department which deals with about 550 
deliveries a year, and so there has been a very consider- 
able source for placental blood. Where a patient is 
examined in one of our own antenatal clinics, a 
Wassermann reaction is performed as a routine so 
that unsuitable subjects are largely eliminated before 
labour commences. 


METHODS AND CONTRA-INDICATIONS 


Technique of collection.—When the baby is born 
it is laid on the mother’s abdomen or in some other 
convenient place. The cord is clamped immediately 
with two artery-forceps, without waiting for pulsation 
to cease, and the infant is separated and handed to 
an assistant. The distal 6 in. of the cord is wiped 
clean with spirit and a fresh cut made with sterile 
scissors, the cord being controlled by the finger and 
thumb of the right hand, the left hand controlling 
the uterus. 

The assistant holds the collecting receptacle and 
the operator directs the blood, which issues in a 
forcible jet, into the flask without allowing any part 
of the cord to touch it. During a uterine contraction 
the blood flows freely and in the intervals the cord 
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is pinched by the finger and thumb to prevent spilling. 
It is better not to use a funnel, although this makes the 
collection of the blood much easier, because a clot 
may form in it and be washed into the flask. Full 
aseptic precautions are observed and a sterile towel 
with a central hole is all that is necessary to isolate 


` the cord. 


Anticoagulant and receptacle.—The most convenient 
form of receptacle is a conical flask of 300 c.cm. 
capacity which is marked with 100 and 200 c.cm. 
graduations. Into this is placed 80 c.cm. of physio- 
logical saline made from doubly distilled water and 
a cotton-wool bung is fitted so that the whole can be 
autoclaved. To the outside of the flask are strapped : 


(1) A glass ampoule containing 1 gramme of 
recrystallised sodium citrate. 

(2) Two small test-tubes, A -containing 1 c.cm. 
of 3°8 per cent. sodium-citrate solution, and B for 
collecting a specimen of blood 
for the Wassermann reaction 
(fig. 1). 


Just before use the ampoule 
is broken and its contents 
the 
crystals dissolve quite readily 
at room temperature and 
heating is unnecessary. 
When there is sufficient 
blood in the flask, a small 
amount is collected into the 
test-tubes A and B. A is for 
grouping purposes and B is 
for the Wassermann if this 
test has not been performed 
upon the mother recently. 
The flask is labelled with 


Fie. 1—Receptacle for 
blood. A=tube for 


the mother’s name and the grouping. B = tube 
date and transferred to a for Wassermann. C= 
refrigerator, at 33°-38° F. ampoule containing 


The necessary laboratory tests Sodium citrate (1°0g.). 


are performed as soon as 
possible and the blood is ready for use when the 
group is known. A list is kept of the amount of 
blood of each group in stock, any additions or sub- 
tractions being carefully noted. Each specimen is 
kept in its original flask until required. 
Contra-indications to bleeding the placenta. —Blood 
is not taken when there is any transmissible disease, 
when labour is premature, when there is a multiple 
pregnancy, or when the membranes have been ruptured 
for more than 48 hours. If any accident of the third 
stage arises or if the infant requires resuscitative 
measures the collection of blood is abandoned in 
favour of the more important procedure. 


DISCUSSION 


Anticoagulant.—Goodall et al. (1938) use the 
preservative proposed by the Moscow Institute of 
Hematology which consists of :— 


Sodium chloride 70 g 
Sodium citrate .. 50 g 
Potassium chloride 02 g. 
Magnesium sulphate 0-004 g. 
Twice-distilled water .. 1000-0 c.cm. 


25 c.cm. of this fluid being added to 100 c.cm. of 
distilled water before use. This solution is now 
referred to in the Canadian and American press as 
“ citro-seroid.” Using this fluid however, we found 
that hemolysis began after one week and became 
quite marked at the end of the second week. A 
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solution of sodium citrate only was then used— 
1 g. to 80 c.cm. of twice-distilled water—and sub- 
stantial improvement in the keeping qualities of the 
blood was noted. Finally a citrate saline has been 
used with success. Hsemolysis is now negligible. 
Grodberg and Carey (1938) say that they took special 
care to prevent mixing the blood with saline or 
Ringer’s solution, as clotting occasionally occurred 
when this was inadvertently done. In our experience 
this need not be feared. We have never been 
troubled by clotting when using citrate saline in the 
strength indicated. 7 

Effects on the mother.—The mother might be 
affected in one way only—does the placenta separate 
as readily when it is empty as it does when engorged 
with blood ? Goodall says that the third stage of 
labour is not prolonged. This is quite definitely 
our own observation. 

Effects on the baby.— When we commenced storing 
placental blood we were met with the criticism that 
we were robbing the baby. Whilst it was obvious to 
us that we were merely taking blood from a diverti- 
culum of the foetal circulation it was thought advisable 
to do a series of blood-counts on a group of babies. 
Twelve babies whose placentz had supplied blood 
and twelve controls were taken and _ blood-counts 
performed on the first, second, and seventh days after 
birth and immediately before discharge from hospital 
on about the fourteenth day. Fig. 2 shows that there 
is no appreciable difference in the blodd-count of 
the two groups. The average counts of the two 
groups may be contrasted as follows :— 


PLACENTAL GROUP CONTROL GROUP 


py | BBS, | mp | BS | me 
1 | 675 15-2 651 15:3 
2 650 15-0 641 15-0 
7 641 14-8 606 14-6 
13 606 14-5 601 14:3 


R.B.C.= red blood-cells. 
per 100 c.cm. 


Hb= Hemoglobin in grammes 


Icterus has not been a feature of these two groups 
of children. It occurred in mild degree in three 
cases, one in the placental group and two in the 
control group. 

Amount of blood obtained.—Goodall says that an 
average of 125 c.cm. of blood could be obtained 
from a placenta. This figure appears to us to be 
optimistic. In our last fifty cases we have obtained 
an average yield of 80 c.cm. This follows more 
closely the figures of Grodberg, who obtained an 
average yield of 107 c.cm. from male children and 
103 c.cm. from female children. This amount of 
blood—which it must be remembered has a red- 
cell content of 6,750,000 per c.mm.—is mixed with 
80 c.cm. of anticoagulant with the result that we have 
160 c.cm. of transfusible fluid with a red-cell content 
of approximately 3,750,000 per c.mm. This compares 
quite favourably with the blood obtained from a 
donor, which is usually diluted so that 500 ¢.cm. 
of blood is made up to 600 c.cm., with the result that 
an original content of 5,000,000 red cells per c.mm. 
in the donor becomes 4,000,000 per c.mm. in the 
transfusible fluid. 

Sterility.— Fifty specimens of blood after having 
been stored for varying periods showed no obvious 
contamination as evidenced by discoloration of the 
blood or froth on the surface. 
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For the purpose of this paper, fifteen consecutive 
specimens have been subjected to rigid bacterio- 
logical examination. Fourteen specimens were sterile 
and one specimen gave a mild growth of a Staphylo- 
coccus albus which did not produce a blue colour on 
Chapman’s medium (Chapman and Berens 1935) 
and was considered non-pathogenic. At this point 
in the investigations the personnel of the blood- 


R.B. C. (Millions) 


7 
Day of Life 


Fig. 2—Graph showing fall of blood-count in group of 
babies during the first two weeks of life. Continuous 
lines: bled-placenta group. Interrupted line: control 


group. 


collecting team was changed and our technique was 
not strictly followed with the result that three òut 
of five subsequent specimens were contaminated. Itis 
obvious therefore that the sterility of the placental 
blood depends entirely upon the strict adherence to 
the technique laid down and upon the coöperation 
of the staff. Any slackness in the collecting team is 
immediately followed by contamination. 


Effects on the recipient.—One or two points appear 
to us to be of prime importance. After standing 
in the refrigerator the blood-cells of course sediment. 
Before use it is essential to mix the blood thoroughly 
and this should be done by gently swinging the 
fiask with a rotary motion. Any violent shaking or 
stirring should be avoided since it causes excessive 
destruction of cells. The blood before use in every 
case must be filtered through several layers of gauze. 
Other papers on this subject state that the blood 
should be warmed before use. This does not seem 
necessary ; in fact unless done carefully it may be 
harmful and cause feverish reactions. If time permits 
all that appears necessary is to allow the flask of 
blood to stand at room temperature for half an hour 
before use. If the drip technique is used, even this 
preliminary delay is unnecessary. 

We have accepted the fact that the fetal blood- 
groups are fixed at birth and have not regrouped the 
stored bloods before use. As a routine measure 
direct matching of the recipient’s serum and the 
stored cells is carried out and in no case has an 
unexpected result been obtained. 

We have now given 25 transfusions of stored 
placental blood and have only once met with a severe 
reaction. This did not appear to have been due to 
placental blood but to the development of iso- 
agglutinins to the cells of the original donor, her own 
son. Slight rises of temperature have occurred on 
other occasions early in the series and have appeared 
to follow undue heating of the blood. As previously 
stated, we are now of the opinion that it is unnecessary 
to heat the blood before use. 
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The following case illustrates the rapid rise in the 
blood-count in a case of severe internal hemorrhage. 


Male, aged 47. A case of peptic ulceration which 
developed symptoms of intestinal hemorrhage on 
Nov. 6, 1938, whilst in the ward. His blood-count 
fell rapidly until it reached the low level of 1,450,000 
red cells per c.mm, His progress during the next 
week is shown in fig. 3. 


This case also demonstrates that it is possible to 
mix placental blood from different sources and also 
with stored blood from a voluntary donor. In our 
series the greatest number of separate bloods of the 
same group mixed together has been three and we 
can see no reason why any number of bloods of the 
same group cannot be mixed if large transfusions 
are necessary. We have now in the hospital a patient 
with splenomedullary leukemia who has had daily 
transfusions of placental blood for nine days without 
any reactions and with considerable clinical improve- 
ment. 

Length of storage. —We can add no information about 
the length of time it is possible to store placental 
blood. Cadaver blood is stored for 60 days. As a 
rule we have used the blood within two weeks, but 
we have now in the refrigerator two flasks of group A B 
and group B bloods which have been in store for over 
a month and the degree of hæmolysis is minimal. 

Among the adwantages of placental blood over 
ordinary blood are the fact that it contains no food 
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Fie. 3—Post-hemorrhagic anemia treated by repeated 
transfusions (indicated by arrows). 


allergens, and that its coagulating effect is 20-25 per 
cent. higher than that of ordinary blood so that its 
use in internal hemorrhage is especially indicated. 


SUMMARY 


1. Placental blood is a ready and inexhaustible 
source of supply for transfusion purposes. It is easy 
to collect and to store in a refrigerator in bulk supplies 
of the various blood-groups. Blood of the same 
group can be mixed to provide large transfusions. 

2. No abnormal reactions have been encountered 
during and after actual transfusions. It is unnecessary, 
and in our view possibly harmful, to heat the blood 
to body temperature before giving it. 


3. Placental blood is preferable to ordinary adult . 


blood because it contains no food allergens and because 
its clotting-power is greater. The latter is an advan- 
tage in dealing with haemorrhage, 


4. A citrate saline solution has been found to be the 
best anticoagulant, for it gives minimal hemolysis 
after prolonged standing. 

5. Rigid observance of the technique laid down 
for sterile collection of the blood is essential if 
contamination is to be avoided. 


We wish to express our thanks to Dr. E. C. Hadley, 
medical superintendent of the City General Hospital, 
Leicester, for his permission to undertake this work 
and for helpful criticism ; alsoto Dr. R. E. M. Fawcett, 
Dr. J. M. Brown, and. Dr. A. W. Abramson for 
carrying out most of the blood-transfusions. 
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TRANSFUSION WITH PLACENTAL 
BLOOD 


By J . HALBRECHT, M.D. 
(From the Beilinson Hospital, Petah-Tiquvah, Palestine) 


BLOOD-TRANSFUSION still presents us with many 
problems that await solution. Not the least pressing 
is that of maintaining an adequate and constant 
supply of blood. The fact that blood preserved for 
as long as a month does not apparently lose any of 
its therapeutic value has helped to solve this problem 
partially ; blood depots have been and are being 
established in many places (Yudin 1936). A more 
satisfactory source of blood than the ordinary donor, 
who is expensive when a professional and uncertain 
otherwise, is cadaver blood (Goodall et al. 1938) or that 
portion of fatal blood which is ordinarily thrown 
away with the placenta (Vinograd and Finkel 1932). 

In the Beilinson Hospital we have introduced the 
use of placental blood with satisfactory results. 
The use of preserved blood, especially placental, 
has another advantage over fresh blood in countries 
with endemic malaria. To be absolutely safe one 
must not inject fresh blood from anyone who has at 
any time had malaria, whereas with placental blood, 
even if the mother has had malaria recently, the 
organisms usually do not pass the placental filter, 
congenital malaria being very rare. Still more 
important is the fact that in preserved blood the 
plasmodium quickly dies. Preserved placental blood 
is thus doubly safeguarded. 


TECHNIQUE 


The method is simple, requires no special apparatus, 
and can be carried out in any hospital. In this way 
we have obtained an average of 50-60 c.cm. at every 
birth (with a maximum of 160 c.cm.). We simply 
let the blood flow into the flask from the end of the 
cord ; this is the simplest and, we believe, safest 
method. Aspiration is not necessary and carried 
out during a birth is only cumbersome. The simple 
anti-coagulant, an isotonic (3-8 per cent.) solution of 
sodium citrate, is all that is required. The various 
more complicated solutions recommended offer no 
obvious advantages. The slight hemolysis (which 
is harmless) that usually occurs in the first 48 hours 
cannot be prevented by the use of these complicated 
solutions. 

We keep the blood in a refrigerator at 4°-5° C. 
for as long as fourteen days. We cultured 48 samples 
and found 4 contaminated with Staphylococcus aureus, 
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most likely during the obtaining of the blood or during 
its preservation. No doubt the same proportion of 
our placental bloods transfused were contaminated 
but they produced no harmful effects on the recipients. 
Vinograd and Finkel (1932) report the same and also 
emphasise the harmlessness of such contaminations. 
The low temperature at which the blood is kept 
inhibits the growth of any casual contaminants, and 
the small number of organisms that may be intro- 
duced into the circulation is adequately dealt with 
by the recipient. We have used no blood: from 
placentas in cases where the mother had fever just 
before or during labour. Syphilis has to be excluded 
in the usual way. 

As soon as the blood is obtained, its group is 
determined and the flask labelled accordingly. 
Before transfusion each blood is separately cross- 
tested against the blood of the recipient. This may 
take time when blood from five, six, or more placentas 
are pooled for a large transfusioh, but this check of 
compatibility is indispensable if one wants to be as 
safe as our modern methods permit. 


RESULTS 


Up to now we have given 116 transfusions of blood 
obtained from 6520 placentas. The transfusions 
were given in various conditions, to children as well 
as to adults, the amount given varying from 10-15 c.cm. 
per kg. in infants to 5-10 c.cm. in adults. We are 
satisfied with our results and, as far as they can 
be evaluated, we consider them not inferior to those 
obtained in similar conditions with ordinary fresh 
blood. In obstetrical complications, for instance, 
such as placenta previa, inertia, and atony of the 
uterus with hemorrhage, recovery of the patients was 
as satisfactory and as rapid as after fresh blood. Such 
cases, in which the need for blood is urgent, cease to 
be alarming when one is sure that an adequate supply 
of blood is always at hand, and that there is no need 
to search for suitable donors in these emergencies. 

In our 116 transfusions we have had no serious 
accidents and only 4 reactions: 3 consisting of a 
chill and 1 of dyspnea and tachycardia. The number 
of reactions recorded depends on so many factors 
that we cannot compare our results with ordinary 
donors’ blood, but surely they are no worse. We 
believe that our experience warrants us in concluding 
that preserved placental blood is equal in value to 
fresh donors’ blood for transfusions. We feel justified 
in urging the greater exploitation of this source of 
blood. The throwing away of 50-60 c.cm. of blood 
with each placenta is a pitiful waste. Our need of 
blood for transfusions is great, owing to the large 
number of casualties admitted. In spite of this, 
we were able, from the time we began to use placental 
blood, to provide almost the whole of the necessary 
blood from this source. 


SUMMARY 

(1) Placental blood was 
transfusions. 

(2) Blood preserved in a 3-8 per cent. solution of 
sodium citrate up to 14 days was used. 

(3) The results are considered to equal those 
obtained with ordinary blood. 

(4) Placental blood is an important source of blood 
for transfusions, | 


used in 116 blood- 
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DIVERTICULA OF THE 
DUODENOJEJUNAL FLEXURE 


By RONALD W. RAVEN, F.R.C.S. 
SURGEON TO OUT-PATIENTS, FRENCH HOSPITAL, LONDON ; 
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OF late years many papers have appeared dealing 
with various aspects of diverticula of the pharynx, 
csophagus, duodenum, jejunum, and colon, and 
they are no longer dismissed as anatomical curiosities. 
Diverticula at the duodenojejunal flexure are rare, 
and our knowledge of them is limited. Careful clinical 
study of two cases, together with a study of others 
on record, has led me to believe that a diverticulum 
of the duodenojejunal flexure is a clinical entity 
with definite symptoms and adefinite treatment. The 
lesion may cause serious complications endangering 
life. The possibility of its presence must be considered 
in the differential diagnosis of certain abdominal 
lesions, and if this is done the number of unsuccessful 
operations—e.g., appendicectomy—will be reduced. 
A knowledge of the occurrence of a diverticulum in 
this part of the small intestine is necessary when 
operations such as partial gastrectomy and gastro- 
jejunostomy are performed. In this paper the 
symptomatology, diagnosis, complications, and surgical 


treatment of the condition are discussed, and detailed 


case-records of two patients are given. An operation 
is also described for excision of the diverticulum. 


CASE-RECORDS 


CasE 1.—A woman, aged 68, had for 17 years 
experienced severe pain localised to the epigastrium 
and coming on 1-3 hours after food. The pain was 
not relieved by more food or by alkaline powder. 
At times the pain radiated to the left shoulder. She 
woke at 2 to 3 A.M. with pain. There was frequent 
vomiting, which did not give relief from pain. Heart- 
burn was present. Because of the pain the patient 
was afraid to eat. She was constipated, and she 
had lost some weight. 

On admission she was thin and had obviously lost 
weight. No abnormality was found in the neck or 
chest. There was some tenderness on deep palpation 
in the middle of the epigastrium, but no other 
physical signs. 

Radiography after a barium meal showed a normal 
stomach of good tone with normal peristalsis. In 
the supine position the ruge of the stomach were 
clearly outlined. There was a large flake of barium 
and an air-cap in the medial aspect of the duodeno- 
jejunal junction. By positioning the patient and by 
palpation this flake was seen to be separate from the 
ruge of the stomach. Certain radiograms showed 
this mass to be posterior to the stomach but continuous 
with the small bowel in this region (fig. 1). This mass 
of barium was not seen until the meal had passed 
through the cap into the duodenum. The appearances 
suggested a diverticulum at the duodenojejunal 
junction (fig. 2). With the patient supine the diverti- 
culum was at the level of the first lumbar vertebra ; 
in the erect position it was opposite the third lumbar 
vertebra. 

Operation (April 10, 1937).—Exploratory laparo- 
tomy through a right supra-umbilical paramedian 
incision 4 in. long. A detailed examination was made 
of the abdominal viscera, and no other abnormality 
was found. The steps of the operation for excision of 
the diverticulum at the duodenojejunal flexure were 
carried out as described later. 

Post-operative treatment.—The patient was given 
rectal salines with 5 per cent. glucose every 4 hours 
for 36 hours after operation. During the first 12 hours 
following operation nothing was given by mouth; 
during the next 12 hours the patient was given 1 oz. 


/ 


204 THE LANCET] 


of water every 2 hours, and during the next 12 hours 
she was given 2 oz. of citrated milk alternately with 
2 oz. of water every hour. During the fourth 12 
hours after operation the patient was put on the 
third day of the Lenhartz diet. Convalescence was 
uneventful, and the patient made an uninterrupted 
recovery. Eighteen months after the operation she 
is perfectly well and has had no abdominal pain 
whatever. 

Report on specimen.—Dr. L. W. Proger reported 
as follows: A thin-walled pouch 1 in. in diameter 
with an opening } in. in diameter (fig. 4). Sections 
show a lining of chronically inflamed intestinal mucous 
membrane resting on a narrow layer of muscularis 
mucose, the whole being enclosed in a loose connective 
tissue sheath (fig. 5). 


CASE 2.—An _ upholsteress, aged 56, attended 
hospital because of indigestion. She had had indiges- 
tion practically all her life, but this had been worse 
for the past 6 months. Pain was experienced in the 
centre of the abdomen 14-2 hours after food. There 
was a heavy leaden feeling in the abdomen. The 
pain was relieved by the application of a hot-water 
bottle. There was no night wakening. There was 
flatulence but no vomiting. Appetite was good and 
bowels regular. There had been a small loss of weight. 
Appendicectomy had been performed 30 years 
previously. On admission she was healthy, with a 
clean tongue, and neck and chest normal. There was 
some rigidity in the epigastrium and tenderness on 
palpation. 

Radiography of the gastro-intestinal tract after 
a barium meal showed the stomach to be small and 
J-shaped, with very conspicuous peristalsis. No 
abnormality of outline of the stomach or duodenum 
was detected. Subsequent films showed a large 
diverticulum about 14 in. in diameter, apparently 
arising from the duodenojejunal junction (fig. 3). The 
position of this corresponded to the area of tenderness. 
At 4 hours there was a small residue in both the 
stomach and the diverticulum. At 24 hours there 
was no abnormality of the colon. 

Patient is under observation. 


SYMPTOMATOLOGY 


The history is often long in these cases, and the 
patient may have experienced symptoms all his life. 
Pain is felt in the epigastrium and may be referred 
to the left shoulder. The abdominal pain comes on 
1-3 hours after food. There may be night wakening 
with pain. Vomiting is sometimes incessant and 


MR. RAVEN : DIVERTICULA OF THE DUODENOJEJUNAL FLEXURE 


_ (san. 28, 1939 


-a 


suggests stenosis of the pylorus. Heart-burn and 
flatulence are often prominent symptoms. ‘The 
patient may be afraid to eat because of pain after 
food, and there is usually some loss of weight. On 
abdominal examination there is tenderness in the 
epigastrium, and there may be some rigidity in this 
region. 
DIAGNOSIS 


- Patients presenting these symptoms should be 
investigated by radiography after a barium meal. 
Case is credited as being the-first to discover diver- 
ticula of the duodenum by this method in 1913 and 
uses the following technique (Case 1920). 


The patient is given the usual barium meal, and 
a brief examination is made in the erect position. 
He is then placed on his right side, so that gravity 
may aid in filling niches or 
sacculations in the pyloric 
zone. When all is ready for 
the patient to turn over, 
the observer, standing on 
the patient’s left, presses 
strongly with his gloved 
hand over the duodeno- 
jejunal junction, at the 
same time pushing the 
contents of the stomach 
towards the pylorus. The 
patient is then asked to 
inhale, hold his breath, and 
turn quickly on his back, 
while compression of the 
duodenum is maintained, 
thus artificially producing 
obstruction near the duo- 
denojejunal junction and 
incarcerating the duodenal 
contents. Diverticula at 
the duodenojejunal flexure pass inwards, upwards, 
and to the right and lie below the lower border of the 
body of the pancreas. When filled with barium they 
are ‘seen on the right side of the flexure, and by 
positioning the patient and by palpation it is found 
that the shadow is separate from the ruge of the 
stomach. The shadow is not seen until the barium 
has passed through the pylorus and on into the 
duodenum. 


Fic, 4 (case 1) —Duodeno- 
jejunal diverticulum. A 
thin-walled pouch 1 in. 
in diameter with an 
opening ł in. in dia- 
meter. 


The following characteristias of the diverticulum 
should be noted: its situation, its size, its shape, 


Fic. 1 (case 1)—Radiogram of duodenojejunal diverti- 
culum 3 hours after a barium meal, showing a large 
flake of barium posterior to the stomach but con- 
tinuous with the small bowel. 


Fie, 2 (case 1)—Radiogram of duodenojejunal diverti- 
culum 4 hours after a barium meal, showing a large 
flake of barium in the medial aspect of the duodeno- 


jejunal junction (patient supine). 
patient and by palpation this flake was seen to be 
separate from the rugæ of the stomach. 


Fie. 3 (case 2)—Radiogram of duodenojejunal diverti- 


By positioning the 


culum about 1} in. in diameter. This was never fully 
filled with barium. The fundus of the diverticul 
is filled with air. i 


Fia. 5 (case 1)—Duodenojejunal diverticulum. Micro- 
scopic appearances of wall of diverticulum. A lining of 
chronically inflamed intestinal mucosa rests on a narrow 
layer of muscularis mucose, the whole being enclosed 
in a loose connective tissue sheath. No trace of muscle 
coat of intestine in wall of diverticulum. 


the size of the orifice, its mobility, the length of time 
barium is retained, and whether there is tenderness. 
If difficulty is experienced in identifying the diver- 
ticulum and its characters, the patient should be 
examined in the modified Trendelenburg position, 
which will facilitate the filling of the pouch with 
barium. In obscure cases the duodenum may be 
distended with barium through a duodenal tube. 


COMPLICATIONS 


Clairmont and Schirrz (quoted by Odgers 1930) 
in 1920 stated: ‘‘A diverticulum is a source of all 
possible dangers for its bearer, and is on this account 
an indication for surgical interference.” ‘The com- 
plications which may occur are :— 

(1) Diverticulitis—The diverticulum may be the 
site of any acute inflammation either in the wall or 
in the peridiverticular tissues. This inflammatory 
swelling may be severe enough to precipitate acute 
intestinal obstruction. Krogeus, quoted by Edwards 
(1935), records a case of acute intestinal obstruction 
due to a diverticulum at the duodenojejunal flexure 
in a woman aged 64. Acute inflammation in the 
wall of the diverticulum may lead to necrosis and 
perforation with resulting peritonitis or a localised 
abscess. 

(2) Retention of septic contents.—If the diverticulum 
does not empty properly, its retained contents may 
become infected and cause duodenitis, cholangitis, 
and pancreatitis. In the case of diverticula in the 
second part of the duodenum Wilkie (1913) quoted 
Bauer’s case in which a diverticulum was filled with 
feculent semi-solid matter and there were acute 
duodenal catarrh, swelling of the papilla of Vater, 
some dilatation of the bile-ducts, and jaundice. 

(3) Enterolith formation. — Watson (1924) has 
reported a case of diverticula of the jejunum in one 
of which an enterolith had formed whose weight 
by traction and angulation had caused intestinal 
obstruction. Watson cites the case of Terry and 
Mugler in which intestinal obstruction was caused 
by an enterolith which had formed in a diverticulum 
of the jejunum. 
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OPERATION 


Surgical treatment of diverticula of the duodeno- 
jejunal flexure must always be considered because of 
possible pathological changes and complications. If 
Symptoms are present and other lesions of the gastro- 
intestinal tract are excluded and the general condition 
of the patient is satisfactory, excision of the diver- 
ticulum is advisable. Odgers (1930) was able to 


collect only 23 reported cases of excision of diverticula 


of the duodenum, but I am not familiar with any 
description in the literature of the operation for 
excision of a diverticulum of the duodenojejunal 
flexure. The procedure carried out in case 1 is 
as follows :— 


The abdomen is opened through a right paramedian 
supra-umbilical incision 4 in. long. The transverse 
colon is delivered out of the abdomen and retracted 
upwards. The transverse mesocolon is thus kept 
stretched. The upper portion of the jejunum is 
retracted downwards and to the right, and the 
duodenojejunal fossa is exposed at the root of the 
transverse mesocolon, The duodenojejunal flexure 
is identified lying in the duodenojejunal fossa. The 
flexure is mobilised by dividing the musculus suspen- 
sorius duodeni at the upper border of the flexure, 
together with the plica duodenojejunalis, which 
connects the summit of the .flexure with the posterior 
abdominal wall, care being taken to avoid injury to 
the inferior mesenteric vein, which is lateral to its 
free border. The peritoneum on the anterior aspect 
of the flexure is now divided and the flexure inspected. | 
The diverticulum is found on the right side of the 
flexure, lying somewhat posteriorly, in relation to 
the left psoas muscle, and below the body of the 
pancreas. The diverticulum is carefully mobilised, 
and the flexure is rotated to the left to place the 
diverticulum anteriorly. 

The base of the diverticulum is transfixed with 
No. 0 chromicised catgut, and the sac is excised. 
The transfixed base is invaginated into the bowel, 
and a layer of Lembert sutures of No. 0 chromicised 
catgut is inserted at right angles to the long axis 
of the bowel. The divided peritoneum in the region 
of the flexure is sutured and the abdomen closed. 


SUMMARY 


(1) Two cases of diverticulum at the duodeno- 
jejunal flexure are recorded. (2) The symptomatology, 
diagnosis, and complications are discussed. (3) An 
operation for excision of the diverticulum is described. 


I am indebted to Dr. Stanley Wyard for permission 
to publish the records of case 2. 
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“,..A surgical technician is one who, in con- 
junction with the surgical and medical profession, designs 
and produces the tools, instruments and appliances 
required by them in their profession, and for the use of their 
patients.... The technician must at no time assume the 
status of one having surgical or medical knowledge, and 
it therefore follows he must not advertise he is in a position 
to cure any human failing or physical ill. It is especially 
forbidden that the technician should in any way proclaim, 
or let it be understood he can cure failings such as Deafness, 
Hernia, Blindness, Paralysis, etc., or any ailments in 
connection with the sexual system....’’ (Ethical code 
of the Institute of British Surgical Technicians.) Trans. 
Inst. Brit. surg. Tech. September, 1938, p. 22. 
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THE OXFORD INFLATOR: A SIMPLE 
RESUSCITATOR 


By R. R. Macintosu, M.A., D.M. Oxfd, F.R.C.S. 


PROFESSOR OF ANAESTHETICS, UNIVERSITY OF OXFORD; AND 


C. L: G. Prart, M.A., M.D., M.Sc. Lpool 


PHYSIOLOGIST TO THE DEPARTMENT OF ANAISTHETICS 
. AT THE UNIVERSITY 


THE apparatus described here makes use of the 
fact that the lungs may be inflated by delivering 
oxygen under moderate pressure to the nose and 
mouth through a suitable face-piece. 

The oxygen passes through the reducing valve 
into a circular metal pressure-chamber (fig. 1), the 
upper surface of which is formed by a reinforced rubber 
diaphragm (A). As 
the pressure in the 
chamber rises, the 
diaphragm is pro- 
gressively deformed, 
so relieving the ten- 
sion of a small coiled 
spring (C) which is 
compressed by a pin 
placed between it 
and the diaphragm. 
The spring then 
thrusts the seating 
of the valve against 
the valve-nozzle, 
and the flow of 
oxygen diminishes. 
The degree of pres- 
sure required to 
raise the centre of 
the diaphragm is determined by the counter-pressure 
on its upper surface of a second spring (B), the 
compression of which is regulated by a milled-head 
screw. By this means it is possible to adjust the 
pressure of oxygen in the pressure-chamber, and hence 
at the face-piece, to any desired level. The instrument 
is calibrated between 20 and 80 mm. Hg. 

The flow of oxygen to the face-piece is controlled 
by a hand-operated stopcock (fig. 2). The face- 
piece is applied firmly to the face. The stopcock 
is turned to the “inhale” position and held there 


Fia. 1—Pressure chamber. A = 
rubber diaphragm ; B and C = 
springs; D = valve seating ; 
E = valve nozzle; F = pin; 

_ G = safety-valve. 


= 
Fıa. 2—Pressure chamber, stopcock, and face-piece in 
position. 
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until the patient’s chest is seen to be inflated. Turning 
the stopcock to the “exhale ” position shuts off the 
supply of oxygen and at the same time permits 
the chest to be deflated by its own recoil. The 
frequency of inflation in most cases need not exceed 
6-10 per minute. 

The pressure at the face-piece does not represent 
the pressure throughout the respiratory passages 
since there may be a considerable leakage around 
the face-piece: The leakage varies according to the 
degree of accuracy with which the face-piece fits the 


Fia. 3—Portable model. 


face and to the firmness with which it is applied. 
The pressure of oxygen should be adjusted so that it 
just inflates the chest. 

It should be emphasised that 
the effective use of this appa- 
ratus, as indeed of any method 
of artificial respiration, necessi- 
tates the maintenance of a clear 
airway. If the patient is on his 
back or side and unconscious, it 
is often convenieut to insert an 
airway. There may be some 
tendency to inflate the stomach 
as well as the lungs, but this will 
be slight if the pressure used is 
not too great. It may be further 
diminished by a high abdominal 
pad and binder. 

The inflator may be used to 
maintain respiration in respira- 
tory failure from any cause, but 
its chief value lies in the urgent 
treatment of acute and tem- 
porary respiratory failure. It is 
also a useful adjunct to mechani- 
cal respirators of the box type in 
the treatment of chronic respira- 
tory failure, serving for the 
periods during which it is advis- 
able to remove the patient from 
the box respirator for nursing 
and other purposes. 

The advantages 
machine are :— 

(1) Cheapness.—The cost of 
the reducing valve is £10 10s., in- 
cluding stopcock and face-piece. 

(2) Portability. The only diffi- 
culties of transport are those 


of this 


Fia, 4— Standard 
model. 
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of an oxygen cylinder. Cylinders of any size may 
be used. 

(3) Sey of use.—The only operations involved 
are (a) turning on the oxygen at the cylinder, 
(b) adjusting the pressure to the desired level by 
turning the milled-head screw, and (c) operating the 
lever of the stopcock. 

(4) Independence of source ‘of electricity.— It can 
therefore be instantly used anywhere. 

The inflator is in-use at this hospital in two forms. 
The portable form (fig. 3) utilises a 120 gal. cylinder 
and is mounted upright on a two-wheeled trolley 
for ease of manipulation. The non-portable model 
(fig. 4) has a 60 gal. cylinder carried by a bracket on 
a standard anesthetic trolley. 

The apparatus is sold by A. Charles King Ltd., 
34, Devonshire Street, W.1, for whom the reducing 
valve was made by the British Oxygen Co. We are 
indebted to Mr. Talley, of the former firm, for help 
with constructional details. 


DIURESIS FOLLOWING ADMINISTRATION 
OF SULPHONAMIDE IN RENAL (EDEMA 


By A. W. D. Leisuman, D.M. Oxfd, M.R.C.P. 


THE gratifying though unexpected effect of a sulphon- 
amide preparation on a patient with severe edema 
prompts me to place on record the following case. 


A schoolboy aged 12 years, previously in excellent . 


health, was taken ill on July 8, 1938, with nausea, 
vomiting, and vague abdominal pains. These 
symptoms soon subsided but he remained tired and 
listless and had no appetite. A week after the onset 
he was noticed to be puffy under the eyes and to 
have some swelling of the ankles. The urine was 
then examined and albumin was present in large 
amount and a centrifuged deposit showed many 
hyaline and a few granular casts but no red or white 
blood-cells or organisms. The boy was afebrile 
and remained so throughout the illness though his 

ulse-rate was consistently raised. The fauces and 

onsils were healthy ; the cardiovascular system was 
normal; blood-pressure 120/64; and the retinal 
vessels and fundi showed no changes. The blood- 
urea at this time was 54 mg. per 100 c.cm., but a 
fortnight later it had fallen to 29 mg. The boy was 
evidently suffering from a renal cedema and there 
seemed some justification for a diagnosis of nephrosis, 
but it was impossible to find any underlying cause 
for the condition. 

Treatment.—He was given a salt-free diet which 
was first of low-protein type. Later a high-protein 
diet was tried but this caused such gastric disturbance 
that it had to be abandoned. The total fluid intake 
was restricted to about two pints a day and various 
attempts were made to increase the urinary output. 
Potassium citrate was given to the limit of tolerance, 
thyroid extract up to 3 grains a day, urea in 15-gramme 
doses, and Salyrgan both by suppository and intra- 
venous injection. Vitamins B and C and iron were 
given throughout. In the critical stages hot-air baths 
were tried. Of these measures the “only one which 
seemed to increase the output of urine to any extent 
was thyroid extract and this had but a temporary 
effect (see chart). 

Progress.—For the first ten days after the appear- 
ance of the cedema the urinary output was desperately 
low and the albumin content correspondingly high, 
rising to as much as 3 g. per 100 c.cm. After some 
slight temporary improvement the cedema rapidly 
increased and soon became generalised. The boy’s 
face was unrecognisable, his scrotum and legs were 
enormous, and his abdomen was distended with 
ascites, though the pleural cavities remained dry. 
Vomiting was an additional disturbing feature and 
the boy’s condition became critical. A specimen of 
urine examined microscopically at this time contained 
considerable numbers of coliform bacilli but no excess 
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of pus cells or red blood corpuscles, though there 
were still many hyaline casts. 

No bladder symptoms were complained of, but in 
view of the gradual increase in the urinary infection 
a course of Proseptasine was given. The maximum 
dosage was 1°5 g. a day by mouth and this was soon 
dropped to 1 g. and then to 0°5 g. The drug was 
given first for eight days and after a three-day 
interval for another seventeen days. The total dose 
in the first course was 10 g. and in the second 16 g. 
The effect of this treatment soon became apparent. 
In the second week particularly, as is shown in the 
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chart, the daily output of urine rapidly increased, 
reaching a maximum of 100 oz. Following this 
diuresis the œdema visibly subsided and by the 
twenty-eighth day of this treatment there was no 
trace of cedema or ascites. The urine at this time 
was free from organisms, pus cells, or casts, and 
contained only a slight cloud of albumin. 

From time to time the bacilluria has recurred and 
with it there has been an increase in the albuminuria, 
but these have been controlled by further courses of 
proseptasine and there has been no return of cedema. 
When last seen on Nov. 24 the boy’s urine was normal 
in every respect and his general condition was good. 

DISCUSSION 


The main difficulty in this case is to assess the part 
played by the Bacillus coli infection. In the early 
specimens of urine there was no sign of infection and 
there seemed good reason for a diagnosis of nephrosis. 
If the infection was the basis of the renal syndrome 
the pathology of the condition is somewhat obscure 
for it is difficult to picture any form of pyelonephritis 
without pyuria and without fever. It seems more 
likely that the urinary infection was a secondary event 
which depressed still further the already ineffective 
renal function. Proseptasine is not known to have 
any specific diuretic action, and it is presumed that 
the kidneys were able to regain their efficiency only 
when, by the action of the drug, the extra burden of 
infection was lifted. 

I wish to express my thanks to Dr. H. Girling for 
permission to publish this case. 
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MEDICAL 


ROYAL SOCIETY OF MEDICINE 


SECTION OF PHYSICAL MEDICINE 


AT a meeting of this section held on Jan. 20, 
Dr. K. R. CorLıs HAaLtowes, the president, took 
the chair and a paper on the 


Physiological Aspects of Rheumatism 


was read by Prof. Samson Wricat. The whole 
problem of the mechanism of the sense-organs, he 
said, had been investigated recently by electrical 
means and certain principles established. The 
intensity of a sensation was associated with the 
frequency of nerve impulses. The extent depended 
on the number of nerve-endings and fibres, and 
therefore the area of cortex activated. The quality 
was difficult to account for, and depended on some- 
thing unanalysable in the brain. The sensory cortex 
“ secreted ’? conscious sensation, as a gland secreted 
saliva. Pain was thought to be a function of the 
thalamus or other subcortical areas. Pain was a 
function in itself, not a degree of intensity. A 
complete description of a pain should include its 
severity, kind, relation to time, locality, and cireum- 
stances. Lewis had described three kinds of somatic 
pain: from skin, muscle, and tendon respectively. 
If brief, a skin pain was felt as a prick; if more 
prolonged as a burning sensation, irrespective of 
cause. Muscle pain was continuous, diffuse, and 
difficult to locate; it could be produced experi- 
mentally by ischemia, squeezing, or injecting certain 
solutions. It might bereferred. The pain of tendons, 
fasciæ, and periosteum could be produced by pinching 
the web between the fingers. Diffuse pain could be 
relieved by injecting solutions into localised tender 
spots. 


Ischemic pain rapidly became intolerable. It was 
not due to spasm of blood-vessels or to muscular 
tension. It was produced by activity. Probably 
it was due to some chemical product—the pain-factor 
metabolite—formed under conditions of anoxzmia 
during muscle activity. Products of muscle injury 
might be. important in relation to massage. When 
a muscle contracted, glycogen, phosphagen, and adenyl 
pyrophosphate all broke down, and the breakdown 
of glycogen was by no means essential to contraction, 
fatigue, and rigor. Many other unknown reactions 
occurred. These three breakdowns were anoxzmic, 
but oxygen was required for the combustion of lactic 
acid, fat, and other foodstuffs, and for the re-formation 
of glycogen. Muscle activity or damage liberated 
choline or acetylcholine, histamine, adenosine, the 
P (pain) factor of Lewis, the factor of Smirk (which 
produced reflex rise of blood-pressure and pulse- 
rate), and a pressor substance. Choline, histamine, 
and adenosine were all vasodilators. All these 
factors might produce both local and distant 
effects. 


The flow of fluid to and from capillary and tissue 
spaces depended on the balance between capillary 
blood-pressure and the osmotic pressure of the plasma 
proteins. Metabolites might be osmotically active 
and suck fluid into the tissues. Only a small propor- 
tion of tissue-space fluid entered the lymphatics, which 
were not believed to play much part in tissue exchange, 
The tissue changes accompanying muscle contraction 
all favoured more extensive exchange. In an active 
muscle 2 c.cm. of fluid per 100 g. of muscle might 
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exude per minute. Apart from contraction, flow 
of fluid into muscle spaces was encouraged by giving 
saline or water, by mouth or any other route. Saline 
lasted much longer in the body than water. Fluid was 
removed from the muscle spaces by sweating or any 
fluid-loss. Remarkable claims were made in books 
on massage, and needed physiological investigation. 
Very light superficial stroking caused an active con- 
traction of local capillary walls, unrelated to any 
nerve-supply. More vigorous stroking would pro- 
voke varying degrees of vasodilatation. Firstly 
there was a capillary dilatation giving a red line; 
then a red flare due to arteriolar dilatation based 
on axon reflex; and thirdly a weal. These reactions 
were due to histamine-production. If the stroking 
were centripetal the flow in superficial vessels might 
be accelerated, which might be of value if the circula- 
tion were impaired. Stress should not be laid on 
any lymphatic effect. The normal flow in a lymph- 
vessel was very slow and was only increased by patho- 
logical changes or activity; massage was com- 
paratively ineffective. Little was known about skin 
metabolism, and speculations as to the results of 
massage on it were idle. There were few adequate 
clinical observations on the reflex effects; experi- 
mentally almost any effect could be produced by 
varying the circumstances. In man the effects 
probably varied with the nature of the stimulation. 
Deep stroking would produce greater results of the 
same kind. The minute tissue damage caused by it 
might produce enough metabolites to bring about 
remote effects. 


Pressure, friction, and percussion movements also 
had great claims made for them. They could not 
remove fat without causing serious tissue damage, 
and if the fat. were removed it would only be deposited 
elsewhere. Uric and butyric acid were said to be 
removed, but they were never found in muscle. 
Vigorous massage did not increase oxygen-consump- 
tion, carbon-dioxide output, or heat-production ; 
there were no recognisable changes in blood or urine, 
nor evidence of improved muscle nutrition. There 
was a slight increase in blood-flow, but this was very 
small compared with that pfoduced by muscular 
activity. Blood-pressure might be altered by increas- 
ing venous return or causing capillary dilatation in 
the muscle. . It was doubtful if any effect would be 
produced on denervated muscle. Stretching produced 
reflex contraction or relaxation according to the 
force used, and also distant reflex changes. Reactive 
hyperemia by arterial obstruction perhaps deserved 
more extensive use in this country. The higher 
the external temperature and the longer the occlusion 
the greater and more prolonged the effect. The 
hyperemia was comparable with that obtained from 
a period of activity. Similar effects followed venous 
obstruction. The hyperemia was accompanied by 
capillary and arteriolar dilatation, and increase 
of pulse-volume and temperature, probably due to 
release of metabolites produced in the occlusive period. 
Tissue-fluid interchanges must undoubtedly be 
increased. 

Artificial hyperpyrexia was increasingly used; it 
brought the patient very near the limit of tolerance. 
An insulated man’s metabolism was vigorous enough 
to raise the body temperature 2° per hour; a 
corresponding steel body would rise 16° in an hour. 
Insensible perspiration was not due to sweat-glands at 
all; it was most marked on the palm and sole and 
almost negligible on the body, apart from the face. 
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Sweating from the palm and sole was negligible and 
chiefly occurred from the forehead, back of hand, and 
chest. Heat-loss was primarily due to sweating 
and evaporation. The electropyrexial technique was 
said to produce a smaller increase in pulse-rate than 


other methods; 4000 or 5000 c.cm. of sweat might. 


be lost in 4 or.5 hours. The pulse-rate might rise 
to 160 per minute. The blood-pressure might rise 
or fall; the diastolic pressure might even fall to 
zero, and this must seriously embarrass the heart. 
Cardiac accidents were not surprising. Respiration 
might become irregular with long bouts of apnea 
and even arrest. A marked alkalemia occurred. 
Water-loss, uncompensated by administration of 
saline, might cause increase in viscosity and concentra- 
tion, and in the red-cell and hemoglobin content, and 
other serious changes. : 

Dr. W. KERR RUSSELL said that four methods of 
artificial hyperpyrexia had been tried at the National 
Temperance Hospital. Nebulised hot water was now 
being used and patients much preferred it—probably 
because there was so much less sweating. Tetany 
had occurred on one or two occasions with the earlier 
methods—undoubtedly due to chloride loss—and there 
had also been trouble with cramps and indigestion 
due to chloride loss. The new method had stopped 
all these and relieved all fear of burns. Six hours at 
106° F. could be tolerated. 

Dr. J. C. BUCKLEY thought an accurate datum line 
of normal physiology was essential in the estimation 
of therapeutic results. He asked whether Prof. 
Wright could throw any light on “fidgets ” : a sensa- 
tion, chiefiy felt in the calf, when trying to get to 
sleep, that one must ‘“‘do something ”’ with a muscle. 
Was it a minor form of ischemic pain? It came on 
when the muscle was at rest and was relieved by 
exercise. He profoundly disbelieved in ‘‘ the rubbing 
away of fibrous nodules”’; that was an example of 
mistaken conclusion. The only ‘‘nodules”’ that 
could be rubbed away were local areas of spasm. 
A Bier’s bandage invariably produced a rise of 
general body temperature; was this result due to 
mild autoinoculation or to products of normal 
metabolism ? 

Sir WiıLiram WILLCOX said that if the application 
of physical medicine did not agree with physiology 
there was something wrong with it. In practice, massage 
suitably applied by a suitably chosen masseuse did an 
enormous amount of good. Much more importance 
was attached to the lymphatic system on the 
Continent. Attention should be more directed to the 
dangers of hyperpyrexia; convulsions commonly 
occurred, and even hemiplegia might follow. He 
doubted whether it were wise to practise hyper- 
pyrexia in an outpatient department without 
beds. 

Prof. GEOFFREY HOLMES pointed out that text- 
books of physiology were not very helpful to the 
physiotherapist who wanted to keep up to date. 
He asked for an explanation of the pain of acute 
lumbago, and of its instant relief by eflicient 
strapping. 

The PRESIDENT asked whether susceptibility to 
stiffness were due to peculiarities in the rheumatic 
subject. It responded well to heat, massage, and 
douches. 


Prof. Samson WRIGHT, in reply, said he did not 
know why he had benefited from massage, and 
preferred no reason to facile and pseudoscientific 
ones. ‘ Fidgets’’ and stiffness would be interesting 
subjects for research. Few of the phenomena in 
muscle could as yet be explained. 
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SECTION OF NEUROLOGY 


AT a meeting of this section held on Jan. 19 with 
Dr. J. G. GREENFIELD, the president, in the chair, 
a discussion on the 


Neurological Complications of Pregnancy 


was opened by Dr. W. RitcuIE Russet. He admitted 
at the outset that these conditions were nearly all 
very rare. They were, however, interesting because 
the accurate diagnosis might be difficult, their 
occurrence during pregnancy might throw light on 
their etiology, and the effect of pregnancy on an 
established disease was important. Coma presented 
a difficult problem in diagnosis when the patient 
showed no signs of eclamptic toxemia. Many of 
these patients were found post mortem to have 
vascular lesions of the brain, but all the possible 
causes of coma must be kept in mind and a full 
investigation made without delay. Recent studies 
of the circulation in eclampsia emphasised an abnormal 
tendency to vascular spasm, which might explain 
many of the cerebral and retinal changes. Another 
cause of coma might be Wenicke’s encephalopathy, 
and investigators had pointed out a frequent associa- 
tion with hyperemesis gravidarum. Some combina- 
tion of deficiency factors might be responsible. 
Chorea gravidarum seemed to be identical with 
rheumatic chorea, but the infection did not account 
for all the symptoms; some metabolic or deficiency 
factor must be concerned. The various deficiencies 
of pregnancy offered a fruitful field for research. 
Polyneuritis usually responded to vitamin B,. Severe 
polyneuritis gravidarum was uncommon, but the 
earliest symptoms—tingling and numbness in the 
extremities and loss of appetite—were not infrequent. 
A high-carbohydrate diet increased the body’s 
requirement of the vitamin. Pressure of the fetal 
head on the pelvic nerves in later pregnancy often 
caused discomfort or traumatic neuritis, which showed 
itself in motor, sensory, and nervous disturbances. 
When the paralysis and sensory loss affected only 
the lower leg the neural damage was most probably 
not in the pelvis but caused by pressure on the 
common peroneal nerve or the tibial nerve near the 
popliteal fascia. Such patients recovered gradually 
over several months. Infection of the pelvic tissues 
might cause severe and painful neuritis and weakness 
in the legs. 

Dr. H. L. SHEENAN, summarising the results of a 
large number of autopsies on obstetrical patients, 
said that one of the main diagnostic difficulties was 
caused by patients admitted with coma or convulsions 
and labelled as eclampsia. Meningitis was commoner 
than might be expected, and was mainly meningo- 
coccal. Cerebral embolism was always due to acute 
endocarditis. The symptoms were sudden coma 
and hemiplegia without fits. Some cases of epilepsy 
went on to fatal status epilepticus. Epilepsy closely 
imitated eclampsia and probably accounted for many 
recorded cases in which there had been frequent 
fits. Eclamptic lesions were never found in the brain 
or organs. Small cortical gliomata might produce 
fatal epilepsy. Of greater interest was puerperal 
thrombosis, which included cases in which the 
thrombosis occurred in the meningeal veins where 
they entered the superior longitudinal sinus. The 
thrombosis produced an area of softening in the 
cortex an inch or two in diameter. After a normal 
delivery and puerperium with no clinical evidence of 
sepsis, the patient would suddenly, between the 
third and the tenth day, develop fits and coma. This 
condition accounted for nearly all the reported cases 


910 THE LANCET] 


of late eclampsia. The last and by far the largest 
group consisted of hemorrhages and _ softenings. 
Patients who died of eclampsia, or of coma super- 
vening on pre-eclampsia, usually had no gross cerebral 
lesions. Congestion or edema of the brain must be 
viewed with suspicion, because they were often 
artefacts of the autopsy. In over a third of the 
eclampsias and pre-eclamptic comas, cerebral hæmor- 
rhages or softenings could be recognised with the 
naked eye. Microscopically there were thrombi in 
some of the capillaries, which gave a fibrin-staining 
reaction but were peculiarly colloid in their appearance. 
These lesions appeared to be secondary to some 
gross vasomotor disturbance in the cerebral vessels 
accounting for the convulsions and coma but not 
sufficient in most cases to give rise to hemorrhage or 
softening. If these occurred the eclampsia was probably 
fatal whatever the degree of the cerebral lesions. 

Diagnosis was very difficult. Severe cyanosis 
suggested a large pontine hemorrhage, and an 
unvarying hemiplegia suggested a lesion in one side 
of the hemisphere. Death in cases of hyperemesis 
was due to abortion or postoperative shock, or to a 
peculiar cerebral syndrome. There was about seven 
weeks of severe vomiting, which stopped suddenly, 
the pulse-rate remaining high. The patient became 
apathetic, developed nystagmus and tenderness of 
the leg muscles, and, after a short period of mental 
confusion, died in coma. The condition was so clearly 
cerebral that it was sometimes diagnosed as enceph- 
alitis. The question whether Wenicke’s lesion was 
responsible for these deaths would only be 
answered when further studies had been made in the 
light of recent knowledge of where to look for the lesion. 

Dr. REDVERS IRONSIDE described four types of 
neuritis, of which the first was associated with 
achlorhydria but not with toxemia, began with the 
fifth or sixth month, and was sometimes accompanied 
by Korsakoff’s psychosis. It cleared up a variable 
time after delivery. Differential diagnosis must be 
made from the effects of alcohol and abortifacients. 
Polyneuritis following hyperemesis gravidarum was 
a rare and dangerous condition. The symptoms were 
similar to those of any other toxic polyneuritis. 
Vomiting was severe and incessant at first but might 
abate before the onset of the polyneuritis, leaving a 
latent period of one to three weeks. The patient’s 
helplessness might be wrongly ascribed to prostration. 
Usually the highest terminals of the nervous system 
became involved when Korsakoff’s psychosis appeared. 
Tachycardia was almost always present, with bulbar 
signs or respiratory paralysis in the gravest cases. 
Nystagmus was especially characteristic and might 
be accompanied by unilateral or bilateral nerve- 
deafness. The condition cleared up speedily after 
parturition. Achlorhydria was often reported. Some 
work had been done on the estimation of vitamin-B, 
excretion, but was handicapped by the absence of a 
satisfactory method of assay. The evidence for 
deficiency of the vitamin was slender and the symp- 
toms of it were never comparable to the acute cardiac 
death of pernicious beriberi, nor to the massive 
cedema of the wet forms. The infant did not appear 
to suffer from disquieting symptoms. Pregnancy 
could not be the cause of the syndrome, because 
there was no firm temporal relation between the 
two. The mortality was very high. The polyneuritis 
would often recur with each pregnancy. 

The fourth variety of polyneuritis complicating 
pregnancy was parturitional paralysis due in part 
to pressure of the foetal head on the fourth and fifth 
lumbar roots, or pressure on the peroneal nerve by 
the strap hitching up ithe knee on the obstetrical 
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table; or traction on or trauma of the lumbosacral 
plexus. The condition was very rare. 

Dr. H. G. GARLAND dealt with neurological 
problems other than those directly resulting from 
pregnancy. Inherited conditions might be divided 
into those in which the inherited factor was predom- 
inant, and those in which the causal factors were 
multiple, An elementary knowledge of mendelism 
was essential, Certain conditions were inherited as 
simple dominant abnormalities. Probably all the 
children of a parent with Huntington’s chorea should 
be advised against marriage, though half of them 
would in fact be normal. Hypertrophic polyneuritis 
was inherited in the same way, but was usually not 
very severe and did not appear to increase in severity 
with succeeding generations. Von Recklinghausen’s 
disease introduced the difficulty of great variation 
in severity. Progressive muscular atrophy, certain 
cases of myopathy and dystrophia myotonica, and 
probably also familial periodical paralysis were also 
heritable, but the chance of inheritance was only one 
in four. In sex-linked conditions the difficulty of 
prognosis for offspring was much greater. Certain 
less well-defined conditions were inherited, but the 
exact mode was not clear—e.g., epiloia. 

An entirely different problem was raised when the 
inherited factor was only one of several, as in migraine 
and epilepsy. The tendency to attacks of migraine 
was certainly a simple dominant, but migraine was 
probably never so severe in itself as to constitute a 
eugenic problem, On the other hand, all neurologists 
agreed that there was an inherited factor in epilepsy. 
If a patient suffered from fits of the idiopathic type 
and his family history showed no epilepsy, and he 
had no consanguinity with the woman he proposed 
to marry, the risk of transmitting a tendency to 
epilepsy was probably negligible. If migraine was 
associated with epilepsy in the family history, the 
risk might be two-thirds as great again as.if the family 
history showed only epilepsy. Disseminated sclerosis 
was the most important of the neurological conditions 
which might be aggravated by pregnancy, for 


pregnancy sometimes precipitated the onset, and more 


often increased the disability A relapse apparently 
due to pregnancy was sometimes, however, followed 
by spontaneous remission. Termination of pregnancy 
might cause as much damage as labour, and the 
best treatment was probably complete rest. Hypo- 
pituitary syndromes were usually associated with 
chromatophobe adenoma with increased intracranial 
pressure, but sexual function might remain normal 
in the presence of suprasellar adenoma, Similarly, 
menstruation and pregnancy might occur after 
operation for acromegaly, and exacerbate the symp- 
toms. Amenorrhea was usually a striking feature of 
pituitary basophilism. Sympathectomy had been 
found to cause an unusual incidence of abortion 
and stillbirth in cats; the possibility of bilateral 
lumbar sympathectomy producing a similar result in 
women should be borne in mind. 


DISCUSSION 


Mr. W. C. W. Nrxon confirmed, from his experience 
in Hong-Kong, the infrequency of polyneuritis due 
to lack of vitamin B, in pregnancy, although the 
incidence of wet beriberi among parturient women 
in his clinic was 30 per cent. Dry beriberi appeared 
to break out six or eight weeks after delivery. 

Dr. H. M. SINCLAIR referred to an article published 
about a year ago in the Hong-Kong University 
medical journal which stated that a large proportion 
of women had shown a definite connexion between 
beriberi and pregnancy. Acute cases of vitamin-B, 
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deficiency were generally marked by cardiac symp- 
toms. Only when a deficiency had existed for some 
time were neuritic symptoms prominent. The 
pregnancy itself was more important than the high- 
carbohydrate diet. Capillary hemorrhages were not 
found in vitamin-B, deficiency. Injection of the 
pure vitamin was dangerous, and it should rather 
be given in the form of a yeast preparation. 


Dr. J. PurpoN MARTIN considered that the 
clinicians at the meeting had not spoken on the same 
subjects as the pathologists. He doubted whether, 
apart from hyperemesis, there is any such thing as 
a polyneuritis of pregnancy, or whether the incidence 
of polyneuritis is greater in pregnant women than in 
the general population. Gestational foot-drop was 
one of the commoner complications, and the explana- 
tion by pressure on the nerve-roots was not altogether 
satisfactory. Unless chorea gravidarum was severe, 
the physician should temporise and try treatment 
before considering abortion. He would have considered 


subarachnoid hemorrhage more likely to occur in- 


pregnancy than at other times. The severe vascular 
lesions causing hemiplegia and paraplegia were usually 
associated with high blood-pressure, which was 
probably a pre-eclamptic condition. The cause of 
paraplegia during pregnancy was generally dissemin- 
ated sclerosis. In an interesting group of cases 
convulsions occurred after delivery and left a hemi- 
plegia: three out of four patients had made good 
recoveries and in the fourth case autopsy had revealed 
a thrombosed vein. He had seen only two cases of 
visual disorientation both in women recently 
confined. It did not seem to arise from arterial 
lesions or tumours, The delivery of patients with 
spastic states was usually normal but somewhat 
rapid. 


Dr. MACDONALD CRITCHLEY declared that tingling 
and pins-and-needles were extremely common in 
pregnant women. Hippocrates had described paralysis 
in women in whom the lochia had been suppressed. 
He agreed with the orthodox view that parturitional 
foot-drop was due to pressure on the roots which 
went to form the sciatic nerves within the pelvis. 
There was nearly always a history of relative dis- 
proportion between the fœtal head and the pelvis, 
prolonged and difficult labour, and persistent occipito- 
posterior presentation. The reason why foot-drop 
was the only sign of paralysis was that the nerve-roots 
rested externally upon the unyielding ischium but 
internally upon the soft musculus piriformis, and 
therefore only the external popliteal nerve sutfered. 
Vascular accidents were almost an unwritten chapter 
in neurology. Disseminated sclerosis was a positive 
indication for terminating pregnancy in the first 
three months, but afterwards the trauma of artificial 
abortion was greater than the probable injury of a 
confinement. Postencephalitic parkinsonism was, 
however, an absolute indication for terminating 
pregnancy. 


“<... A policy for defence must take account of 
social welfare as well as of armament production and 
civil defence. National fitness in the widest sense is an 
indispensable element in national defence. Wisely con- 
ceived, a policy for defence will take account not only of 
physical training, nutrition, overcrowding, unemployment, 
and other factors affecting the health of the nation. It 
will have regard also to many of the amenities of life which 
determine the mental and moral as well as the physical 
fitness of the people.’—Leading article, Nature, Lond. 
Jan. 21, 1939, p. 93. 
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AT a meeting of this society on Jan. 23, with 
Dr. C. E. Lakin, the president, in the chair, a 
discussion on 


Poliomyelitis and Artificial Aids to Respiration 


was opened by Sir HENRY Gauvarn. He referred 
members to a publication of the public health com- 
mittee of the London County Council for detailed and 
valuable information on the subject. The treatment 
of anterior poliomyelitis should, he said, be carried 
out by orthopxdic surgeons. Early acute cases 
treated with skill from the onset had the greatest 
chance of recovery. Mobilisation of paralysed muscles 
and relaxation should be enforced from the start. 
Splints should be applied immediately, for contractures 
developed rapidly and damage to paralysed muscles 
was often irreparable. There had been an unusual 
number of cases in 1938, with a high incidence of 
respiratory failure. His hospital had admitted 87 
cases, 35 of them less than a month from the onset. 
Of these, no less than 7 had been treated in a 
respirator of the Drinker or Bragg-Paul type. He 
gave details of these cases, of which 2 had been 
fatal: one patient was a woman of 37, who died 
with severe hemorrhage of internal organs, and one 
had developed epileptic fits and died in status 
epilepticus. Two other patients had made good 
recoveries from their respiratory paralysis, but 
satisfactory splinting could not be obtained in the 
Drinker apparatus. 

Sir Henry gave a summary of the rules for nursing 
respirator cases, drawn up by his sister in charge of 
respirator treatment, Miss Hadley. All pressure 
points should be padded with cotton-wool. The 
patient wore a nightgown opening down the back, 
and a collar, made of a double thickness of lint well 
greased, to prevent, abrasion from the rubber 
diaphragm of the apparatus. An electrical sucker 
should be fitted to remove mucus from the throat. 
If the patient were wearing a back-splint, a tin shoe 
should be applied. If the arms were paralysed, a 
long hand-splint should be fitted, with extra padding 
at the wrists. The bedpan should be of rubber, well 
padded, and was handed through a large port in the 
apparatus. When the patient was to be withdrawn | 
for nursing and treatment, everything should be ready 
and good team-work was essential. He should be — 
reassured and the process explained to him. He must 
be persuaded to make an effort to breathe, for the 
respirator had a strong psychological effect: the 
patient was often terrified of it at first but was after- 
wards equally terrified of losing its protection. The 
motor should be left running while he was withdrawn. 
In the early days he should be given oxygen continu- 
ously through nasal catheters while the back and 
pressure points were being treated. As the condition 
improved, his time outside the respirator should be 
increased, but bathing should not be attempted 
unless he could remain out of the respirator for a 
quarter of an hour. A respiration chart should be 
kept. Perspiration was the first sign of respiratory 
distress, He should be encouraged to sleep while 
outside. When he was able to stay outside for three 
or four hours he could be placed on a bed beside the 
apparatus in the ordinary position and his neck-piece 
could be removed and the motor stopped. When he 
could stay out all day he should be taken out for the 
whole of a second day, but on the third day left in 
the respirator and only withdrawn for treatment. 
If the condition was satisfactory, the apparatus 
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could be dispensed with all night; the sound of the 
motor had a reassuring effect. The patient was fed 
through a pipette if he could not suck, and as he 
recovered the diet was gradually strengthened. A 
fluid-intake chart should be kept. In catheterising 
for retention of urine everything should be ready 
beforehand, and if the patient showed cyanosis he 
should be returned to the respirator for a few minutes 
with the catheter in place. 

Sir Henry expressed the general gratitude to Lord 
Nuffield for his gift of a respirator to every hospital, 
but pointed out the necessity for a team who were 
ready and available at all times and could use it 
properly. If the respirator were handled unskilfully, 
the child would probably die. The apparatus required 
careful maintenance when not in use. Acknowledging 
the courtesy of the Nuffield Trust, he showed films 
illustrating several types of apparatus for the 
mechanical production of respiratory movement. 
Total enclosure apparatus was represented by the 
Drinker and the Both machines. The Bragg-Paul 
Pulsator was a pneumatic jacket for applying 
rhythmic positive pressure; Sir.Henry said it was 
very convenient and effective. The Burstall applied 
negative pressure and resembled a cuirass, The 
Biomotor, a German apparatus, was a large helmet 
which was strapped to the abdomen and inflated the 
lungs by applying rhythmic negative pressure. Other 
apparatus included the tilting stretcher, on which 
a prone patient could be rocked through an angle of 
45° each way, respiration being brought about by 
the movement of the abdominal contents, Simpler 
methods were to roll the patient backwards and 
forwards on a wine-barrel, and to lift and lower him 
rhythmically by means of a sling slipped under the 
abdomen in the prone position. Oxygen cylinders 
could be fitted with masks of the anesthetic type 
and a control valve operated mechanically or by 
hand, as in the McKesson or the Oxford apparatus. 

Dr. C. P. Symonps spoke of problems of diagnosis, 
treatment, and prevention. He explained the differen- 
tial diagnosis of poliomyelitis from acute febrile 
polyneuritis, in which the paralysis developed more 
slowly and was more symmetrically distributed, and 
there was some evidence of sensory involvement— 
usually paræsthesiæ. Recovery was always complete 
unless death took place from respiratory paralysis 
in the early stages, Some of the reported cases of 
complete recovery from infantile paralysis might 
have been wrongly diagnosed. The diagnosis of 
poliomyelitis in the preparalytic stage was extremely 
difficult except in an epidemic, The mental symptoms 
—restlessness, irritability, and stupor—might be 
more prominent than the fever, and suggestive 
of encephalitis. Paralysis was often preceded by 
symptoms of brain-stem involvement, including 
difficulty in swallowing fluids, nasal regurgitation, 
diplopia, and nystagmus. Bulbar involvement might 
be shown by attacks of rapid respiration so prolonged 
as to resemble tetany. The cerebrospinal fluid in the 
early stages showed considerable variety but might 
be quite normal, and, if not, usually fell to normal 
rapidly. The protein, on the other hand, often 
continued to rise in the second week and might remain 
high until the end of the fourth week. Serum treat- 
ment appeared to be actually harmful, and a carefully 
controlled study by W. H. Park in New York in 1921 
had shown a result slightly in favour of the controls. 
Recently fresh claims had been made for serum 
treatment by orthopedic surgeons in this country, 
claims which unfortunately might lead the public 
to think that practitioners who did not use serum 
were either ignorant or lazy, 
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In Great Britain little was known about polio- | 
myelitis and there had fortunately been next to no 
experience of its epidemic form. The virus here 
might be of a weak strain. The disease was sometimes 
regarded as not very infectious, but this was a 
dangerous belief. Dr. Symonds gave examples of the 
ease with which the infection might be contracted, 
and repeated the recommendations of Sir Arthur 
MacNalty : patients should be isolated for six weeks 
and personal association with them limited to what 
was immediately necessary for proper care and 
nursing; and children in an infected household 
should remain away from school for three weeks 
after the isolation of the last patient. Age was the 
most important factor in natural immunity, and all 
nurses should be over 25. Indoor contact with persons 
under 21 should be avoided. Kissing should be 
prohibited, and suspects should use paper hand- 
kerchiefs and burn them immediately. The infection 
was undoubtedly by droplets obtaining access through 
the nose and pharynx. These precautions should be 
applied to children returning to school where an 
outbreak had occurred. On the first sign of the 
disease in a. residential school all parents who could 
do so should remove their children by motor-car 
and adopt these precautions under the supervision 
of the family doctor. Children should not return until 
three weeks after the isolation of the most recent 
case. He much preferred the Bragg-Paul apparatus 
to the Drinker, for its extreme simplicity and con- 
venience to the nurses and because it was far less 
frightening to the patient. 

Mr. B. WuItcHuRcH HOWELL compared the present 
epidemic with that which had broken out in Essex 
in 1926 and which had not produced so many deaths 
from respiratory paralysis. The present form was 
much more virulent and the permanent paralysis 
more severe. He would put a child of his own,. if it 
were conscious, in the Bragg-Paul respirator, which 
was very comfortable and allowed the orthopedic 
surgeon to splint all four limbs simultaneously. A 
dramatic feature of the cases in both epidemics had 
been that immediately on mobilisation irritability 
had disappeared, the temperature had become normal, 
and the patient had slept. The appetite had then 
reappeared and the general health, and eventually 
the muscle power, had started to improve. Suspects 
should be kept prone while there was doubt of the 
diagnosis. The incidence appeared to be high in 
mid-winter as well as towards the end of summer. 
Care should be taken not to remove a patient from 
the respirator too soon; Mr. Howell had known 
of a recent death from this mistake. He asked whether 
the physician or the nurses wore masks when in 
contact with the patient. 

Dr. J. B. WratHatt Rowe asked whether an 
antiseptic should be applied to the nasal mucosa 
for prophylaxis or treatment. 

Mr. D.. H. Kitcuin referred to the work of F. C. 
Eve on the tilting stretcher and to the recent report 
by J. A. Kerr of a case of poliomyelitis with respiratory 
paralysis treated on a tilting stretcher for nine days 
(Lancet, Jan. 7, p. 24). The advantages claimed for 
the device were that it could be improvised where no 


electrical apparatus was available, and nursing was 


convenient. He asked for an opinion on its merits 
compared with the Drinker apparatus. 

Dr. S. Suzman asked what proportion of cases 
died in the Drinker or Bragg-Paul apparatus. 

Sir Henry Gavvalrn, in reply, said that in his 
experience nearly every patient who had been placed 
in the respirator had been comatose. Patients had 
-been terrified on waking but had soon. become 
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reassured, and fear was therefore not important. It 
was easy to place back-splints or tin shoes on a patient 
in a Drinker apparatus, and in the latest type the 
arms could be abducted. He preferred light metal 
splints to plaster in the acute stages. He had found 
the Drinker apparatus invaluable in his hospital, 
A disadvantage of the Burstall negative-pressure 
respirator was that it had to be kept in different 
sizes. Patients in the Drinker respirator must be 
encouraged, and it was essential to have a sister 
who thoroughly understood the psychological diff- 
culty and knew how to withdraw the patient. His 
nurses wore masks and gowns, but he thought that 
a virus that would pass the finest filter could not be 
kept out by a mask, and did not wear one himself. 
He did not consider that the tilting stretcher would 
be efficient in poliomyelitis, and its use by hand for 
prolonged periods would be impracticable. 

Dr. SyMONDS, also in reply, could not agree that 
the mask was inefficient : it would not stop a virus 
but it might stop droplets. Without seeing the results 
of a full histological examination of the two cases 
which had died from internal hemorrhage, he was 


inclined to question the diagnosis.—Sir HENRY GAUVAIN | 


assured him that this examination had been made, 
and undertook to send him the material. 
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AT a meeting of the society on Dec. 7, Dr. A. R. 
SOMERFORD opened a discussion on 


Gold Therapy 


Some authorities may claim, he said, that they use 
gold salts in treatment without producing any 
untoward reactions, but this is not the experience of 
most observers. Some have noted reactions in as 
many as 45 per cent. of their cases, though they were 
often mild. Reactions may arise at three stages— 
within a few hours of the injection, including the 
so-called grippe aurique; during the course of 
treatment, including urticarial, morbiliform, and 
scarlatiniform eruptions; or after the cessation of 
treatment, possibly several weeks later, and at this 
stage it is not uncommon to find evidence of blood, 
hepatic, or renal damage in addition to skin eruptions. 
Reactions have been variously ascribed to hyper- 
sensitivity to gold, biotropism, the toxic effects of 
products resulting from the action of gold on the 
tissues, and faulty elimination by the kidneys due 
either to pre-existing deficiency or to renal damage 
produced by the gold. Whatever the cause, it is wisest 
to regard all reactions as signs of gold intolerance 
and to terminate treatment when even the mildest 
occur. 

In the prevention of reactions, Dr. Somerford went 
on, the type of gold salt used or its method of 
administration seems of little importance. Calcium 
gluconate, glucose, and whole-liver extract given 
simultaneously with the gold therapy have been 
found to reduce the incidence of toxic symptoms. 
Repeated examination of the urine for signs of renal 
damage is most important. It has been suggested 
that the gold acts as a catalyst and that equally good 
results may therefore be obtained with small as with 
larger doses. The results of gold treatment are 
encouraging but it must be remembered that serious 
symptoms and even death may result from injudicious 
dosage or lack of attention to mild symptoms of 
possibly toxic origin. 

Dr. Norwan Kertz briefly reviewed the history 
of gold as a therapeutic agent in pulmonary tuber- 


culosis and later in other conditions. It is interesting, 
he said, that its use in rheumatism was suggested 
by the analogy between the life-histories of tuber- 
culosis and arthritis. While our knowledge of the 
pharmacological action of gold is limited, many of 
its toxic effects are well known. These may be 
divided into (a) specific gold reactions, such as general 
malaise, pyrexia, and local response in the brain ; 
(b) local damage at the site of injection; and 
(c) effects on the digestive tract (anorexia, nausea, 
vomiting, diarrhea, stomatitis), the skin (variable, 
localised, or general), the kidneys (albuminuria, some- 
times nephritis), the blood (action on the bone- 
marrow producing aplastic anemia, agranulocytosis, 
or thrombocytopenic purpura), the liver (hepatitis), 
and the nervous system (peripheral neuritis, mental 
symptoms, or epileptiform attacks). 

Discussing the importance and non-assessability 
of idiosyncrasy, Dr. Kletz said that small dosage 
and short courses with a long interval between them 
minimised the dangers. When once toxic symptoms 
have developed, it is doubtful if any effective radical 
treatment is possible, and treatment can only be 
symptomatic. 

Gold therapy is likely to be effective, he said, 
in primary or secondary rheumatoid arthritis and spon- 
dylitis ankylopoietica. It is ineffective in fibrositis 
and also in osteo-arthritis except when there is a 
superimposed infective factor. In 103 cases that 
Dr. Kletz reviewed toxic reactions were rare and on 
the whole not severe. There was one death from 
thrombopenia and spontaneous hemorrhage, and one 
case of severe hepatitis which recovered. Assessment 
of results was difficult. In a considerable number of 
cases the improvement was almost miraculous, and 
in very few was there no material improvement. The 
general conclusion was that gold therapy is the most 
valuable weapon we have in the treatment of certain 
types of arthritis. It is, however, a dangerous weapon 
and only to be employed by those willing and able 
to control its use by adequate clinical and laboratory 
observations. 

In the discussion emphasis was laid upon the 
importance of care in dosage, a careful watch for signs 
of intolerance, efficient control of the treatment— 
preferably in hospital with regular blood investiga- 
tions—and the need for a full consideration of each 
patient’s condition before beginning gold therapy. 
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From a lecture by Michael Faraday at the Royal 
Institution on electric fish. 


The electric power exhibited by these animals, Mr. 
Faraday said, was in the direct ratio of the nervous 
influence exerted by the animal. The electric action, 
like muscular action, was followed by exhaustion. It 
was after the exhaustion of the animal by repeated dis- 
charges that, in South America, the gymnotus was taken... 
As the fatigue wore off they gradually recovered their 
electric strength. “It is thus evident,” quoth the 
lecturer, “that nervous power may be converted into 
electric power, as clearly as that electricity may produce 
heat. Why may not the converse of the experiment 
be true, and nervous influence be generated from electricity, 
as electricity, after producing heat, may again be repro- 
duced from heat ?...I have no doubt that this nervous 
power is as material as heat, light, or electricity, and is 


- conducted along the nervous fibrils in the same manner 


as water, gas, or the electric fluid is carried through 
pipes or conducting wires,” 
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REVIEWS AND NOTICES OF BOOKS 


Physiology of the Nervous System 


By J. F. Furton, M.A., D.Phil. Oxfd, M.D. 
Harvard, Sterling professor of physiology, Yale 
University ; formerly fellow of Magdalen College, 
Oxford. London: Humphrey Milford, Oxford 
University Press. 1938. Pp. 675. 25s. 


Prof. Fulton has written a book which, to use his 
own words, is designed to bridge the gap between 
the concepts of neurophysiology and the problems 
of ‘clinical neurology. He is well equipped for this 
task since he has been successively an assistant to 
Harvey Cushing, a member of the Oxford school of 
physiology, and professor of physiology at Yale 
University, and his own contributions to.the experi- 
mental physiology of the nervous system are important. 

A book such as this is likely to be either pre- 
dominantly physiological or predominantly clinical. 
This is the former, and for this reason it will be of 
greater value to the advanced student of neurology, 
who if he is supplied with physiological facts can 
appreciate their clinical applications, than to the 
beginner. All the functions of the nervous system 
that are common to man and the experimental animal 
are described in relation to their anatomical basis, 
the only conspicuous omission being the humoral 
transmission of the nervous impulses at the myo- 
neural junction. Prof. Fulton characteristically 
introduces each chapter with a valuable historical 
note, so that the book includes, almost as an aside, 
a history of neurophysiology. The exposition is 
everywhere clear and up to date and the book is well 
illustrated by diagrams. There is a full bibliography 
containing over 1300 references, and the production 
and type are excellent. The book fills a real need and 
will be welcomed as much, if not more, by neuro- 
logists and physiologists as by students. 


Practical Pathology 


Including Morbid Anatomy and Post-mortem 
Technique. (3rd ed.) By JAMES » M.D., 
D.Sc., F.R.C.P.E., professor of pathology, Queen 
University, Canada; and JAMES DAVIDSON, M.B., 
F.R.C.P.E., director of the Metropolitan Police 
Laboratory, London. London: A. and C. Black. 


1938. Pp. 518. 25s. 


THE first and second editions of Prof. Miller’s 
book were handy little volumes, admirable in 
connexion with museum study, and cost about half 
a guinea; the third, in which Dr. Davidson has 
collaborated, is much larger and costs almost as 
much as a standard textbook of pathology, but the 
preface states that it “ in no way attempts to supplant 
the larger textbooks.” Longer than is usual for 
a book of pure morbid anatomy it lacks the 
theoretical approach of a textbook. Moreover being 
arranged under organs and not diseases it does not 
serve the purpose of describing post-mortem appear- 
ances. There are also signs that the revision has not 
been quite thorough. The old classification of nephritis 
is adhered to, ending with a chronic interstitial 
variety. Hamochromatosis and scurvy are included 
with the diseases of the blood, and there is no mention 
of fat necrosis of the breast, pulmonary fat embolism 
as a cause of death following injuries, or of the 
characteristic bilateral softening of the caudate 
nucleus found in delayed carbon-monoxide poisoning. 
The section on the medicolegal autopsy, however, 
is excellent, particularly the part dealing with the 
examination of the fœtus and newborn child. 


Standard histological methods are soundly described 
in an appendix, though there ure trifling inaccuracies. 

Both authors and publishers must be congratulated 
on the fine half-tone illustrations, and the colour 
photographs of specimens are some of the best yet 
published. 


Yearbook of General Medicine 


Infectious diseases, edited by GEORGE F. DICE, 
M.D. Diseases of the chest, by J. BURNS AMBERSON, 
Jun., M.D. Diseases of the blood, blood-forming 
organs, and kidney, by GEORGE R. MINoT, M.D., 
and WuLram B. CASTLE, M.D. Diseases of the 
heart and blood-vessels, by WILLIAM D. STROUD, 
M.D. Diseases of the digestive system and of 
metabolism, by GEORGE B.' EUSTERMAN, M.D. 
Chicago: The Yearbook Publishers; 

H. K. Lewis and Co. 1938. Pp. 340. 12s. 6d. 


THE yearbook series is probably less well known in 
England than it deserves to be. The Yearbook of 
Medicine, which is under particularly distinguished 
editorship, is uniform in style and standard with its 
predecessors. It is of‘ handy size, and contains 
abstracts of the most significant papers of the year 
with the briefest of editorial comment. The abstracts 
are unusually long and full and many of them are 
illustrated, so that they give a very fair impression 
of the papers they represent. Those who wish to 
keep abreast with advances in medical thought with 
the minimum outlay of trouble will find the book 
well worth their attention. 


Major Endocrine Disorders 


By S. Levy Simpson, M.D. Camb., M.R.C.P., 
physician to Willesden General Hospital; assistant 
pas ian, Princess Louise Kensington Hospital 


or Children; consulting physician to the Soho 
Hospital for Women. London: John Bale Medical 
Publications. 1938. Pp. 184. 10s. 6d. | 


THE aim of this small volume is to supply physicians 
and examinees with the essentials of the clinical 
features and treatment of certain of the major endo- 
crine syndromes. Some of the material has already 
appeared in medical journals and is based on lectures 
which the author has delivered. 

Emphasis is laid on the polyglandular nature of 
endocrine disorders. Dr. Levy Simpson rightly points 
out that the clinical manifestation of each syndrome 
is usually incomplete, but his argument that the lack 
of .some characteristic sign or symptom need not 
therefore lead to diffidence in diagnosis may strengthen 
the dangerous temptation to make an endocrine 
diagnosis on too slender grounds. The photographs 
which illustrate the book are excellent, and have. 
obviously been chosen with considerable care. They 
have too the great merit of originality. In works 
on this subject there is often a tendency to borrow 
illustrations from existing publications, so that the 
features of one or two sufferers come. to be regarded 
as the prototype of some particular syndrome, and 
students and practitioners refuse to accept a diagnosis 
unless the patient resembles the classical illustration. 
A short discussion of menstrual disturbances has been 
included by request. Perhaps, for a book of this 
nature, undue prominence is given to climacteric 
disorders, and interesting as it may be to trace the 
Jikeness of Cushing’s syndrome to certain meno- 
pausal manifestations this has the effect of magnifying 
the grossness of menopausal signs and symptoms, 
which are usually relatively trivial. 
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While Dr. Levy Simpson’s book is a valuable 
contribution to the literature of clinical endocrinology, 
it should be clearly understocd that he has not 
attempted to write a standard textbook. The 
work will be of particular interest to the general 
physician who comes in contact with a fair number of 
cases of endocrine disorder, and whose interest in 
the subject has thus already been stimulated. 


A Manual of Reparative Plastic Surgery 


By J. EASTMAN SHEEHAN, M.D., F.A.C.S., professor 
of” plastic surgery, New York Polyclinic medical 
school and hospital. London: Humphrey Milford, 
Oxford University Press. 1938. Pp. 311. 30s. 


In this beautifully produced book the author 
offers “an up-to-date statement of the service to 
be had from the tissues of the body.” Part 1 is 
confined to general principles and gives an indication 
of the merits of each type of repair, while part 2 
shows how the basic principles of repair are applied 
to different parts of the body. Dr. Sheehan speaks 
with great authority on this branch of surgery and 
his book gives a clear idea of its scope. In this 
country a great part of the section dealing with 
operations on the cornea, the eye muscles,,and the 
nasolacrimal system would be considered as entirely 
in the province of the ophthalmologist. Some of the 
phraseology is rather stilted, for instance, tears are 
“the fluid emanation of the lachrymal gland ” and 
an artificial eye a ‘“‘simulated eyeball.” A few loose 
statements have also been allowed to pass. In 
dealing with cleft palates we are instructed to continue 
the dissection ‘‘ upward to the base of the brain ” 
and later ‘“‘to separate the (palatal) bone from the 
adjoining maxillary process,’ after the hamulus 
has been broken off “to release the tendons of the 
palate.” It is a pity that such blemishes have been 
allowed to mar a book that otherwise throws much 
light on an admittedly difficult subject. 


Treatment of Fractures 


(llth ed.) By CHARLES LOCKE SCUDDER, A.B., 
Ph.B., F.A.C.S., consulting surgeon to Massa- 
chusetts General Hospital.’ London: W. B. 
Saunders Co. 1938. Pp. 1208. 55s. 


Dr. Scudder’s well-known book has been entirely 
rewritten, and has been enriched by many chapters 
on special fracture problems by surgeons who speak 
with authority. The book is based on the views and 
teaching of the fracture service of the Massachusetts 
General Hospital and as would be expected is 
eminently practical. Obsolete methods have been 
omitted, and for each fracture the treatment which 
the author has found most satisfactory is described 
in detail, while alternatives are only briefly mentioned. 
The result is a pleasantly readable book, but such 
selection has certain disadvantages. For example, 
in dealing with fractures of the neck of the femur 
the author advises the use of steel internal fixation 
when possible, but the only method described is that of 
Moore by the multiple nail method, although this is 
stated to have been in use no more than three years. 
Again, in the chapter on open or compound fractures, 
the Carrel-Dakin treatment is described at length 
but no mention is made of the principles or technique 
of the Winnett Orr method. At the end of this 
chapter there is a casual statement that should 
be deleted in future editions: ‘‘the accurate open 
reduction and plating of a compound fracture in 
addition to the use of the Carrel-Dakin method ... 
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tends towards rapid union without infection.” Those 
with memories of the late war will recall the many 
disasters which followed a similar line of thought 
and action. The chapters on pathological fractures 
by Dr. T. W. Harmer and Dr. C. F. Geschickter, and 
on fractures of the facial bones by Dr. Kazanjian 
and Dr. Thoma, are beautifully illustrated and 
written with the distinction that we should expect 
from authors of their experience. 

The illustrations throughout are plentiful, apposite, 
and finely reproduced. Taken as a whole this 
book is as exhaustive and detailed. an account of 
fractures as couid be wanted. 


Alcohol and Human Life 


(2nd ed.) By COURTENAY C. WEEKS, M.R.C.S. 
London: H. K. Lewis and Co. 1938. Pp. 454. 6s. 


THIs is partly a revision of ‘‘ Alcohol and the 
Human Body” (Horsley and Sturge), published 
many years ago. In the main it is a detailed com- 
pendium of the effects of alcohol upon the physio- 
logical processes of the body. Chapters however are 
also devoted to the relation of alcohol to road traffic, 
its effect on national life, its consideration as a racial 
poison, its influence on the duration of life, and 
narcotics and narcosis. While the data may be 
accepted as valid the author’s deductions from them 
are often debatable. The psychological aspect is 
hardly touched upon and alcohol is wrongly stated 
to be an aphrodisiac. The book’ may be useful for 
reference. 


Evolution of Obstetric Analgesia 


By ANDREW M. CLAYE, M.D. Leeds, F.R.C.S., 
F.R.C.0.G., professor of obstetrics and gynecology, 
University of Leeds ; witha chapter by W. STANLEY 
SYKES, M.B. Camb., D.A., hon. anesthetist to the 
General Infirmary, Leeds. London: Humphrey 
Milford, Oxford University Press. 1939. Pp. 103. 6s. 


THE author states in his preface that his book is 
chiefly designed to fill the gap left in works on 
obstetric analgesia by their omission of any account 
of the history of the process. Actually he has done 
more than fill this gap, for his excellently written 
little book also gives a first-rate description of the 
method which most appeals to him—namely, twilight 
sleep. In its true form this method demands the 
constant presence of the obstetrician and that has 
long been recognised as its great drawback from the 
general practitioner’s point of view. Dr. Claye is 
fully aware of this and states clearly that “on the 
whole, methods of twilight sleep are unsuitable for 
the conditions of general practice.” How very 
satisfactory they can be when properly conducted 
in an institution many records in these pages show. 
The author’s own preference is for a twilight sleep 
brought about and maintained by the combined 
use of Pernocton and scopolamine. 

Dr. Claye regards the barbiturates generally as 
of great value in obstetric practice and approves the 
Nembutal and chloral hydrate combination recom- 
mended by J. V. O’Sullivan and W. W. Cramer 
(Lancet, 1932, 1, 119). His method with pernocton 
is to inject usually from 4 to 5 c.cm. into a vein at 
the bend of the elbow. The injection is made slowly— 
i.e., at the rate of 1 c.cm. in two minutes. As soon 
as the patient is asleep the needle is withdrawn and 
the dose noted. Immediately afterwards a small 
dose of scopolamine is given hypodermically. This 
first dose of scopolamine is gr. 4/1000 or 5/1000. Half 
an hour later gr. 2/1000 or 3/1000 is given unless the 
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patient appears wakeful sooner. A memory test is 
carried out after the second dose. Approximately 
hourly doses of gr. 1/1000 to 5/1000 are required but 
of course there is much individual variation. Some 
restlessness is usual and in some cases the efficiency 
of the second stage pains is certainly impaired. 
Chloroform in minimum doses has been given towards 
the end of the second stage in most of the cases to 
check restlessness. After delivery the patient usually 
sleeps for several hours. 

Dr. Sykes’s chapter gives a brief account of recent 
developments in obstetric analgesia by inhalation, 
such as Minnitt’s gas-and-air analgesia, without 
attempting any detailed description of how to 
employ the methods enumerated. The whole book 
is written with care and judgment, and it can be 
cordially recommended to all interested in the 
subject. 


British Journal of Surgery 


THE January number of this journal contains the 
following articles :— 


EVOLUTION AND DEVELOPMENT OF SURGICAL INSTRU- 
MENTS. By C. J. S. Thompson (R.C.S. Eng.). This, the 
sixth article in the series, contains illustrated descriptions 
of headsaws dating from the twelfth to the early nine- 
teenth centuries, and also of Ambroise Paré’s cutting 
compasses and of an early form of trephine. 

RELATION OF LYMPHATIC VESSELS TO THE SPREAD OF 
CANCER. By J. H. Gray (London). Intradermal injec- 
tion of Thorotrast has been used to demonstrate the 
course and patency of the skin lymphatics, and evidence 
has been obtained in favour of embolic lymphatic spread 
of cancer and against permeation. 

INTRAPELVIO CYSTS, PROBABLY OF MESONEPHRIC 
Oriain. By A. R. H. Oakley (London). A case is 
described in which two pelvic cysts were discovered at 
operation in a man whose symptoms suggested an acute 
abdomen. The etiology is discussed and some recent 
cases analysed. 

EPIDERMOIDS ARISING IN THE DIPLOE OF THE BONES 
oF THE SKULL. By G. F. Rowbotham (Manchester). 
Two cases successfully treated by operative removal are 
described. Comment is made on the danger of the tumour 
from perforation of the inner table of the skull, and on 
its possible origin from failure of ectodermal cells to 
undergo neurogenic differentiation. 

OBTURATOR HERNIA: ITS ASTIOLOGY, INCIDENCE, AND 
TREATMENT, WITH TWO PERSONAL CASES. By Cecil P. G. 
Wakeley (London). The anatomical relations of obturator 
hernia are fully demonstrated’ by reference to museum 
specimens. The association of abdominal discomfort with 
pain down the thigh may allow preoperative diagnosis. 
Taxis is dangerous. The abdominal route is preferred for 
operation. 

SIMPLE NON-SPECIFIC ULCER OF THE C&ucum. By J. R. 
Cameron (Edinburgh). Although not perforated the ulcer 
in the case described gave rise to the symptoms of an 
acute abdomen. Resection was successful. The literature 
is summarised. 

CARCINOMA OF THE JEJUNUM: ACUTE INTESTINAL 
OBSTRUCTION. By F. Mitchell Heggs (Sheffield). Three 
cases are described, two of which were treated by resection 
and one by low gastrojejunostomy. The treatment of 
high intestinal obstruction in general is discussed. 

Two CASES OF SARCOMA OF THE SMALL INTESTINE WITH 
UnvusuaL FEATURES. By D. Lincoln Lewis (London). 
One case was a leiomyosarcoma and the other a lympho- 
sarcoma, In the diagnosis stress is laid on the presence 
of a movable mass, with occult blood in the stools and 
hypochromic anemia, 

ADAMANTINOMA OF THE TIBIA. By R. Glyn Thomas 
(London). The growth, which was histologically quite 
typical, occurred in a girl of 19. It involved almost the 
whole tibial shaft, recurred after an extensive guttering 
operation, and eventually necessitated amputation. 

NON-MALIGNANT STENOSIS OF THE QC‘sopHacus. By 
G. Grey Turner (London). From an unusually extensive 


experience of the condition the author is convinced of the 
great value of repeated gentle and gradual dilatation by 
bougies. Clinical accounts are given of various types of 
case and their management is critically reviewed. 

HYPERTELORISM : NOTES ON THREE Cases. By H.P. 
Pickerill (Wellington, N.Z.). The nasal bones are mas- 
sively developed, with excessive width between the orbits, 
while the point of the nose is small and retracted. The 
appearance can be greatly improved by lengthening the 
columella combined with cartilaginous grafting to raise 
the bridge of the nose. 

THE HYPEROSTOSES IN RELATION WITH THE MENIN- 
aromas. By G. F. Rowbotham (Manchester). On a 
review of 100 cases of meningioma, 23 of which developed 
hyperostoses, the author bases a description of three 
clinical types. He concludes that there is no intimate 
relationship between the variety of the hyperostosis and 
the cell type of the meningioma. He regards the veins 
as the main route of spread. 

A LEAKING NON-SPECIFIC ANEURYSM OF THE COMMON 
ILIAC ARTERY, WITH EFFECTIVE TREATMENT BY WIRING. 
By W. Carleton Whiteside (Edmonton, Alberta). The 
symptoms were very severe pain and a pulsating swelling 
in the left iliac fossa. 

VOLVULUS OF THE STOMACH ENDING IN PERFORATION. 
By K. C. Gharpure (Poona, India). A girl aged 8 years 
suffered from nausea, vomiting, and left hypochondriac 
pain for three days. Operation on the third day revealed 
generalised peritonitis. She died four hours after 
operation. 

VOLVULUS OF THE STOMACH ASSOCIATED WITH A RARE 
Form or DiaPHRAGMATIC HERNIA. By W. C. Osman 
Hill and Milroy Paul (Ceylon). The condition had given 
rise to symptoms of chronic pyloric obstruction in a child 
aged 14 months. Laparotomy proved fatal. The stomach 
was rotated on its long axis and there was a parcesophageal 
hernial sac. 


There are also three notes on rare cases. 


British Journal of Children’s Diseases 


To the current issue (October-December, 1938) 
Mr. C. P. G. Wakeley and Dr. F. R. B. Atkinson con- 
tribute a paper on acute intussusception in children 
based on 121 cases which Mr. Wakeley had had 
under his care at King’s College Hospital, London, 
and the Belgrave Hospital for Children during the 
years 1920-29. Of these, 83 (70 per cent.) were males 
and 38 (30 per cent.) females. The large majority (72) 
were under the age of one year, the youngest being a 
female baby of three weeks and the oldest a boy of 
eight years. The types of intussusception were as 
follows: ileoceecal 67 cases, ileocolic 41, enteric 6, 
enteric and ileocsecal 5, enteric and ileocolic 2. The 
four commonest symptoms were abdominal pain of 
sudden onset and great intensity, vomiting, and later 
the presence of blood and mucus in the discharges 


`” and of an abdominal tumour, There were 12 deaths 


(10 per cent.).—-Ina paper on the causation of paralysis 
in diphtheria Dr. Ian Taylor states that during the 
first four or five weeks of an attack of diphtheria 
the paralyses are of the local type and that after a 
course of variable duration further and more serious 
paralyses develop in a comparatively rapid sequence. 
Dr. Taylor therefore suggests that pharyngeal and 
respiratory paralyses may be caused by a combina- 
tion of the action of circulating toxin and local 
spread, neither of which acting singly could have 
caused sufficient damage to give rise to loss of 
function.—Dr. J. Shafar contributes a paper on 
chorea and athetosis in childhood, in which he draws 
attention to the points of resemblance between the 
two conditions and discusses their etiology.—In the 
concluding part of his article on exophthalmic goitre 
in children Dr. F. R. B. Atkinson gives in tabular 
form the details of 208 cases of Graves’s disease in 
children under fifteen years of age published between 
1851 and 1937, | | 

The abstracts from current literature are devoted 
to nervous and mental diseases, 
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BETWEEN FRIENDS 


THIRTY-TWO years ago a large number of English 
medical societies were fused in a new federal body, 
the Royal Society of Medicine. We had advocated 
this fusion for the sake of efficiency—because, like 
the promoters of federation, we believed that 
greater efficiency would increase the service 
rendered to the profession. That belief has been 
justified ; but as the society has grown stronger 
for good it has also grown more intent upon its 
own interests. So far as we are concerned, the 
change began some years ago when we received 
notice that the society holds the copyright of all 
papers and addresses read before it and that these 
cannot appear elsewhere without leave from the 
editor of the Proceedings. The presumed object 
of this not unreasonable veto was to enhance the 
standing of the Proceedings both inside and out- 
side the fellowship ; and this we must believe is also 
the underlying purpose of the restrictions since 
placed on our publishing reports of the meetings of 
the various sections. Before reporting any meet- 
ing we must now ask permission ; and such per- 
mission is being more and more often withheld 
—hbecause the council of the section has decided 
not to admit reporters during the present month ; 
because the section always prefers to meet in 
private ; or because a particular meeting (some- 
times on an everyday clinical subject) is being 
held in camera. 

As journalists we hold strongly that the early 
and widespread dissemination of medical opinion 
is an important factor in medical progress and 
that such dissemination is desirable even at the 
cost of an occasional inaccuracy. We are pre- 
pared to collaborate in any arrangements that 
will prevent error while permitting expeditious 
and effective reporting, but we are not prepared 
to concur in a policy of exclusion. We recognise 
that private discussion is valuable and that various 
societies, clubs, and associations have been formed 
for this purpose ; indeed one of the societies that 
joined the federal body, the Pathological Society 
of London, decided from the outset that its habit 
of private colloquy should be maintained. But 
in general the Royal Society of Medicine was 
designed otherwise : like nearly all its constituent 
units it was meant to be a forum for discussion of 
current opinion and practice—a place where novel 
views, orthodox views, and unorthodox views could 
be subjected to clarifying comment. Do those 
taking part in its debates really want to speak to 
a restricted audience and to have their remarks 
recorded only weeks or months later and solely 
for the benefit of fellows of the society? Will 
not this lack of publicity ultimately affect the 


prestige of the society and the attendance of its 
meetings ? Will not silence prove disadvantageous 
to those younger men whose critical contributions 
to discussions gradually earn them recognition and 
authority ? To these domestic questions we add 
another, more universal: Cannot the profession 
as a whole share the advantages that efficient 
organisation has brought? We believe that 
actually fellows of the Royal Society of Medicine 
will be the last to wish that their fruitful union 
should give birth to any ‘kind of monopoly ; 
they will want their experience and opinions made 
as useful as possible to practitioners and scientific 
workers elsewhere. Nevertheless the developing 
programme of their organisation seems to be 
leading them, by almost imperceptible degrees, 
away from this idea of general service. 

We ask the sections and their officers to recall 
that when they refuse access to the reporters of 
the British Medical Journal and the Lancet they 
are not merely (as it may seem) refusing access to 
a reporter and an editor; they .are refusing it to 
the thousands of medical men and women through- 
out the world who read the weekly journals but 
do not, and will never, see the society’s own report. 
Such a decision, surely, should not be taken lightly ; 
and if it is taken mainly to increase the value of 
the Proceedings we ask them to think not twice 
but three times. Boiled down to its essentials the 
argument would run: fellows of the society are 
entitled to the reports because they have paid for 
them; other people are not entitled to this 
privilege. This is an argument that the Lancet 
fought with success last century : we declared that 
the teaching given in the medical schools was 
the property of the whole profession and not 
merely of the students who paid the teacher. No 
doubt we were legally wrong; but we were pro- 
fessionally and traditionally right. And we are 
glad to know that our colleagues of the British 
Medical Journal, inheritors of the same tradition, 
are, like us, unwilling to surrender a right of access 
that our predecessors dearly won. 


HOW THE VIRUS OF POLIOMYELITIS 
SPREADS 


THE prevalence of poliomyelitis in this country 
during the latter part of last year has led many 
people to inquire how the disease is spread. In 
outbreaks, such as that at Felstead, the question 
arises which is more important : contact and droplet 
infection, or infection by food contaminated with 
the virus, either by excretal pollution or in some 
other way. What do we actually know about 
the presence of the virus in the nasopharynx or 
in the intestinal tract of persons suffering from 
the disease, whether in its acute stage or during 
convalescence ? KRAMER, HOSKWITH, and GRoss- 
MAN review! the evidence and record a series 
of recent observations made by themselves in 
New York. The results recorded by earlier 
workers are presented in a series of synoptic tables ; 


1 Kramer, S. D., Hoskwith, B., and Grossman, L. H., J. exp. 
Med. 1939, 69, 49. 
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but the reader is warned that many of the earlier 
findings should be regarded with caution, and that 
full confidence should be accorded only to those 
instances in which the occurrence of the disease 
in the first monkey inoculated with any sample 
under test has been confirmed by the successful 
passage of the virus to further monkeys. Accepting 
this criterion, the records show that the virus has 
been demonstrated in nasopharyngeal washings 
obtained post mortem from persons dying from the 
disease, and during life from acute cases, con- 
valescent cases, abortive cases, contacts, and 
carriers. It has also been demonstrated in the 
fæces during the acute stage of the disease, and 
during convalescence. The total number of success- 
ful isolations has, however, been small; they 
afford no basis for any estimate of the frequency 
with which the virus’ may be recovered from the 
nasopharynx or from the feces at different stages 
of infection. It is, indeed, unlikely that we shall 
be in a position to evaluate carrier-rates for the 
virus of poliomyelitis until we have at our disposal 
some method of isolation less expensive, and less 
time-consuming, than the reproduction of the 
disease in monkeys followed by successful passage. 

These American observers took nasal washings 
and feces from twenty patients at various stages 
of the disease or during convalescence. The 
feecal specimens were freed from living bacteria 
before inoculation into monkeys by treatment 
with ether. Virus was only recorded as present 
when passage experiments were successful. From 
these twenty patients four strains of virus were 
isolated. One was from the nasopharyngeal 
washings of a child aged six years 5 days after 
the onset of the disease. In this case the faces 
were negative. A second was from the faces 
of a child of fourteen 7 days after the onset of the 
disease. In this case the nasopharyngeal washings 
were negative. The third and fourth strains were 
from the nasopharyngeal washings and faces of 
a child aged two years, both samples being taken 
on the 9th day after onset. We may, then, take 
it as proved that the virus of poliomyelitis can 
be recovered from the feeces as well as from naso- 
pharyngeal washings, though we cannot yet 
estimate its relative frequency in the two situa- 
tions. This demonstration, as KRAMER and his 
colleagues are careful to emphasise, tells us little 
beyond the fact that the virus is able to withstand 
the acidity of the gastric juice and pass alive into 
the intestine. It does not justify the assumption 
that primary infection occurs via the gastro- 
intestinal tract, since nasopharyngeal infection 
might well be followed by passage of the virus to 
the intestine by reflex swallowing. It does not, 
indeed, tell strongly either for or against the view 
that infection may sometimes be carried by 
contaminated foodstuffs instead of by droplet 
infection, since certain kinds of food, and particu- 
larly unpasteurised milk and uncooked fruits and 
vegetables, may be contaminated from the naso- 
pharynx as readily as from the feces. Most workers 
would, we think, agree with KRAMER that no 
evidence has yet arisen to throw doubt on the 
generally accepted view that the most important 
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method of spread in poliomyelitis is by human 
contact, and particularly by droplet infection. 
This does not mean that we can neglect the 
possibility of spread by contaminated food. Its 
occasional occurrence seems no more unlikely than 
milk-borne outbreaks of tonsillitis. 

The lesson that we should learn from the isolation 
of the virus from the feces is a rather different 
one. It is clear, even if we accept the view that 
infection almost always occurs by the naso- 
pharyngeal route, that we should pay more attention 
to the treatment and disposal of excreta from 
infected persons. Dry feces may well produce 
highly infective dust particles ; inadequate sewage 
disposal may lead at times to the contamination 
of food or water, which may then infect the naso- 
pharynx on its way to the stomach. 


MANCHESTER'S HOSPITAL CENTRE 


THE opening by the Minister of Health of the 
new orthopedic and physiotherapeutic block at 
the Manchester Royal Infirmary on Jan. 20 has a 
two-fold significance. In the first place the new 
building provides modern facilities and amenities 
for the large organised fracture service established. 
by the hospital some years ago. Equally important 
however is the leading réle which this service in its 
new accommodation is expected to play in the 
coordinated scheme for the treatment of fractures 
covering the city of Manchester. This develop- 
ment is the work of the Joint Hospitals Advisory 
Board. The activities of this board are now 
well known, and the success with which it has 
brought the municipal and voluntary hospitals 
and the medical school of the university into 
equal partnership has earned widespread approval. 
The idea of a codrdinated fracture service is part 
of what one day may be a true unification of - 
existing orthopedic services. The scheme which 
is now in being provides for the free interchange 
of patients between the various fracture units of 
a city with over three-quarters of a million 
inhabitants, and where not less than 6000 new 
fractures have to be dealt with each year. It 
should be possible in the future to segregate certain 
types of injury in one unit for special study, and 
with a uniform system of documentation know- 
ledge should be readily available regarding the 
end-results of any particular form of fracture 
treatment. 

Manchester is rapidly moving towards the ` 
creation of a university hospitals centre, without 
the need for transferring the teaching hospitals 
to a new site far from the heart of the city and 
without taking from any of them their individuality 
or traditions. The relatively modern buildings 
of the Royal Infirmary now cover 173 acres, and 
this hospital is flanked by the Royal Eye Hospital 
on one side and by the St. Mary’s Hospitals for 
Women and Children on the other. Nearby are 
the university departments of pathology and 
bacteriology, which have been established for 
some time, and the university department of 
experimental surgery which was opened last year. 
Although there has been no amalgamation between 
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the Royal Infirmary and St. Mary’s there is to be the 
closest coöperation between them so that their 
activities will not overlap. St. Mary’s will deal 
with all gynecological cases, whereas the Royal 


Infirmary will place at the disposal of St. Mary’s 


its radiological and other technical departments. 
The medical staff of one hospital will be available 
for consultation by the other and the nurses of 
both will be under the charge of a:joint nursing 
committee. To cope with its added responsibilities 
St. Mary’s proposes to close its obstetrical branch 
in the centre of the city, and to build a new 
obstetrical hospital with 160 beds in High Street, 
adjoining the gynecological branch. As the 
first step it has erected an admirably equipped 
out-patient building for gynecology and peediatrics 
which has been in occupation for several months 
and has now received the official blessing of the 
Minister of Health. 


TUBERCULOSIS IN INDIA 


THE prevalence of tuberculosis in India cannot 
yet be computed in figures. Since the publication 
of LANKESTER’S textbook in 1920 there have been 
several surveys of districts and of groups such as the 
police, but none of them gives any real indication 
of the total number affected. In a special number 
(September, 1938) of the Indian Medical Gazette Dr. 
P. V. BenJAMIN of the Union Mission Tuberculosis 
Sanatorium records a survey carried out in 1927 
in parts of the Chittoor district and its environs, 
which included three towns and two large and 
many small villages. The percentage of positive 
reactors in the whole group investigated was 37:8 
for adults and 10-8 for children under fifteen. 
The survey showed that whilst the proportion of 
reactors was much the same in Hindus and Indian 
Christians it was strikingly higher in Moslems, 
whether urban or rural. In adults the percentage 
of positive reactors was 36-6 for Hindus, 32-4 for 
Indian Christians, and 53-4 for Moslems; in 
children, 9-9 for Hindus, 10-6 for Indian Christians, 
and 16:7 for Moslems. Dr. Rose A. RISTE is 
persuaded that the key to the tuberculosis problem 
lies in the zenana. She points out that of the 
600,000 deaths each year from tuberculosis all 
but 10,000 occur in the home, and she quotes 
figures for Ludhiana in the Punjab which show 
that the mortality among women of the 20-24 
age-group is 83 per 100,000 of the total female 
population—more than four times the mortality 
in the same age-group in Detroit. 

Analysing the occupations, Dr. BENJAMIN found 
a high proportion of reactors among the immediate 
attendants of tuberculous patients and in police, 
merchants, clerks, and others with indoor occupa- 
tions, whilst the lowest proportion was in adults 
engaged in agriculture. A detailed study of the 
types of tuberculosis in patients admitted to the 
Union Mission Sanatorium since 1930, based on 
clinical, radiological, and blood examinations, 
showed that only 5-3 per cent. had obvious evidence 
of fibrosis, whilst in 93 per cent. the disease was 
predominantly of the exudative type, generally 
with little tendency to heal. As in the analogous 
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case of the African native, Dr. BENJAMIN thinks 
that when tuberculosis arises in people living in 
their natural surroundings it does not tend’ to 
become epidemic but spreads slowly with a large 
number of mild and chronic forms. When living 
conditions change, however, many succumb to the 
acute form of disease. The environment in India 
is changing rapidly. Improved communications 
are bringing the villages into contact with the 
towns and industrial centres, and the amenities of 
urban civilisation are proving an increasing attrac- 
tion’ for the rural population, so that there are 
more and more opportunities for concentrated 
infection. 

This is another example of the evils that follow 
western industrialisation where there are no 
western safeguards, for antituberculosis measures 
in India are as yet in their infancy. Dr. C. FRImoDT- 
MOLLER considers that India stands now where 
Europe stood thirty years ago, and he urges the 
need for the further development of tuberculosis 
clinics—the foundation of all preventive work— 
and of hospitals, sanatoria, educational and train- 
ing schemes, and research. The chief obstacle to 
progress is the general poverty of the country, 
but the shortage of specially trained workers and 
the absence of health-insurance schemes and of 
any system of notification are contributory factors. 


NATIONAL SERVICE 

THis week every household in the land will be 
receiving a guide to the ways in which the people of 
this country may give service. It contains a request 
from the Prime Minister to every citizen to read it 
carefully and to decide how he can best help. Apart 
from information for candidates for military com- 
missions medical practitioners are not mentioned 
otherwise than to state that special arrangements are 
being made in conjunction with the British Medical 
Association to register those who are willing to volunteer 
for the various medical services that would operate 
in war-time. From the list of ‘“‘ reserved occupa- 
tions,” however, it is seen that no member of the 
medical profession, and no medical student who has 
passed the second professional examination, will be 
expected to undertake non-medical work. This also - 
applies to bacteriologists and pathologists (other than 
members of the medical profession) who are more 
than 25 years of age. 

The guide also has something to say about the 
great demand for nurses in view of the probable 
casualties among civilians as well as in the armed 
forces. It is essential, in the Government’s view, 
that those who already have nursing experience 
should reserve themselves for nursing in time of war 
and that many women without this experience should 
train for such service. For their training they are 
referred to the St. John Ambulance Brigade, the 
British Red Cross Society, or St. Andrew’s Ambulance 
Corps. Women who undertake to do nursing or 
first-aid work in war-time may offer to serve any- 
where in the United Kingdom, or abroad if necessary, 
or they may make it clear that they would be unable 
to leave their home district. 
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ANNOTATIONS 


GLASGOW TO PRINTING HOUSE SQUARE 


THE reminiscence writer nowadays so often hopes 
to gain his effect by unveiling the clay feet of the 
great that it is easy to forgive one whose failings are 


all the other way. Dr. McNair Wilson’s capacity’ 


for hero-worship may sometimes have led him astray 
in his ‘Doctor’s Progress” (London: Eyre and 
Spottiswoode. 1938. Pp. 286. 10s. 6d.), but at least he 
is no debunker. Wilson was brought up in the strict 
but kindly home of a Glasgow merchant of the Free 
Kirk, with his Uncle Aday, who loved jokes and 
wore no socks, to offset his aunts whose chastity 
extended to allowing their cat out only on a lead. 
The Glasgow of fifty years ago went in perpetual 
fear of death, disease, and poverty, for its religion 
was based on hell-fire, its slums were the worst in 
Europe, and for the rich a crash on the exchange 
spelt social banishment. Darwin found ready 
acceptance there, for the survival of the fittest was 
the only law they knew. Like many others Wilson 
reacted from hell-fire to an atheism founded on 
science and technology. On leaving hospital for 
general practice he passed through the familiar stage 
of despair at the futility of what he had-been taught 
followed by growing satisfaction as he learnt to 
apply it. In 1913 he came to practise in London, 
but a chance article that attracted the attention of 
Northcliffe led him to Fleet Street. Northcliffe 
picked a winner, for Wilson was a born journalist : 
he could make celebrities talk shop and remember 
what they said, and he could raise at least a tem- 
porary enthusiasm for any subject, however inherently 
dull. For Northcliffe he hired tugs to carry news of 
the Irish civil war, reported the arrival of the B.E.F. 
at Boulogne, and scooped the battle of the Marne. 
Later he helped Mackenzie, who was teaching the 
world that the only criterion of a heart’s capabilities 
is what it can do. He caught glimpses of Ross’s 
fury, of Bruce’s geniality, of D. H. Lawrence’s 
earnestness, of the superhuman traditions of a 
Guards’ mess, and, as a consulting cardiologist and 
medical correspondent of the Times, of much besides. 
Twice he stood for Parliament as a Liberal, and came 
~ to realise the remoteness of politics from reality and 
the power of the slogan as a barrier against incon- 
venieut seekers after truth. In his last chapters 
Wilson delves further into the theoretical; but he is 
a writer of great experience, and whether he is 
` discussing the mysteries of psycho-analysis, the deeper 
mysteries of money, or his own political and spiritual 
metamorphoses, he is never dull. 


CONTROL OF HAEMORRHAGE IN JAUNDICE 


Ir has long been known that patients with jaundice 
are particularly liable to bleed both at operation and 
soon afterwards. Early last year Butt, Snell, and 
Osterberg 1 brought forward evidence confirming the 
previous findings of Dam and Glavind? that the adminis- 
tration of vitamin-K concentrates, together with human 
bile obtained from a fistula or with animal bile-salts, 
had an inhibitory effect on such bleeding. | The only 
recognised defect in the coagulation mechanism in 
jaundice is a prolonged prothrombin-time, and medica- 
tion with vitamin K and bile-salts was found not 
only to stop bleeding but also to shorten the pro- 
thrombin-time. The same workers now report 


2 Butt, H. R., Snell, A. M., and Osterberg, A. E., Proc. Mayo 
Clin. 1938, 13, 74. . 
2 Dam, H., and Glavind, J., Lancet, 1938, 1, 720. 


‘vitamin, 


further results. As a source of vitamin K they 
used a concentrate of alfalfa, which is rich in this 
In planning preoperative treatment they 
divide jaundiced patients into three groups: those 
who have a normal prothrombin-time ; those who 
have an elevated prothrombin-time ; and those who 
are actively bleeding. For the first group they 
recommend 2-6 gelatin capsules, each capsule con- 
taining 200 mg. of alfalfa concentrate, and 1-2 
grammes of animal bile-salts by mouth daily. Almost 
any type of animal bile-salts can be used, and 
Desicol, sodium desoxycholate, Bilron, and Bilein 
have all proved satisfactory. In the two latter 
groups much larger doses of vitamin K may be 
necessary. When the patient is actually bleeding 
2-4 grammes of a water-soluble bile-salt dissolved 
in 250-500 c.cm. of warm normal saline solution 
together with 1-2 grammes of alfalfa concentrate 
should be given slowly by duodenal tube. Butt and 
his colleagues say that in severe cases the bleeding 
sometimes stops long before the prothrombin-time 
has reached normal. Similar medication in hemo- 
philia, menorrhagia, metrorrhagia, and_ essential 
hematuria was without effect, either on bleeding or 
on an already normal clotting-time. Of 28 jaundiced 
patients who were treated with vitamin K and bile- 
salts before and after operation only 3 bled post- 
operatively and none seriously, so there were no 
deaths from hemorrhage. This is in contrast to 
14 patients who received no such treatment and of 
whom 9 bled after operation. Though treatment with 
alfalfa and bile-salts is still purely empirical, it seems 
to deserve further trial in jaundiced patients in 
whom surgical interference is essential. 


“MEN OF MEDICINE” 


A FILM with this title is to be generally released 
on Feb. 6, after being shown in London for a week at 
the Astoria and another at the New Gallery. It is 
No. 10 of the fourth year of the ‘‘ March of Time ” 
series and is a synopsis of medical practice in the 
United States. The leading part is played anony- 
mously by a senior medical student, who is shown 
studying anatomy (mainly by copying diagrams), 
swearing the hippoctatic oath on qualification, attend- 
ing his first patient and pocketing his first fee, and 
saving a boy’s life by making a spot diagnosis of 
gangrenous appendix on the strength of muscular 
rigidity over the right iliac fossa. So far there is 
nothing very exciting, except possibly for the 
uninitiated layman; but now the story gets cleverly 
linked up with the major medical problem of the 
day in the U.S.A.—the problem of socialised medicine. 
The audience is shown how a movement has been 
started to protest against the medical profession’s 
gift of free services in hospitals and elsewhere to the 
tune of a million dollars daily. Side by side with this 
fact that thousands of patients are getting free 
medical attention is the fact that in the wilder parts 
of the country, especially among the negro popula- 
tion, there are large areas with no medical service 
whatever. After three years’ survey Thomas Parran, 
surgeon-general of the U.S. public health service, 
declares that 500 new hospitals are needed, and that 
the medical services should be controlled by the 
government. This has led to a difference of opinion 
in the profession. Alternative schemes have been 
suggested. John Peters, of Yale, thinks that special 


8 Butt, Snell, and Osterberg, Proc. Mayo Clin. 1988, 13, 753. 


THE LANCET] 


taxes should be imposed, the income derived there- 
from to be used by the government to subsidise 
hospitals and to pay their medical staffs. Kingsley 
Roberts votes for a codperative scheme among 
patients. Morris Fishbein, editor of the Journal of the 
American Medical Association, opposes any radical 
departure from the present professional practice ; 
he is described as representing the largest body of 
practitioners. These four “men of medicine ” are 
named and shown on the screen airing their views. 
Whatever may be the outcome of the controversy, it 
seems to us right and useful that the public should 
have authoritative information about the principal 
issues. 


POPULATION RESEARCH 


SINCE the war, and especially during the last 
decade, the study of population has been pursued in 
the United States with characteristic energy. These 
studies have been facilitated by generous financial 
support from such voluntary organisations as the 
Scripps Foundation for Research in Population 
Problems and the Milbank Memorial Fund, and have 
yielded a mass of valuable and unique information. 
The subject is far from being only of academic 
interest. For many purposes—e.g., the provision of 
school places, water and electricity supply, transport 
development, and pensions schemes—it is important 
to make reasonably accurate forecasts of population 
growth. The continuing decrease in the number of 
school-children in this country, for example, has 
falsified earlier notions of the number of school places 
likely to be required in the future. The planning 
boards of the states of the American Union have 
lately taken up population forecasting, and increasing 
interest is being shown in population questions 
throughout the country. Successful forecasting 
requires trustworthy methods of estimation, and in 
this field valuable work has been done by Dr. P. K. 
Whelpton and Dr. Warren Thompson of the Scripps 
Foundation. Allied to the problem of foretelling 
population is that of determining what should be 
regarded as the optimum population of a country or 
parts of a country, a subject that is beset with diffi- 
culties and therefore still remains largely a matter of 
speculation. Even if the question is regarded purely 
from the economic point of view, and the optimum 
population defined as that which will ensure the 
greatest amount of economic welfare per : head, 
the task of formulating criteria for determining the 
optimum is one of great complexity. | 

In addition to the problems of quantity there are 
others relating to qualitative differences that urgently 
require solution. To what extent may the decline of 
fertility in most western countries during the last 
fifty years be attributed to the voluntary limitation 
of families or to other factors? Can the decline be 
correlated with differences of social, economic, or 
educational status, of intelligence, or of race, religion, 
or geographic conditions? How far can a fall in 
population be checked by reduction in mortality, 
and what measures are most likely to be effective in 
checking the fall? These are some of the problems 
that confront modern students of population. 

In a recent book Dr. Whelpton.! who has been 
assistant director of the Scripps Foundation since 
1924, indicates the directions in which and the 
methods by which further research may most profit- 
ably be prosecuted. He emphasises the need for 


1Needed Population Research. By P. K. Whelpton. 
Prepared under tho eee of the Population Association of 
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overhauling American official population statistics, 
especially the census enumerations and tabulations 
and the registration of births and deaths, and points 
out that drastic revision of procedure is required 
if the 1940 census is to avoid the defects of its 
predecessors, particularly as regards the under- 


enumeration of children and misstatements of age, 


race, nativity, and occupation. He suggests that a 
useful method of checking census results would be to 
have ‘‘sample areas re-enumerated by a carefully 
selected and highly trained staff of workers, perhaps 
chosen in coöperation with research workers in 
various parts of the country.” But official statistics, 
however carefully compiled and helpfully tabulated, 
cannot furnish all the data needed for the elucidation 
of population problems. There is need for supple- 
mentary ad-hoc investigations, and particularly for 
what Dr. Whelpton describes as “the intensive 
gathering of information from selected groups of 
people by specially trained interviewers.” Dr. 
Whelpton concludes by defining three groups of 
problems on which further research is apesing 
needed : 


1. The motives—economic, biological, aa social— 
that lead couples to want a given number of children 
and practise birth-control accordingly. 

2. The comparison of the present distribution of 
population within the nation with the optimum 
distribution. 

3. The changes which are taking place in the 


hereditary make-up of the population, including their 


direction, rate, and causes. 


One impression left by perusal of this book is that 
the extent and variety of American population studies 
are in striking contrast to what has been done in this 
country since the death of Malthus. Though in the 
early years of the century distinguished work was 
done by Sir Arthur Newsholme and the late Dr. 
T. H. C. Stevenson, and in 1922 Prof. Carr-Saunders 
produced in his book ‘‘ The Population Problem ” a 
contribution of first-rate value, it was not until some 
five years ago, when Dr. R. R. Kuczynski began his 
work at the London School of Economics, that the 
subject began to receive the attention its importance 
demands. : 


MANAGEMENT OF GANGRENOUS LIMBS 


A PRINCIPLE widely accepted in the management 
of gangrene of a limb is that the part should be kept 
warm. The reasons for this at first sight appear 
obvious. Warmth is a quality possessed by a normal 
and lacking in an ischemic limb, and should surely be 
restored where it is wanting. Warmth will improve 
the circulation by dilating the blood-vessels, and by 
promoting evaporation will keep the surface of the 
limb dry, two extremely useful functions. It will 
also increase the metabolic rate of the tissues, thereby 
one would suppose putting them in a better position 
to resist infection and the progress of the gangrene. 
But warmth has disadvantages, practical and 
theoretical, The dangers of overheating an ischemic 
limb are well recognised nowadays; spread of the 
gangrene or fresh lesions are easily produced thereby. 
The analgesia often present in such a limb or an 
assumed lack of resistance of the ischemic tissues 
is the explanation usually offered for these effects. 
The benefits of increasing the metabolic rate of the 
tissues, too, may be fallacious, for this is only an 
advantage so long as the tissues can be supplied with 
the extra fuel to sustain the increase, and the blood- 
supply of a partly gangrenous limb is so small that 
it is unable to keep the whole limb alive, let alone 
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sustain an increase of its metabolism. Ifthe metabolic 
rate of the tissues is raised but sufficient fuel is not 
forthcoming, the tissues will die and fresh gangrene 
will result. These arguments are theoretical, but 
are supported by some interesting animal experiments 
by Allen t in America. He found that if a rabbit’s 
limb was strangulated with a tourniquet and immersed 
in ice-water for as long as 52 hours it would still 
recover, whereas a limb strangulated at room tempera- 
ture would survive for only about 15 hours. If the 
limb was artificially warmed to 38° or 39° C. it would 
be even more rapidly affected by the strangulation. 
Moreover, the general toxic effects after release of the 
tourniquet varied inversely with the temperature 
of the limb during strangulation. It is a pity that 
Allen’s experiments were not more strictly controlled, 
but he has at least made out a good case for further 
investigation. Clinical tests should also be carried 
out. It may be that a radical change will have to 
be made in the management of the gangrenous 
limb ; perhaps it should not be warmed, but cooled. 


ITCHING 


IRRITATION of the skin by slight burns, freezing, 
pinching, galvanism, or ultraviolet irradiation pro- 
duces two kinds of itching, named by Bickford ? 
‘“ spontaneous itching” (at the point of irritation) 
and “itchy skin ” (in an elliptical area surrounding 
the point of irritation and evoked by the stimulus of 
touch), There is a definite boundary between itchy 


and normal skin. Injections of a solution of histamine 


in normal saline showed after puncture a latent 
period of 20-30 sec. before spontaneous itching began. 
Itchy skin could usually be detected over a small 
area in the immediate vicinity of the puncture at the 
end of a minute, and during the next 10 minutes it 
extended to form an elliptical area whose long axis 
was always parallel to the cutaneous nerve-trunk of 
the same region. That this phenomenon was not due 
to the diffusion of histamine was proved by injecting 
histamine into an anesthetised area, whereupon itchy 
skin did not develop until the local anesthesia had 
passed off. 

Experiments were made to determine the nervous 
pathway. Reflex action through the spinal cord was 
excluded by the type of cutaneous response in the 
presence of barriers of anzsthetised skin. Itchy skin 
developed at a normal rate on the proximal side of 
such a barrier but was delayed on the distal side until 
the anesthesia had passed off. This proved that the 
nervous pathway was local, and the fact that itchy 
skin did not spread round the edges of the barrier 
suggests a plexiform arrangement of the local nerves 
rather than a freely anastomosing network. The 
sympathetic nervous system was excluded from the 
mechanism of itchy skin by experiments in patients 
who had undergone unilateral sympathectomy. It 
was also found that itchy skin could be abolished by 
a degree of asphyxia that did not affect spontaneous 
itching. This showed that the two sensations were 
carried by different nerves. The sensation of tickling 
is-closely associated with that of itchy skin. In cases 
of sensory dissociation itchy skin is not detected in 
areas that have lost the sensation of tickling, even 
though the sensation of touch may be retained. 
Spontaneous itching is not felt where pain to pinprick 
is defective. Tickle sensation, spontaneous itching, 
and itchy skin are all conveyed in the anterolateral 
tract and disappear when it is divided. Itchy skin 
ean be inhibited (the inhibition being of central 
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origin and probably preduced through pain nerves), 
as shown in “ antipruritic ” skin produced by painful 
stimuli. 


EFFORT SYNDROME 


SPONTANEOUS hyperventilation is admittedly a not 
uncommon manifestation of excitement, anxiety, and 
emotion in unstable people. Since it was first 
described in 1922 numerous cases have been recorded, 
originating from a great variety of exciting stimuli— 
some of them bizarre. Almost always the presenting 
symptom has been tetany or hyperventilation, and 
there has been no doubt of the diagnosis. It is of 
course certain that many cases will have escaped 
recognition ; but if Soley and Shock? are correct in 
supposing that ‘‘ effort syndrome,” which has been 
well known for a long time, is really nothing more 
or less than spontaneous hyperventilation, there will 
be- little to be said for those who have made a study 
of effort syndrome. There are, however, one or two 
points about Soley and Shock’s contention that 
deserve critical reflection. Effort syndrome attacks 
both sexes, whereas hyperventilation tetany is rarely 
met with in men: (The only case described by Soley 
and Shock was in a woman.) Furthermore, effort 
syndrome is not characterised by tetany, which is 
usually a feature of simple hyperventilation. No 
doubt these discrepancies will be investigated but 
meantime there does not seem to be enough evidence 
to discard the old terminology of effort syndrome (as 
Soley and Shock suggest) and to substitute an 
“ anxiety state complicated by the hyperventilation 
syndrome.” 


NATIONAL NUTRITION POLICIES 


Too little attention is paid to the non-political 
work of the League of Nations. The technical com- 
mission on nutrition, for example, has been trying to 
help governments all over the world to improve the 
physical state of their peoples, and its latest report ? 
describes the policies that vąrious governments have 
actually adopted. It will be seen that some countries 
have done a good deal and others very little, but it is 
encouraging to observe the thoroughness with which 
some nations at least are investigating their problems. 
The national nutrition committees working under 
the League not only give advice to their governments 
but sometimes make recommendations on their own 
initiative. In 1937, for instance, the Danish com- 
mittee drafted a bill to compel the proper preparation 
of flour, and the Iraq committee has advised its 
government on measures for stimulating fisheries. 
In many countries measures have been taken to 
remedy deficiencies in the dietary of the poor, 
especially the lack of milk. In Latvia the coöperative 
dairies offer bonuses to milk-producers, and in Norway 
grants are made for the provision of cheap milk, 
meat, and bacon to poor families. Many countries 
provide meals free or cheaply to special groups of 
consumers. Diet schedules have been drawn up and 
supervised by national nutrition committees on behalf 
of public institutions in which food is provided by 
the authorities. 

The League recognises, however, that ultimately 
the obstacles to sound nutrition are largely economic, 
and that measures of public assistance scarcely touch 
the edge of them. Other measures adopted by 
different countries are the reorganisation of agri- 


1 Soley, M. H., and Shock, N. W., Amer. J. med. Sci. 
December, 1938, p. 840. ot 3 

2 Survey of National Nutrition Policies. League of Nations. 
1937-38. Allen and Unwin. Pp. 120. 28. 6d. 
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cultural production (as in ‘Hungary and France), 
sympathetic tariff or transport policy, and better 
distribution. The Esthonian government have reduced 
the duties on fresh fruit, and the government of 
India the duty on dried skim-milk. The Latvian 
ministry of agriculture has organised the state trans- 
port of fish to inland settlers, and the Queensland 
government charge no freight on fruit or vegetables 
going to outlying districts more than 200 miles away. 
In this country the Food Council has suggested 
measures for rationalising the retailing of milk. The 
Scandinavian countries and America have considered 
the merits of ‘‘internal dumping,” or distributing 
milk and other foods at reduced prices in their own 
` territory, as against spending large sums to enable 
foreign buyers to obtain cheap supplies of foodstuffs 
which their own populations badly need. Education 
and publicity have been found to accomplish much, 
and some countries, particularly Belgium, have made 
good progress in this direction. The Yugoslav 
government have opened numerous schools to teach 
peasants how to manage their households and their 
farms, take care of children, cook and prepare 
provisions for the winter. Hygiene talks are 
broadcast every week from Baghdad, but the diffi- 
culties of propaganda in an illiterate country are 
very great. The whole report brings home to the 
reader the great value of an energetic international 
body of this kind. 


HYPERTONIC INTRAVENOUS SALINE 


Tuar the injection of strong salt solutions into a 
vein is not without danger is shown by Robertson 
and Barrett. Although an injection of 30 per cent. 
sodium chloride may raise the blood-volume of cats 
to double what it was before, this effect is only 
transient and the original level is regained in half 
an hour. A less desirable result is hemolysis of red 
cells, which the investigators found sufficient to 
interfere with the vital-red method of blood-volume 
estimation, a similar effect being obtained in man. 
4A ther sequels to the infusion include crenation of the 
red cells with consequent reduction of the red-cell 
volume, and later an increase in the red-cell volume 
through mobilisation of the cells from the depots. 
This increase could be prevented by previous eviscera- 
tion of the cats and exclusion of the liver from the 
circulation. Robertson and Barrett’s experiments 
provide a further demonstration of the great care 
necessary in reading the results of blood-volume 
estimations after intravenous infusions. 


SOCIAL FACTORS IN DISEASE 


No general practitioner needs to be told that a 
large proportion of organic diseases have their origin 
in the patient’s environment, or that the degree of 
disability and suffering produced by an organic 
disease varies largely with the patient’s social condi- 
tions. In hospital patients, however, these facts are 
liable to be lost sight of and Dr. G. Canby Robinson 2 
of Johns Hopkins Hospital is doing a valuable service 
in setting them on a firmer basis, He has made an 
intimate personal study of the relation between 
clinical findings and social conditions in 145 patients 
of mixed nationality and sex, chosen more or less at 
random from the wards and outpatient departments. 
After complete physical investigation each patient 
was interviewed. by Dr. Robinson himself and an 


1 Robertson, J. D., and Barrett, J. F., Quart. J.exp. Physiol. 
December, 1938, p. 405. 
3 Robinson, G. C., Trans. Ass. Amer. Phys. 1938, 53, 102. 
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attempt was made to divide the symptoms into those 
caused by organic disease and those of emotional 
or psychogenic origin. Either Dr. Robinson or the 
social worker who collaborated with him subsequently 
visited 111 of the 145 patients in their homes. In 
two-thirds of the total adverse social conditions were 
found to be directly related to the patient’s illness, and 
in more than a third they were considered its main 
precipitating cause. It should perhaps be added 
that 45 patients were found to be suffering from 
psychoneuroses or symptoms that could not be 
explained on the basis of demonstrable disease. 
Dr. Robinson’s study however is evidence that many 
of the symptoms even of organic disease can be 
traced back to emotional disturbances associated 
with home or other environmental difficulties, and 
he pleads for systematic study of this relation. 


WAR SURGERY IN SPAIN 


THE possibility of being called upon to treat air- 
raid casualties is compelling civilian doctors to pay 
increasing attention to military surgery, and this 
gives an added interest to the lessons of the Spanish 
civilwar. Atone time some 200 international doctors, 
and 500 nurses, &c., were attached to the government 
forces and on Jan. 17 four of the British contingent 
recounted their experiences at B.M.A. House. The 
first speaker, Dr. R. S. Saxton, dealt with blood- 
transfusion under field conditions. He strongly 
advocated the ‘“‘ ampoule under pressure ° method, 
using stored citrated blood, as being the simplest 
and most rapid and the only one practicable where 
doctors are scarce. Dr. A. E. Tudor Hart discussed 
gunshot fractures. He stressed the highly infected 
nature of the wounds met with and urged the import- 
ance of early excision rather than reliance on anti- 
septics. In his experience the necessity for primary 
amputation was rare in the case of the upper limb 
but much commoner in the lower, where gas-gangrene 
was more likely to arise. Amputation was not 
required where there was damage to the bones alone, 
but where the femoral or popliteal vessels were also 
involved. Organisation was essential in the treat- 
ment of gunshot fractures, and since something like 
three-quarters of field casualties had injuries to the 
limbs there was considerable scope for ‘* traumato- 
logical teams ”’ with special training in fracture work. 

Dr. C. C. Bradsworth had been medical officer of the 
British battalion of the international brigade. He 
gave a vivid account of the hardships endured by the 
troops and a modest but none the less definite 
Impression of what a regimental doctor can do to 
lessen suffering and preserve morale. Finally, Dr. 
D. Jolly spoke of the organisation of field hospitals. 
Successful results, he said, depend largely on eflicient 
classification of the wounded. Field hospitals should 
be placed so that they were reasonably safe from shell 
fire and air bombing and so that evacuation from the 
front line was easy and rapid and there was the least 


` possible delay between the wounding and the surgical 


intervention—time and not distance being the main 
consideration. If operations were done in tents 
great care was required in obscuring all lights. Build- 
ings in villages, convents, churches, and large houses 
were liable to air attack and were not suitable for 
operating centres; recently the surgeons in Spain 
had placed their theatres in underground shelters, 
natural caves, and railway tunnels. Hospital trains 
could also be run into tunnels and used as both theatres 
and hospitals. Although mobile surgical teams were 
invaluable, mobile operating theatres apart from 
those in trains were fantastic. As regards equipment | 
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all time-saving devices were to be encouraged and 
for that reason multiple sets of instruments and two or 
three tables should be available for each surgeon. 

The problems that these surgeons have been facing 
with the Spanish army are no doubt only a part of 
those which would arise among civilians. Air-raid 
wounds are more severe and more likely to be multiple 
‘than those due to shell, rifle, or machine-gun fire, 
and the difficulties of collection and evacuation that 
loom large in all schemes for dealing with civilian 
casualties are comparatively negligible in purely 
military surgery. 


INTERSEXUALITY 

INTERSEXUAL individuals are found in almost every 
group of mammals. The earliest detailed investiga- 
tions of mammalian intersexuality were made on 
freemartins, the externally female twins of male 
calves. Freemartins have female external genitalia, 
but as a rule their gonads are of the male type, 
though they do not produce spermatozoa. In 1916 
it was suggested in America by Lillie, and in Germany 
by Keller and Tandler, that freemartins are zygotic 
females which have been modified by hormone passing 
from their male twins through the united embryonic 
membranes. This suggestion has now been experi- 
mentally investigated and partially confirmed by 
Dantchakoff,! who showed that female guinea- 
pig embryos are transformed in a male direction if 
they are injected with testosterone propionate in 
utero. The modifications affect the external genitalia, 
as. well as the development of the wolffian ducts, 
seminal vesicles, and prostates. The ovaries remain 
unchanged. 

Similar observations have been made on rats and 
mice. Thus Greene, Burrill, and Ivy?* succeeded 
in masculinising female rat embryos by injecting 
male hormone into the mother during gestation. 
The external genitalia changed to the male type and 
wolffian organs appeared, while the uterus, oviducts, 
and the upper part of the vagina persisted. The 
fact that only the upper vagina persisted suggested 
to these investigators that the lower part is derived 
from the urogenital sinus, which developed in a male 
direction under the influence of male hormone. 
Raynaud,‘ whose experiments were similar to those of 
Greene and his associates, found that when male 
hormone is injected into mice eight days before 
parturition the female offspring have accessory 
reproductive organs of both the male and the female 
type, together with ovaries and male external organs. 
Both the millerian and wolffian organs continue to 
- develop after birth, whether or not more male hormone 
is injected. If such intersexual mice (but born of 
mothers injected three or four days before parturition ) 
are allowed to grow up, their sexual behaviour is 
found to be normal, though they are necessarily 
infertile since they have no vaginal openings. On 
the other hand, if these modified females are injected 
with testosterone propionate, their behaviour becomes 
typically masculine, which suggests that sexual 
behaviour in mice may be largely under hormonic 
control. 

The reverse change—that is the experimental 
feminisation of male fostuses—lhas been reported 
recently by Greene, Burrill, and Ivy, who injected 
cestradiol dipropionate into pregnant rats on the 
13th, 14th, or 15th day of pregnancy. The male 


1 DantchakofY, V., Bull. biol. 1937, 71, 269. 
2 Greene, R. R., and Ivy, A. O., Science, 1937, 86, 200. 
* Greene, Burrill, M. W., and Ivy, Amer. J. Obstet. Gynec. 
1938, 36, 1038. 
t Raynaud, A., Bull. biol. 1938, 72, 297. 
5 Greene, Burrill, and Ivy, Science, 1938, 88, 130. 


offspring had reduced ‘ prostates, vasa deferentia, 
seminal vesicles and epididymes, and also vaginæ 
similar to those of newborn females. One possible 
interpretation of these experiments is that estrogenic 
hormone has a morphogenetic effect comparable 
with that of androgenic hormone. 


A conference summoned at B.M.A. House on 
Wednesday, Feb. 15, will be addressed by the 
Minister of Health who will outline his plans for 
utilising medical personnel in case of emergency. 


The Minister of Health has given notice of regula- 
tions under the Census Act to come into operation 
forthwith. This will enable the compilers of the 
National Register to use the ordinary machinery 
of the census. 


The Minister of Labour has appointed an advisory 
council to advise him on the utilisation in war-time 
of persons with scientific technical, professional, 
and higher administrative qualifications. Sir Walter 
Moberly is chairman of this committee and among its 
members are Dr. E. J. Butler, F.R.S., Mr. H. L. 
Eason, F.R.C.S., and Sir Edward Mellanby, F.R.C.P., 
F.R.S. The secretary of the council is Miss B. M. 
Power, who may be addressed at the national service 
department of the Ministry, Montagu House, S.W.1. 


The Duke of Gloucester will be the principal’ 
guest at a dinner next Monday to be given by the 
Lord Mayor at the Mansion House in support of an 
appeal on behalf of St. Bartholomew’s Hospital. 
It is proposed to raise £65,000 to provide a paying 
patients’ block, a new nurses’ home, and adequate 
buildings for the X-ray department and for in- 
patients of the special departments. ` 


On Tuesday, Feb. 7, the Society for the Protection 
of Science and Learning will inaugurate a national 
appeal at a conversazione which the Royal Society is 
holding at Burlington House, Piccadilly, London, 
W.1, at 8.30 p.m. The president of the Royal Society. 
and the president of the British Academy will receive 
the guests. 


Croydon corporation has decided to take no 
disciplinary action against any officer or servant in 
connexion with the recent outbreak of typhoid. 
The corporation is also seeking power to pay com- 
pensation even in cases of hardship in which actions 
have not been brought, provided the issues are the 
same as in the test case. The corporation has 
reached an agreement with the Metropolitan Water 
Board to take over the whole of the supply of water 
to the borough. 


‘* |. . We have our personal likes and dislikes that 
make it hard for us to assess impartially the scientific 
contributions of our fellow workers. Often these emotional 
aberrations take the still more irrational form of liking or 
disliking large groups‘ of people whom we don’t know 
but about whom we imagine things. Who among us 
maintains a strictly scientific attitude towards what is 
called the race issue, either in the form that is acute in 


' Germany or in the form that is acute in the United States ? 


To be more offensively personal, is there any one so free 
from vanity that he can be strictly scientific abqut critical 
appraisals of his own work ? And on a higher level, are 
not most of us conscious of an unreasoned predilection 
for certain types of scientific inquiry balanced by an 
equally unreasoned tendency to depreciate the value of 
other types ? ”—WESLEY C. MIToHELL, Science, Jan. 6, 
1939, p. 4. 
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SPECIAL ARTICLES 


CONSTRUCTION OF AN ABRIDGED 
LIFE TABLE 


By A. Braprorp HILL, D.Sc. Lond., Ph.D. 
AND 
M. G. Hyper, M.B. Patna, D.P.H. 


(From the London School of Hygiene and Tropical 
Medicine) 


A LIFE table is only another means of expressing 
the mortality experienced in a particular area over 
a particular period of time. For instance, the last 
English life tables ! show that, if 1000 newborn male 
infants died as they passed through life at the 
mortality-rates current in England and Wales at 
different ages in 1930-32, then at ages 10, 50, and 
80 there would be, roughly, 890, 748, and 162 survivors 
still living. At the mortality-rates existing in the 
same years in Greater London there would be 900, 
762, and 164 male survivors at these ages. Again, 
at the same mortality-rates of England and Wales 
the average length of life of these 1000 male infants 
(the so-called ‘‘expectation of life’’) would be 
58-74 years; at the rates of Greater London the 
corresponding figure would be 59-52. At the former 
rates those who survived to age 60 would on the 
average enjoy another 14-43 years of life ; at the 
latter rates another 14:37 years. 


These and other functions of the life table are 
clearly essential in much actuarial work—e.g., in 
life assurance, where the capital amount that can 
be paid at death must be largely determined by the 
number of annual premiums that will, on the average, 
‘be received. They are also of value to the worker 
in public health, as the above examples show, as 
useful and graphic expressions of differences between 
the mortality-rates in different places and at different 
epochs. The construction of a complete life table 
is, however, rather a heavy piece of work, and it 
also demands a knowledge of the population living 
at each single year of life and the deaths occurring 
in each year of age. For a particular administrative 
area—e.g., a county borough—this detailed informa- 
tion is invariably lacking, and we have only the 
observed mortality-rates within certain age-groups— 
e.g., at 0-1, 1-2, 2-5, 5-10, 10-15, &c. 


METHODS OF CALCULATION \ 


By methods of interpolation, graphical or algebraical, 
it is possible to assess from these the death-rates at 
single years of life, but the process is somewhat 
laborious. Various methods, however, have been 
devised by which the salient features of the life table 
may be speedily calculated directly from the observed 
death-rates in the different age-groups and, on the 
available evidence, with sufficient accuracy for the 
purposes of the public-health worker. One such 
method was put forward nearly twenty years ago 
by E. C. Snow.? Using the national life table for 
1910-12, constructed by the complete process, and 
the death-rates from which it was derived, he 
determined a number of equations by which the 


1The Registrar-General’s Decennial Supplement. 
and Wales, 1931. Part I. Life Tables. 1936. 

2 Supplement to the 75th Annual Report of the Registrar- 
General. Part II. <Abridged Life Tables. 1920. 


England 


required life-table values could be directly calculated 
from the observed death-rates—e.g., the death-rate 
at ages 10-15 being known, the probability of surviv- 
ing from age 10 to age 15 could be found by means 
of the appropriate equation. To shorten the work 
still further Snow constructed tables from which, 
the death-rate being known, the required probability 
of survival could be read off. With these probabilities 
of surviving from one age to another the survival 
column of the abridged life table (ly) can be con- 
structed. in a few moments—e.g., the death-rate 
in London in 1891-1900 was 0-00294 per person at 
ages 15-20 ; according to Snow’s table the probability 
of surviving from age 15 to age 20 is, then, 0:9856, 
or in other words of x survivors at age 15 98-56 per 
cent. would be alive at age 20. 


In the full life table the average length of life 
lived under the observed mortality-rates—the 
expectation of life—is derived from the knowledge 
of the number of survivors at each year of age. In 
the abridged table the number of survivors is known 
only at wider intervals of age—e.g., at 15, 20, 25, 
35—and Snow therefore provides a further series 
of equations (and tables) enabling the required dura- 
tions of life lived in each interval (say from 15 to 20) 
to be derived from the already determined prob- 
abilities of surviving. The expectation of life at 
different ages (ey) can, therefore, also be calculated 
rapidly. By these means Snow constructed a number 
of abridged life tables and showed that the values 
given by them agreed with those given in the life 
tables constructed from the same data by the full 
process to a degree of accuracy well within the limits 
that would be necessary for the public-health worker. 


COMPARISON OF THE VALUES REACHED BY THE ABRIDGED 
LIFE-TABLE METHOD WITH THOSE GIVEN IN THE FULL 
LIFE-TABLE MORTALITY IN ENGLAND AND WALES 
IN 1930-32 


Numbers surviving at 


Complete expectation of 
each age (15) 


life in years (¢,) 


English PE Absolute 
ife Table’ life-table! differ- 


Age English RE aren 


(z) Life Table life-table 


ditfer- 7 
No. 10 | method | meas No. 10 {method | ence 

MALES 
0 | 100,000 100,000 ~ 58°74 58-64 | —0:10 
1 | 92814 | 92,7791 —0-04 62-25 62-18 | —0-07 
2 | 91,394 | 91,376 | —0-02 62-21 62:13 | —0-08 
5 | 90,069 | 90,026 | —0-05 60°11 60-04 | —0-07 
10 | 89,023 | 88,915 ; —0-12 55°79 55-76 | —0-03 
15 | 88,360 | 88,259 —0-11 51:19 51:15 | —0-04 
20 | 87,245 | 87,154 | —0-10 46-81 46-77 | —0 04 
25 | 85,824 | 85,678 | —0-17 42:54 42-53 | —0-01 
35 | 82,885 | 82,753 | —0-16 33-87 33:85 | —0-02 
45 | 78,357 | 78,244 | —0-14 25°51 25-49 | —0-02 
55 | 70,04 69,887 | —0-22 17-89 17-89 | 0-00 
65 | 54,899 | 54,944 | +0-08 11°30 11:28 - —0-02 
75! 29,665 | 30,025 ' +1-21 6°43 6-35 | —0-08 
85 | 6,377 6,580 | +318 3°50 3°30 | —0-20 

FEMALES 
0: 100,000 100,000 ' — 62-88 62-79 , —0:09 
1 | 945545 | 94,513 | —0-03 65:48 | 65-42 | —0-06 
2 | 93.273 | 93254 | -0-02 65°37 65:29 | —0-08 
5 | 92,024 91,975 | —0-05 63-24 63:13 | —0-06 
10 | 91,082 | 90,952 | —0-14 58°87 58-87 0-00 
15| 90/420 | 907307 | —0-12 54-28 5427 | —0-01 
20 | 89,383 | 89,287 | —0'11 49°88 49-86 | —0-02 
25 | 88,133 | 88,056 | —0-09 45°55 45°52 | —0-03 
35 85,353 | 85,272 | —0-09 36°87 36°83. —0-04 
45 | 81,660 | 81,582 | —0-10 28°30 28-26 | —0-04 
55 | 75,290 | 75,193 | —0-1 20:23 |` 2020 | —0-03 
65 ; 63,046 | 63,073 | +0-04 13-07 13-04 | —0-03 
75, 40,040 | 40,435 > +0-99 T45 7-39 | —0-06 
$5 | 11,594 | 12,126 | +459 400 | 370 | —0-30 
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RESULTS WITH RECENT DEATH-RATES 


Snow’s equations were based upon the mortality 
experience of 1910-12 and the complete life table 
based upon it, and their applicability to the lower 
death-rates of recent years might well be questioned. 
To assess their validity under modern conditions 
the present numerical test was made. 

The last English life table (No. 10) was based upon 
the death-rates of England and Wales in 1930-32, 
and an abridged table was therefore constructed, 
for each sex separately, from the death-rates prevail- 
ing in those years. The results are given in the 
accompanying table. 
abridged method gives results which agree well with 
the values given by the full method. With both 
sexes the number of survivors at ages up to 55 are 
consistently rather too few and at ages 65 and above 
rather too many, but the percentage differences 
are less than 0°25 per cent. at all ages up to 65. 

The expectation of life is consistently slightly too 
low (except for an equality in males at 55 and females 
at 10), but at every age up to 75 the absolute difference 
is never greater than a tenth of a year or the negligible 
amount of little more than one month. In short, 
judged by this test, Snow’s short method of working 
gives a perfectly satisfactory result when applied to 
modern death-rates. 

SUMMARY 


Abridged life tables for males and females have 
been constructed by Snow’s method applied to the 
death-rates of England and Wales in 1930-32. The 
resulting values agree well with those of English 
Life Table No. 10 and suggest that the method is 
still applicable under modern conditions of mortality. 


We are indebted to Dr. K. Conrad for checking the 
arithmetic. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


PERIPHERAL ARTERIAL DISEASE 


AT a meeting of the Edinburgh Medico-Chirurgical 
Society last week Dr. W. Melville Arnott and Mr. J. J. 
Mason Brown made acommunication on the investiga- 
tion and treatment of obstructive peripheral vascular 
disease. After giving a summary of the control and 
functions of the peripheral blood-flow, they pointed 
out that, whereas nervous vasomotor control is 
predominant in the skin blood-vessels, the control 
of the muscle blood-vessels is principally mediated 
by the products of muscle metabolism. The results 
of deficiency in the blood-supply to the skin consist 
in nutritional changes and abnormally low tempera- 
ture, whereas in the muscles intermittent claudication 
is the cardinal disturbance. Where arterial obstruc- 
tion is present the improvement in circulation follow- 
ing the release of nervous vasoconstrictor tonus 
should be estimated. This is done by warming the 
blood by immersion of either hands or feet in hot water. 


Any elevation of temperature in the affected limb | 


following this procedure indicates an increase in 
blood-flow. It is only in cases showing a substantial 
rise that sympathectomy should be considered. In 
most well-established cases of obstructive arterial 
disease there is no rise of temperature when nervous 
vasoconstrictor tonus is inhibited. 

The principles of treatment are (1) try to limit the 
cause of the condition ; (2) to increase the circulation ; 
(3) to care for the ischemic area. In discussing the 
methods of increasing the circulation particular 


SCOTLAND.—PARIS 


- It will be seen that the 
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emphasis was placed upon intermittent venous 
occlusion, originally introduced by Collens and 
Wilensky, and which Arnott and Brown have used 
in the treatment of 47 cases. This method consists 
in the application of a cuff to the thigh or arm of the 
ischemic limb and the inflation of this cuff to a pressure 
of 30-50 mm. Hg for a period of two minutes and 
deflation for two minutes. The treatment is applied 
for several hours per day for several weeks. Treat- 
ment has been found to relieve the resting pain of 
ischemia in a day or two, and in intermittent 
claudication the walking distance is much increased 
if treatment is continued for several weeks. Healing 
or separation of dry gangrenous areas is hastened. 
In the type of obstructive arterial disease discussed 
operation on the sympathetic has little place, and 
the indiscriminate use of periarterial sympathectomy 
in these cases only brings discredit on an operation 
which is of value in other types of vascular disease. 


PARIS 
(FROM OUR OWN CORRESPONDENT) 


POSTGRADUATE COURSES 


THE arrangements for postgraduate courses: in 
Paris for 1939, under the auspices of the Faculty of 
Medicine, are now so far advanced that it has been 
possible to draft a provisional programme, a copy ,of 
which is issued as a supplement to the Presse Médicale 
for Jan. 7. Application for attendance must be made 
to the secretariat of the Faculty. The courses are 
classified according to the hospitals at which they are 
given. At the Salpétriére Hospital, for example, 
Prof. Gosset and his assistants will give a course on 
surgical technique between June 5 and 24. The 
course will include 18 lessons in the theory of surgical 
technique illustrated by films, and demonstrations 
will also be given of operations. At the Broca 
Hospital a special gynecological course in English 
has been arranged from June 19 to July 1. The fee 
for this course will be 400 francs, and it will be given 
only if at least six students attend. The programme 
at the Institute of Hygiene and Epidemiology is 
impressively full and those students who satisfy the 
examiners will receive a diploma. 


EXAMINATIONS FOR MENTAL HOSPITAL 
APPOINTMENTS 


Some idea of the conditions governing hospital 
appointments, which are as greatly coveted in France 
as in England, can be gleaned from the Journal 
Officiel for Jan. 1, where particulars are given of a 
decree governing the examination of candidates for 
the higher appointments at the mental hospitals of 
the Seine area. When a vacancy occurs a com- 
petitive examination will be held in the offices of the 
medical director or heads of the mental hospital 
services. Candidates must be under the age of 53 
and must have had more than five years’ experience 
in a mental hospital. Each candidate must submit 
evidence of clinical work and scientific study, 
40 points being allotted to the former and 60 to the 
latter. The salary for an appointment of this kind 
ranges from 41,000 francs in the fifth class to 58,000 
francs in the first. 


THE FRENCH BIRTH-RATE 
The Alliance Nationale contre la Dépopulation has 
just issued one more appeal for more babies. It 
seems that 1938 yielded only 610,000 births— 
presumably live-births—the deaths exceeding the 
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births by some 30,000. On the other hand, births 
exceed deaths by some 400,000 in Italy, by half a 
million in Germany, and by more than 800,000 in 
Japan every year. ‘France,’ this appeal says, 
“cannot live in peace, keep her colonies, fulfil her 
mission in the world if she shows herself in com- 
parison with other peoples as a dying nation. She 
has not an hour to lose if she wishes to assure her 
safety.” 
DIPHTHERIA VACCINATION 

The passage last summer of a law enforcing 
vaccination against diphtheria in France may have 
seemed to the ingenuous to be the last word in the 
matter. But, as Prof. Debré has pointed out, Prof. 
Ramon who first introduced anatoxin has since been 
the target for many barbed arrows discharged by 
ironical and agnostic marksmen. These attacks may 
have been partly responsible for the remarkable 
demonstration in favour of diphtheria anatoxin 
staged in the large amphitheatre of the Pasteur 
Institute on Jan. 19. Prof. Ramon deliberately 
absented himself from this meeting so as not to 
embarrass his critics. The speakers included Surgeon- 
General Dopter, formerly director of the French 
Army Medical Service, Professors Sergent, Parisot, 
Tanon, Lereboullet, and Debré, and M. Moine, the 
well-known statistician. Large though it is, the 
amphitheatre was packed. The audience being mixed, 
lay as well as medical, some of the speeches naturally 
reflected the difficulties always experienced when an 
attempt is made to feed at one and the same table 
guests with a wide range of tastes, but the statistics 
produced should long serve as ammunition against 
Ramon’s opponents, 


AUSTRALASIA 
(FROM OUR OWN CORRESPONDENT) 


COMPANY PHARMACY PRACTICE 


ALARMED at the prospect opened up by the announce- 
ment that Boots Pure Drug Company proposed to 
begin operations in New South Wales, and also by the 
reported negotiations for a merger with existing 
chain pharmacies in that state, the pharmaceutical 
interests appealed to the Premier for legislation to 
prohibit an extension of company pharmacy. The 
matter was investigated by an industrial commission 
whose report recommends that the intended operations 
of company pharmacies should not be restricted by 
legislation. From the point of view of the public, 
the real issue is not between big and small business, 
but between efficient and inefficient service. The 
commission found that the company pharmacies 
at present operating in New South Wales were at 
least as efficient as the corresponding independent 
pharmacies and that the standard of the professional 
work of individual pharmacists was no higher than 
that of the paid employees of companies. 

The possible economic effect on existing pharmacies 
is a big issue. Large companies carrying on a chain 
of retail stores will undoubtedly tend to drive the 
smaller independent pharmacies out of business, 
There is also the danger of these companies establish- 
ing a monopoly to exploit the public. The report 
reveals the very mediocre earnings of many of the 
independent pharmacists in New South Wales. 
Half of them earn less than £300 a year, and only one 
independent pharmacist was found to earn his living 
solely by dispensing. Of the others a proportion 
of their income ranging from 75 to 90 per cent. is 
derived from more general merchandise. 
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The report has been severely criticised by the 
director of the New South Wales division of the 
Drug Trade Defence Council. It is, he states, a 
vindication of the American drug-store type of 
pharmacy where dispensing of medicines is sub- 
servient to the supply of fountain drinks, pies, 
tobacco and cigarettes, and ironmongery. There 
is also the question of control by oversea interests, 
and the transference of profits out of the state. 
No valid objection could be raised to an oversea 
concern investing capital in a new industry, but in 
this case the concern would derive its profits from an 
industry which is already well catered for by 
Australian firms. 

HOSPITAL NURSES 

Public hospitals in Victoria have had to face a 

new problem consequent upon the decision of the 


. Nurses’ Wages Board to introduce a fifty-hour week. 


To comply with the new ruling, nursing staffs of the 
public hospitals will have to be increased by about 
30 per cent. This has caused some concern, for 
there is a shortage of nurses already and there appears 
to be little prospect of meeting the unexpected demand. 
The hospitals also have to face the expense of an 
increase in salaries and the need for additional 
buildings in which to accommodate the extra staff. 
Unless government assistance is received some 
hospitals may have to adopt a system in which nurses 
live away from the hospital. 
In order to overcome the shortage of nurses in 
Australia, it has been suggested that the training 
course should be reduced from three to two years, 
that better living conditions should be provided 
in hospitals, and that more fully trained nurses should 
be employed in paying portions of hospitals in the 
place of trainees. Nursing as a profession must 
clearly be made more attractive, and a shortening 
of hours is a first step in that direction, but improve- 
ments in working conditions must add still further 
to the ever-mounting cost of adequate medical care. 


PHYSICAL FITNESS CAMPAIGN 

Despite the climatic advantages of Australia, it 
has been felt for some time in medical and sporting 
circles that the general standard of physical fitness 
is much below what it might be. Following a recom- 
mendation from the National Health and Medical 
Research Council at its November meeting, the 
Commonwealth Government has now decided to 
inaugurate a fitness campaign and to form immediately 
a national coérdinating council under the chairman- 
ship of the Minister for Health, with invitations to 
existing state committees to codperate. A conference 
will be convened at an early date to set in motion 
Australia-wide plans to awaken the interest of 
individuals and organisations in the campaign. 
The National Health and Medical Research Council 
also recommended that voluntary health bodies 
should be subsidised ; that the departments of health 
and education in each state should take an active 
part in the movement; that immediate steps should 
be taken to ensure a sufficient supply of trained 
leaders; and that physical education should be 
continued through adolescent years. The action 
of the Commonwealth Government has undoubtedly 
been influenced by the need for the development of 
defence measures. 


Owing to a diminution in the number of admissions 
to the rheumatism supervisory centre at the Paddington 
Green Children’s Hospital, London, W.2, the centre has 
now been closed to new cases. It was opened in November, 
1926, with Dr. Reginald Miller as director. 
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THE AIR-RAID 


. A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mitcumer, C.B.E., T.D., F.R.C.S., and E. M. CowELL, D.S.O., T.D., F.R.C.S. 


IV—WOUND SHOCK, HÆMORRHAGE, AND 
BLOOD-TRANSFUSION 


THIS is perhaps one of the most important chapters 
in air-raid surgery, and a practical acquaintance 
of these subjects should be acquired by all concerned 
in the treatment of air-raid casualties. 


Wound Shock 


“ Wound shock ” is a descriptive term, suggested 
by one of us (E. M. C.) in 1917, and distinguishes the 
condition at once from such nervous affections as 
“ shell shock.” Wound shock may be defined as “a 
= condition of lowered vitality, resulting from injury, 
. which leads to circulatory failure, with depression 
of the blood-pressure, lowering of the temperature, 
concentration of the blood, deficient intracellular 
oxygenation, and, if unchecked, subsequent death.” 


RESEARCH IN THE GREAT WAR 


In the first years of the Great War wound shock 
was the terror of the medical officers in France. Men 
died from shock in the regimental aid posts, in the 
field ambulances, and in the clearing stations in large 
numbers and sometimes even when suffering from 
comparatively trivial wounds. The numerous theories 
already in existence at the time were not helpful 
in suggesting lines of treatment. In 1917 the Medical 
Research Committee of London began a campaign, 
linking laboratory work at home with clinical observa- 
tions in France. Observations were made in the 
trenches; the condition of the men was studied 
before they were wounded, immediately after being 
wounded, and in the next few hours on their way 
down to the casualty clearing station. In this way a 
clear picture of the initiation of wound shock was 
obtained. Four factors were recognised as being 
concerned in its causation: pain, loss of heat (chill), 
bleeding, and toxemia (bacterial or other). 

It was found that the common variety of wound 
shock—-secondary shock—took several hours to 
develop, and that if the above-mentioned factors 
were combated shock did not develop. The conception 
of the idea that wound shock was largely preventable 
provided a splendid stimulus to the war-weary 
army doctor, and undoubtedly hundreds of lives 
were saved by the preventive treatment adopted in 
the last year of the war. Full details of this work are 
to be found in the official ‘‘ Medical History of the 
Great War,” The Lancet, July 26, 1919, the Journal 
of the Royal Army Medical Corps, August, 1928, and 
publications by the Medical Research Committee, 
1917-19. 

| CAUSAL FACTORS 


The fighting soldier on the battlefield is as a rule 
deficient in fluid, his output being increased by 
sweating and his intake lessened by a small water 
ration. These remarks on dehydration will not apply 
to ordinary civilian casualties. 

Pain will, by itself, produce a fall in blood-pressure, 
which continues until some sedative is given. In the 
paper in the Journal of the Royal Army Medical Corps 
blood-pressure records are given of a patient suffering 
from severe renal colic. The maximal pressure dropped 
in half an hour from 132 mm. to 68 mm. Morphine 
was then given, and in fifteen minutes the patient 
was comfortable and the pressure had risen to 
134 mm. (fig. 1). Afferent-nerve impulses, unless they 


actually cause pain, do not appear to produce shock. 
The experimental work of Bayliss and Cannon shows 
this. Support is also given from observations made 
during a forequarter amputation in a feeble old lady 
aged 72. Pressure readings were taken every five 
minutes during the operation. A general anesthetic 
—gas and oxygen with an occasional whiff of ether— 
was administered, and the surgeon purposely left 
the brachial plexus undivided until the end of the 
operation. The initial pressure of 140 mm. dropped 
only 4 mm. 
and had re- 
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cases are ) 
described in the above-mentioned paper in the Journal 
of the Royal Army Medical Corps. 

Loss of fluid from the vessels in hemorrhage may 
rapidly deplete the circulating fluid, thus assisting 
in completing the vicious circle which ends in profound 
shock. | 

Recent laboratory experiments have been quoted 
as affording evidence against the hypothesis of 
toxemia as a cause of shock. Clinically, however, 
toxemia seems to be an important factor. 


On a warm night in September, 1917, a corporal 
of exceptionally good physique had his leg blown off 
by a trench mortar. First aid was given at once, and 
he lost no blood. He was kept warm, given hot tea, 
and redressed on a stretcher placed on trestles with 
a primus stove underneath. He was accompanied 
by a medical officer during his two-hour journey to 
the advanced dressing station, and frequent blood- 
pressure readings showed no fall. At the advanced 
dressing station his pulse-rate was found to be 
quickening and his blood-pressure falling. At the 
casualty clearing station, two hours later, gas gangrene 
was found to be developing in the muscles of the 
stump. ` 


Surgeons too have often noticed shock supervening 
when the tourniquet has been released from a crushed 
limb. 

PATHOLOGICAL CHANGES IN WOUND SHOCK 


Reference has already been made to the dehydration 
of the body as aiding in the development of shock. 
Examination of shocked patients showed that their 
blood possessed an increased viscosity, a raised 
hematocrit index, and a greatly diminished volume 
(Capt. N. M. Keith, R.A.M.C., 1918). Blood taken 
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from the capillaries often showed a high hemoglobin 
content and a raised red-cell count, while venous 
blood taken at the same time from the same patient 
gave lower readings. This capillary stasis in vital 
organs, such as heart and brain, damages both the 
heart’s muscular action and the medullary vasomotor 
centres. The already low blood-pressure becomes 
lower, and the vicious circle ends in death, unless the 
process can be reversed. Cannon states that, if the 
systolic pressure is left remaining at 80 mm. or lower 
for more than four hours, recovery is hopeless. The 
failure of circulation and the consequent deficient 
intracellular oxygenation produce effects from which 
the nerve-cells cannot recover. 

Attention has also been paid to the blood-urea of 
these cases. As the blood becomes concentrated, so 
the urea is increased, producing toxic effects. From 
the practical point of view it is not possible to make 
these urea observations when dealing with large 
numbers of cases. It is an easy matter to estimate the 
hemoglobin. 

PREVENTION 

All personnel engaged in the early handling of 
casualties should be dogmatically instructed in the 
four causal factors of shock. 

Pain is relieved by early administration of morphine 
sulphate in small doses, repeated if necessary. A 
tablet (gr. 4) is placed under the tongue and “4” 
marked on the forehead with indelible pencil. 

Chill is prevented by avoidance of unnecessary 
exposure of the patient, covering with blankets, and 
providing hot bottles for the ambulance journey. 
At dressing stations suitable stoves may be placed 
under the stretchers, and in cold weather ambulance 
cars should be heated. A blanket folded in a water- 
proof sheet may be carried in a closed stretcher as 
recommended in the R.A.M.C. Training Manual 1935. 

Bleeding is combated by first-aid measures, firm 
bandaging and splinting of lacerated wounds, even 
when the bone is not broken, and the judicious use of 
the tourniquet. As soon as the bleeding has been 
arrested, administration of fluids restores the depleted 
circulation and prevents shock. 

Toxemia is prevented by good organisation of the 
medical services, rapid evacuation, and early surgery. 
In the first-aid treatment of burns, tannic acid 
dressings, by their coagulating action, prevent the 
absorption of toxins and the loss of serum and at the 
same time stop pain. 


TREATMENT OF ESTABLISHED WOUND SHOCK 


In dealing with air-raid casualties, as in ordinary 
civilian accidents, wound shock should be prevented 
and .seldom encountered. 

At the dressing stations.—In certain circumstances 
some cases may be met with at the dressing stations. 
Here they should be retained and not evacuated until 
the condition has begun to improve. (There will be 
a few surgical exceptions to this general rule.) A 
separate resuscitation department should be prepared 
and organised. The patients are made comfortable, 
in beds if possible; they are kept quiet, reassured, 
and given morphine if necessary. Réchauffement is 
carried out by electric cradles, hot-water bottles, or 
improvised hot-air stoves. It is not necessary to bandage 
the limbs or to posture the bed. Fluids must be given, 
unless contra-indicated by abdominal wounds. Simple 
drinks of warm:sweet tea will be sufficient in many 
eases. If the patient is unconscious, attempts should 
be made to give glucose saline per rectum or, in 
critical cases, intravenously. In giving glucose saline 
intravenously a 10 per cent. solution is used and is 
best run into the vein slowly. As pointed out by 
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D. Fisher (Surg. Gynec. Obstet. 1926, 43, 224), the best 
results are obtained by giving insulin at the same 
time. Normal saline given into a vein will produce 
a transient rise in pressure, but the effects are not 
lasting. Gum saline is a useful remedy and may tide 
the patient over the worst until a blood-transfusion - 
can be given. Blood should not be given indiscrimi- 
nately (see section on Blood-transfusion). . 

Wound-shock cases should be carefully watched 
and be transferred to the surgeon for operation at 
the right moment. 

At the casualty clearing hospital.—The majority of 
shock cases will be dealt with at the hospitals where 
the surgeons are at work. A special resuscitation ward 
should be prepared with beds and a large nursing 
staff and medical officers in attendance. Here the 


. measures already suggested for the dressing stations 


are carried out in greater detail. More blood- 
transfusion treatment will be possible in this ward 
and severely wounded casualties made fit enough to 
stand operation. 

SURGERY IN SHOCK 


In air-raid surgery the ideal to aim at is to operate 
on the cases before shock develops. A fatal result will 
almost certainly follow if a patient is operated on 
while still suffering from shock. Careful watch must 
be kept for the right time to send the patient into 
the theatre. At the operation every precaution must 
be taken to maintain the body-temperature and to 
avoid chill. Many operations will only be possible 
if a preliminary blood-transfusion is given on the table. 
The choice of anesthetic is important. Nothing but 
gas and oxygen is justifiable in these cases (see 
Lancet, Jan. 21, p. 173). Speed in operating is 
important, and this depends largely on good team- 
work. In amputating crushed limbs, the original 
tourniquet should, if possible, be included with the 
part removed. (A well-trained first-aid operator is 
taught to apply the tourniquet as near the damaged © 
part as possible.) Removal of the first tourniquet . 
has been followed by a profound fall of blood-pressure, 
presumably due to the flooding of the circulation by 
pent-up toxins, bacterial or otherwise. 

Certain cases, such as chest wounds with a large 
open pneumothorax, can be saved only by early 
surgical interference, and the risk of operating in 
shock must be undertaken. Blood-transfusion, both 
before and after operation, will often support the 
patient and enable him to recover after the operation. 
In Spain at the present time the importance of 
preventing shock is fully appreciated. The principal 
method of treatment consists in blood-transfusion, 


Hzmorrhage 


It has already been stated that in air-raid casualties 
massive lacerated wounds with compound fractures 
and multiple lesions may be expected. Vessels are 
injured and, if untreated, patients may die from 
continuous capillary oozing as well as from wounds of 
large vessels. The natural mechanism of the arrest 
of hemorrhage may be successful even in wounds of 
the large vessels, The femoral vein has been found 
completely severed by a missile, 20 hours after the 
receipt of the wound, and the patient’s general 
condition was not too bad. Continuous unchecked 
oozing from a wound of moderate size may be more 
dangerous than bleeding from a severed limb. The 
former may be inefficiently dressed, but the latter 
attracts notice and is treated with a tourniquet. 


EFFECTS OF LOSS OF BLOOD 


If a depleted circulation is not treated and the 
pressure is allowed to remain low too long, there is 


230 


deficient intracellular oxygenation, the vital centres 
are affected, and the patient will die as in shock. 
Speed in dealing with hemorrhage is essential, and 
priority of treatment must always be given when 
possible. Once the bleeding has been arrested, the 
administration of fluid, by mouth or by rectum, will 
suffice to restore the blood-pressure in cases in which 
not more than 2-3 pints of blood has been lost. If 
the hæmoglobin falls to 40 per cent. (Haldane), 
arrangements should be made to give a blood- 
transfusion as soon as possible. No patient who is 
exsanguinated should be given an anesthetic until his 
hemoglobin has been raised to 70 per cent. by a 
preliminary transfusion. It has recently been stated 
that it is unwise to rely on the hemoglobin percentage 
alone, and that it is better to estimate the blood- 
volume by the Congo-red method. In a rush there 
is time for neither of these methods, and to save life 
blood must be freely given in all exsanguinated 
patients, After the surgeon has dealt with the 
source of the bleeding, whether in a limb or in the 
abdomen, a second transfusion may be necessary. 


THE LANCET] 


TREATMENT OF HEMORRHAGE 


First aid.— Various forms of ‘‘ hemostatic ” bandage 
have been devised and advocated from time to time. 
Pressure over the wound by a firmly applied shell 
dressing will, however, check the bleeding in most 
cases. Large wounds should be firmly bandaged over 
a splint and the patient evacuated as soon. as possible 
on a stretcher. A knowledge of arterial “ pressure 
points ” should be instilled into the first-aid personnel, 
many instances being on record when appropriately 
applied pressure has saved a life. Efficient first aid, 
if carried out with the minimum of delay, is definitely 
desirable. In Barcelona the value of speed is so 
appreciated that casualties are often taken direct to 
hospital without preliminary dressings. It is important 
for the doctor himself to recognise internal hemorrhage 
early and to teach the first-aid personnel to watch 
for increasing pallor, quickened pulse-rate, air-hunger, 
and restlessness. In internal hemorrhage, morphine 
and rapid evacuation on a stretcher to a surgical 
centre alone afford a chance of saving the patient’s 
life. 

The tourniquet.—Many types of tourniquet exist, 
but probably the improvised types are the most 
useful. Careful judgment is required in their applica- 
tion; unless a large artery is obviously injured, 
the tourniquet should be applied only after the 
simpler methods of treatment have failed. If applied 
the tourniquet should always be put on as far down 
the limb as possible—i.e., near the wound—so that the 
blood-supply of uninjured parts is not interfered with. 
The rule of relaxing the tourniquet after fifteen 
minutes should be observed, but it should be left 
in situ, with an orderly ready to tighten up again if 
necessary. Tourniquets are freely used in Spain in 
dealing with civilian casualties. They are applied 
by the ambulance attendants and may be the only 
thing applied before admission to hospital. Wherever 
a tourniquet is applied, the fact must be clearly 
indicated, together with the time of application 
by marking the patient’s card, or putting a “T” 
on the forehead. 

In hospital.—Priority will always be given to 
hzemorrhage cases. They should be marked by an 
<H” on the forehead or distinguished by a red label. 
Ligature of a large vessel, or arrest of hamorrhage 
by the application of a Spencer Wells forceps, is one 
of the few life-saving ‘‘ operations ”? permissible “‘ on 
the field ” or in a dressing station. Simple suture of 
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the skin over a large bleeding wound may also save 
the patient. 


Blood-transfusion 


The technique of simple blood-transfusion is well 
known and will not be described here. In air-raid 
surgery, however, it has been found necessary to 
transfuse large numbers of casualties at a time, and 
useful modifications in organisation and technique 
have been devised. It should seldom be necessary 
to cut down on a vein to insert a cannula, even in 
children. With practice it is almost always possible 
to give the blood straight into the vein through a 
suitable needle. The continuous-transfusion method 
of Marriott and Kekwick has a definite place in 
blood therapy. 

It was agreed at the International Blood- 
Transfusion Congress held in Paris in 1937.that from 
Jan. 1, 1939, the 
international — 
nomenclature 
would be adopted. 
The Moss nomen- 
clature of groups I, 
II, III, and IV will 
become respectively = 
AB, A, B, and O. 


SUPPLY OF 
DONORS 
The idea of giving 
blood to save life 
appeals to the 
public, and in Great 
Britain there is no 
difficulty in obtain- 
ing sufficient volun- 
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ally, the donors are 
card-indexed and 
are available for 
service when called 
upon. The blood- 
transfusion service 
of the British Red Cross Society has been in 
existence for several years, answering 4854 calls in 
the first nine months of 1938. Plans have been drawn 
up to meet such demands as might arise as a result 
of air-raids. For London and the vicinity a central 
depot has been prepared with the necessary protected 
accommodation for laboratories and personnel. Here 
two large refrigerators, capable of storing 1000 bottles 
of blood, have been designed in an underground store. 
As a start, 200 donors daily have been allowed for 
and arrangements made to test and store the blood 
in refrigerator A. Unsuitable blood would be destroyed 
at once and the rest, having passed all tests, transferred 
for use to refrigerator B. Suitable donors are to be 
card-indexed and will be ready for a second service 
in 3—4 weeks. Such stored blood is ready for use after 
the third day and may be kept for a fortnight. 

To minimise any individual incompatibility, it is 
proposed to adopt the Spanish method of mixing six 
separate half-pints of blood, rebottling the mixture 
after straining it. This will obviate the need for 
E cross-testing against the patient’s own 

lood. 

The British Red Cross Society is a voluntary 
service, and donors do not receive payment. In 


blood 400 c.cm.; C, sealed end 
of tube; D, filter; E, screw clip; 
F, trap: G,two-way cock; H, 
attachment for 10 c.cm. syringe ; 
K, bevelled needle in glass tube. 
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France a scale of fees is arranged, and in Russia each 
transfusion costs some £15. 


BLOOD-TRANSFUSION IN SPAIN 


The Spanish government’s blood-transfusion service 
is a magnificent model organisation, run by the 
Army Medical Service under the control of Dr. F. 
Durán-Jordá. There is no difficulty in obtaining 
blood. In Barcelona alone there are several thousand 
donors, of whom there are four women to every man. 
They give 300-400 c.cm. once a month. The group 
frequency is as follows: AB 3-1 per cent., A 47-5 per 
cent., B 7-8 per cent., and O 41:6 per cent. The 
headquarters of the service is in a large building, 
el Centro de Transfusión de Sangre de Barcelona. 
Here a staff of medical officers and skilled other ranks 
was recently seen at work, preparing and storing 
citrated blood in large quantities, ready for immediate 
use. In the basement are various departments where 
the separate parts of the glass apparatus are made 
and rubber tubes and air traps are assembled ready 
for use. The large storage tubes of thick glass are 
used over and over again. On the ground floor are 
various administrative offices, waiting-rooms for 
donors, and so on. The blood is extracted in rooms 
on the first floor—30—40 cases being dealt with in a 
session. The donors fast for several hours before 
being bled. A large-bore bevelled needle is used and 
the extraction, aided by water suction, is done by 
trained orderlies. For mass transfusion, where there 
is no time to type the patients, blood from universal 
donors alone is used, 10 c.cm. of a 4 per cent. solution 
of sodium citrate being added to each 100c.cm. of blood. 
When the bacteriological and serological tests have 
been satisfactorily completed six bloods of the 
same group are then mixed, filtered, and bottled in 


-~ worked: by a 3 h.p. petrol-driven motor. 


the storage tubes already referred to. Air under 
a pressure of two atmospheres is introduced by a 
secret process, the tube is sealed, fitted with the 
apparatus shown in fig. 2, placed in a cardboard 
box and transferred to an electric refrigerator, where 
it is kept at —2° C. If not used after 15 days the 
blood is thrown away. For use in civilian hospitals 
or if required by the army, a supply is dispatched in 
a special lorry, in which it is kept cold in a refrigerator 
Blood is 
given in the postes de secours (within 3 kilometres 
of the firing line) in the Triages as well as in the other 
hospitals of the forward area. 

The method of bottling blood under pressure in 
the auto-injection tube (el tubo autoinyettable) enables 
the blood to be given quickly if required—indeed the 
process is known as the “rapid method.” The screw 
clip enables the flow to be regulated so that it can 
also be given by the continuous-drip method, if 
required. The administration is simple and is 
generally entrusted to trained orderlies. An important 
point in technique is to place the tube of blood 
in water at 45° C. for twenty minutes before 
injection. 

Blood is given very freely ; it is the chief treatment 
for shock, and several hundred tubes are always in 
stock, ready for immediate use. The donors give their 


` blood voluntarily, their only reward being a meal of 


army rations, cooked by men of the army medical 
service. The dining-rooms are on the-top floor of 
the headquarters building. 

The methods of giving stored cadaver blood, as 
advocated by Shamov and Yudin, have not found 
favour outside Russia. Violent reactions have been 
reported, and the question of sentiment is a definite 
obstacle to the popularity of the method. 
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IV 


Dec. 11—Sudden arrival of Christmas visitors in 
the midst of a flood due to amateur plumbing by the 
handy-man. Not our visitors, but we had to do our 
bit in the existing confusion. They live near Reno, 
which we are given to understand is a lovely city set 
among hills where the number of marriages greatly 
exceeds the number of divorces. A girl can walk about 
the streets unmolested, and its only blemish is the 
difficulty one has in parking a car in it. The sun 
shines more there than anywhere else, the air is 
purer and more invigorating, and the winter tempera- 
tures are the lowest in the world (with a few unim- 
portant exceptions). Last year, mother and father 
and baby were trapped by snow in a gold mine, 
together with another couple and a baby, for a 
month. They had about three days’ ration of food, 
the temperature was 42° I", below freezing-point, and 
the inside walls of the cabin were coated with 2 in. 
of ice. They were all rescued just in time, the other 
family having fared the worse no doubt as a punish- 
ment for stealing more than their fair share of the 
food. The baby survived largely owing to cod- 
liver oil. (This information was imparted to us by 
Mother with a wealth of detail in a continuous 
stream which lasted an hour and a half. We made 


occasional gasping noises and silently observed that 
the baby had rickets.) | 

We did not make our escape before Father had said 
his piece. He is part Irish and part Cherokee Indian 
and the very devil of a fellow. He can shoot a deer 
at 800 yards with a rifle every time and knock the 
ash off a cigarette with a pistol-shot. He has lived 
where men are men and retain that status only so 
long as they can “draw” more quickly than the 
other fellow—somewhere in Central America I think. 
In Nevada there is no crime, because criminals are 
brought in across the saddle and burglars are buried. 
The prisons are empty, and capital punishment 
(presumably the more formal variety) is by hydro- 
cyanic acid. 

He has been all over the world and talks familiarly 
of England, China, New Zealand, and Ecuador. 
He lost his first fortune and his first wife simultane- 
ously in a divorce suit and had to start all over again 
with a 10-dollar bill. He got an oil company well 
under way after some vicissitudes, but his partner 
did something felonious with the stock and went to 
prison, leaving him destitute once more. After 
further ups and downs his best friend cheated him 
out of his share in the gold mine where they had spent 
such an unhappy winter. Now, it appears, they 
have just heard that the two banks in which they 
had all their money have smashed. ... We felt it 
would be a pity to go West after this. 
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Dec. 12.—We went to lunch today with B at 
Trumbull College. He has very nice rooms, including 
an enormous fireplace and a log fire. It is curious 
that over here they speak rather wistfully of our 
open fires, yet when they have one, which is not 
infrequently, it is always the fireplace we dream of 
in England. The kind of thing you can stand up 
in, with no stint of logs. The College dining-room 
was rather like a church inside but had partially 
panelled walls and a minstrel gallery at one end. 
This was decorated with evergreens. B said they 
had already had their Christmas party, which included 
a dinner of roast duck. From the purely gastronomic 
point of view it had been excellent, but it was clear 
to us that B——’s nervous system had not been 
proof against the shock of having to interrupt the 
meal seven or eight times for the purpose of singing 
carols. He and his friend, also English, gravely 
discussed the impossibility of such an occurrence 
at Cambridge (or Oxford) during, or even after, a 
celebration. 

Dec. 21.—Yesterday was one of those rapid days, 
lived to the refrain of ‘‘ Have I forgotten anything ? ” 
and culminating in a well-timed dash for the 6.20 
train to New York. We were en route for Toronto— 
back into the British Empire for Christmas. .. . 
In the night train from New York were the first 
sleeping-cars we had seen, outside the cinema. Pairs 
of double seats, facing each other by day, unfold 
by night and meet, making a series of bunks along 
each side of the central gangway (American coaches 
are much wider than English ones). An upper berth 
also makes its appearance, folding down from the 
roof, so that two people can travel very comfortably 
in a “section.” The only disadvantages seem to be 
the walk along the coach to the lavatories and the 
acrobatic feat of having to undress on the bed. Each 
bunk is closed in by black curtains. Half of our 
car was like this, and the other half was divided up 
into ‘‘compartments.”’ These were just like the 
sections in the main car but enclosed and along one 
side only. They contained arrangements for washing. 
We were rather superior and had a “ drawing-room ” 
—the same arrangement of bunks along the window 
side, plus a third bunk (by day, a couch) along the 
opposite wall. The lavatory was a separate little 
room opening off, and the whole was closed by a 
“ front door.” 

That part of a time-table devoted to fares is 
bewildering to the novice. There is the ordinary 
coach fare, which is straightforward, and then the 
Pullman fare, which is not so straightforward, for 
there is an additional fee for every possible way of 
travelling—ordinary, compartment, drawing-room, 
upper berth, lower berth, and so forth. If you 
wish to sleep in a horizontal position, it is essential 
to travel “ Pullman.” 

Did I say “sleep ” ? Marjorie soon settled down 
in the small bunk, but we were not so lucky. The 
room was very hot, and we played about with the 
heating and electric fan for a long time. Then it 
was a moonlight night with a good deal of snow about, 
and Stella, who had the lower berth, kept calling 
me down my ladder to look at the scenery. I finally 
refused to take any further interest in Nature and 
had just dropped off to sleep when there was the most 
appalling crash, which sat me bolt upright with every 
hair on end and every nerve tingling. Nothing seemed 
to be the matter, however, and I tentatively came to 
the conclusion, subsequently confirmed by further 
experiences of the same sort, that we had just stopped. 
Again I dozed off, enjoying the silence and absence of 
motion, when the night was shattered once more 
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Sheet of roaring water. 
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by a whole series of crashes, and the train went into 
convulsions. This, we afterwards learnt, was due to 
a little shunting. The couplings on these trains are 
automatic. The picture of the guard anxiously 
wafting coaches together, while the engine-driver 
hangs apprehensively out of his cab, is unknown in 
this country. The cars are joined on the press- 
stud principle, and the surest way of sticking them 
together is to drive them hard into each other and then 
reverse with a sharp tug to make sure the fastening 
is secure. 

This morning we were turned out at about 8 o’clock 
into the city of Niagara Falls, which was covered 
everywhere with snow and ice. We took one of the 
tours in a car and were shown everything by the 
driver. The scenes were magnificent and enhanced 
by the snow. We didn’t think the power stations 
and so forth spoiled the effect at all, though several 
people had told us we should be disappointed. We 
had some discussion as to whether we should pay a 
farther $2.50 to go into the tunnel behind the Falls, 
but finally decided to do so—once in a lifetime—and 
went down to a cellar in the lift. The other two 
were taken away, and I was led into a large room 
lined with hundreds of heavy oilskins and having a 
row of seats with boot-jacks down the middle. My 
shoes were removed and a paper hat put on my head. 
‘Then I was arrayed in a complete suit of oilskins— 
sou’wester, coat, gloves, and enormous boots— 
so stiff that I could hardly move. In a few minutes 
two strange figures appeared, which I presumed 
to be my wife and daughter arrayed in similar garb 
to mine, and we were taken down in another lift and 
left in a tunnel shaped like an enormous T. The 
top limb of the T had four openings to the outside 
world, the right-hand two of which were right behind 
the falls. There was nothing to be seen from them 
but a fringe of tremendous icicles and an impenetrable 
We were drenched at these 
openings and were glad of our waterproof armour. 
The noise in parts of the tunnel was terrifying, and 
we felt the whole thing might be swept away any 
minute. The tunnel was large enough for us to stand 
upright but was just hewn out of the rock and left 
rough with water trickling in here and there. Along 
each side was a row of pit-props, but these 
are not calculated to inspire confidence in the 
uninitiated. 

After crossing the border several times on our tour 
of inspection, we finally boarded the ’bus which was 
to enable us to rejoin the railroad on the Canadian 
side. On the way we partly destroyed a private 
car by backing into it, much to the amusement of 
the driver (the ’bus driver), and later we were sternly 
ejected from our vehicle by customs officials. They 
did not examine our baggage, but when they thought 
we had been sufficiently chilled—a matter of a few 
seconds at this temperature—told us to get in again. 
A long wait at Welland—a waiting-room stuck in 
an endless expanse of frozen snow—and at last the 
train for Toronto. 

Some days later.—Impossible to write a diary 
in Toronto: too many Christmas parties . . . too 
many people... too festive altogether. Dull sort of 
habit, diary writing, anyhow ... we no longer feel 
that kind of person at all. I suppose some day I 
ought to note down the details of this social avalanche 

but not tonight. The University ?—-solid, 


i architecturally vague with an indefinable Scottish 


flavour, well spaced on a very large site, and nothing 
small or mean in sight. ... The Connaught Labora- 
tories—unique. A self-supporting blend of research 
and manufacture (largely insulin), affiliated with the 
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University.... Hart House—seems to be a luxurious 
club for the University, with another church-dining- 
room containing amusing stained-glass windows. 
Cartoons of various academic worthies . . . excellent 
idea with distinct possibilities . . . distinct possibilities 
... heigh-ho... good night everybody. 

Dec. 31—There seems nothing particularly odd 
about sitting here, 3000 miles from home, and making 
the usual resolutions for the New Year. I wonder 
if the Old Year has infected us with a desire for 
travelling and if home will seem dull this time next 
year. There is no doubt that we have lost a few 
corners and have ceased to notice such discomforts 
as sleeping in the train and living practically in one 
room. In fact we seriously begin to wonder why 
on earth we habitually burden ourselves with so 
many possessions and voluntarily adopt so many 
unnecessary responsibilities, such as a house, maid, 
and garden. The ease with which one lives here is 
very attractive. What could be simpler than renting 
an apartment with the heating, lighting, and refrigera- 
tion all arranged for? If anything goes wrong, it is 
somebody else’s job to see to it. The innumerable 
minor problems of the British citizen do not exist. 
The streets are full of boys anxious to clean one’s 
shoes, and every drug store offers breakfast. The 
whole business is very insidious, and more and more 
one asks “Why not?” 

The trouble is, one becomes so used to a mode of 
life. Last year we were looking forward to the glorious 
present ; next year we shall be looking back on it 
and wishing it were here again, with all the wonderful 
opportunities for doing “things which now never 


enter our heads. ... 
w * w 


Twelve months later.—That prophecy was only 
half true. Our sins of omission do not trouble us. 
In our most sentimental mood we ask for nothing 
better than the same again, the chance to complete 
that conversation begun at a farewell breakfast, a 
glimpse of X’s new baby—is it girl or boy ? We have 
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so many treasured memories, so many vivid 
impressions which remain fresh in our minds. 

In Washington we have seen the cherry blossom 
and Judas trees in the sunshine and experienced 
peace. We have stood at the hewn feet of a mighty 
Lincoln and felt the presence of greatness. Sitting 
on the porch of George Washington’s home we have 
gazed over-the placid valley of the Potomac and 
wondered if somewhere in this scene lay the secret 
of the inspired vision of a simple country gentleman. 
Further north we have crossed far above the turbulent 
Alleghany river, already nearly as wide as the Thames 
at Westminster, and boiling along as madly as any 
Cheviot burn. There are hundreds of these rivers, 
with three thousand miles to go before they reach 
the sea as the Mississippi. They are wild, magnificent, 
and ruthless, and lend credibility to their human 
counterparts in Kenneth Robert’s ‘‘ Northwest 
Passage.” 

Shall we ever forget sailing among the islands off 
Buzzard’s Bay, the racing tides in the narrow channels, 
the dazzling uninhabited beach on which we picnicked? 
Or the wooded shores of Cape Cod in the brilliant 
moonlight which moved Marjorie to a precocious 
lyrical outburst : 

“ There is only one sun, there is only one moon, ` 
But there are several stars. 
Moon, moon, 
Where are you going to? 
Where are you going to, Moon ? ” 

At last came New York’s farewell to us as with 
gradually increasing speed we were borne eastwards. 
She might have looked hard and brilliant, she might 
have shrouded her head in a cloud, but she did neither, 
She gradually grew indistinct in the dusk, she left the 
sea and floated in the evening mist, a shadow, pinnacle 
on pinnacle, turret on turret, full of twinkling lights : 
a fairy castle . . . the biggest in the world. 

This concludes the four articles from A Physiologist 
in America, Next month Autolycus will be responsible 
for these columns.—Eb. L. 
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Vital Statistics for 1938 


THE Registrar-General has issued a provisional 
statement of the figures for birth-rate, death-rate, 
and infant mortality for the year 1938. 


Birth- | Death- | | Infant. 
or rate rate | mor T 

England and Wales 15-1 11-6 | 53 
126 county boroughs and 

great towns, acudia 

London 15:1 11-7 57 
148 smaller towns 15°6 11:2 51 
London (administrative 

county) a 13-4 11°3 | 57 


| 


The smaller towns aro those with estimated resident popula- 
tions of 25,000 to 50,000 at the 1931 census. 

Note.—The birth- and death-rates for England and Wales 
as a whole are calculated on the estimated mid-1938 population, 
but those for the towns aggregates and for London on the 
estimated mid-1937 populations. The birth-rate is based on 
live births and the death-rate on crude deatbs. 


The birth-rate for 1938 is 0-7 above that for 1933 
which was the lowest recorded. For the intervening 
years the rates have been: 1934, 14:8; 1935, 14-7; 
1936,. 14-8; 1937, 14-9. The crude death-rate is 
0-8 below that for 1937 and with the exception of 
1930 (11-4) no lower rate is on record. The infant- 
mortality rate is the lowest ever recorded, being 


5 below that for 1937 and 4 below that of 1936, 
the previous lowest record. Therates are provisional 
and are issued for the information of medical officers 
of health, but they are not likely to need substantial 
modification. 


Pneumonia and Influenza 


The Registrar-General’s latest weekly return 
shows that 214 deaths were attributed to influenza 
in the great towns of England and Wales, compared 
(working backwards) with 144, 89, and 41 in the 
previous three weeks. The ratio of the increase 
between the weeks ending Jan. 14 and Jan. 7 has 
therefore been rather less than that between Jan. 7 
and Dec. 31—namely, 49 compared with 62 per cent. 
The 214 deaths in the current week are rather more 
than twice as many (91) as were registered in the 
corresponding week of 1938. A large proportion 
of these deaths continues to be derived from northern 
towns—e.g., 25 from Liverpool, a slight decrease from 
the previous week’s total, and 20 from Manchester, a 
considerable increase over the previous week. Some 
rise is to be observed also, however, in some of the 
southern towns and in London there were 19 deaths 
compared with 3 and 8 in the two preceding weeks. 
Notifications of pneumonia rose from 1669 in the 
week ending Jan. 7 to 1793 in the week ending Jan. 14, 


t 
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but the latter figure is only slightly above the normal 
expectation. In London the notifications still remain 
relatively low. 


INFLUENZA IN LIVERPOOL 


At the beginning of December, our correspondent 
writes, Liverpool began to experience an increase 
of respiratory infections. This soon reached the 
proportions of an epidemic—an epidemic not specially 
noteworthy, however, either for the number of patients 
affected, or for its fatalities. The peak was reached 
towards the end of the first week in January, with 
32 deaths notified as due to “ influenza,’’ 81 “‘total 
respiratory deaths,” and 160 cases of pneumonia 
in the week. Since then, the numbers have been 
on the wane. Many of the cases are mild infections 
of the upper respiratory tract which subside in a 
day or two with rest in bed and symptomatic treat- 
ment. A few are accompanied by gastro-intestinal 
upset; sinus infection and acute otitis media are 
occasional complications. Pneumonia sweeps off 
many of the aged, and may be of the fulminant 
type in a certain small number of younger persons. 
But the majority of cases are atypical; some are 
thought to have nothing more than a severe 
‘‘influenzal cold ” until the presence of labial herpes 
_and rusty sputum leads to an X-ray of the chest and 
the discovery of a central patch of consolidation. 
Others are seen from an early stage to have pneumonic 
consolidation and appear gravely ill; but in a few 
days a surprising degree of recovery takes place, 
leaving them pale and debilitated, but alive. In 
hospital, and less so outside, the clinical picture is 
being modified by treatment with M. & B. 693; 
to what extent will not be clear until a more final 
analysis. There is little evidence that the epidemic 
is due to true influenza; attempts in certain selected 
cases to isolate the influenza virus have proved 
unsuccessful. The predominant organism is the 
pheumococcus. Empyema does not appear to be 
common, nor does meningitis ; a few cases of empyema 
have shown Staphylococcus aureus on culture, and 
@ similar infection of the larynx (with apparent 
membrane formation) has also been seen in associa- 
tion with pneumonia. 


Another Health Centre 


The new health centre at Woolwich opened by 
Lord Horder on Jan. 14 is one of a group of civic 
buildings surrounding the town hall. Solid in 
design, yet modern in its planning, it is erected 
round a court paved with York stone laid in random 
fashion. At the front and sides it is two stories 
high, but at the rear, where a spacious waiting- 
hall has been provided, it is of one story only and it 
has thus been possible to provide a small roof court, 
capable of being used as an open-air solarium. 

The centre provides for a maternity and child- 
welfare service, an orthopzedic clinic, a massage clinic, 
an electrotherapy section, a school clinic, and dental 
and foot clinics. The ground floor contains the 
maternity and child-welfare section, and the ortho- 
pædic, massage, and electrotherapy rooms. There 
are five special-treatment rooms devoted to ortho- 
pædics, electrotherapy (2), and massage (2), a dressing- 
room, and a bathroom. The upper floor contains 
the school-treatment rooms—namely, a waiting- 
room, a minor-ailments room, a doctor’s room, 
an eye-room, and record and clinic rooms. All 
these communicate with one another and can be used 
as waiting, treatment, or consultation rooms should 
the occasion arise. To the right are the chiropody 
and dental-treatment rooms. 
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As the centre would in time of war become a 
first-aid headquarters, two air-raid shelters, in the 
form of reinforced concrete trenches 3 ft. 6 in. wide, 
have been installed underneath the car-parks on 
each side of the building. They are entered from the 
pram shelters at the rear. The total cost has 
been £18,066, and the centre has been erected by 
direct labour under the supervision of Mr. H. W. 
Tee, the borough engineer and architect. 


Opening of New Hospital School 


The London County Council has established a new 
hospital school at Goldie Leigh Hospital, Bostall Heath, 
Abbey Wood, which is used for children suffering from 
ringworm and other contagious diseases of the skin and 
scalp, or who are convalescing after other complaints. 
The school, which was opened on Jan. 20, has been built 
at a cost of about £16,500. It is planned on the lines of a 
modern elementary school, with certain modifications 
in the finishings to meet medical requirements, such 
as glazed-tile dados and flush doors of hospital type. 
Folding doors and sun awnings on the south front of 
the classrooms allow teaching to be carried on under 
open-air conditions whenever practicable. The six 
classrooms each have accommodation for 30 scholars. 
To enable children suffering from contagious diseases 
to be separated from the others the classrooms are 
divided into two sections, each of which has a 
separate entrance and there are heated cloakrooms 
and lavatories for both girls and boys. One classroom 
is equipped as a needlecraft room and another is 
fitted for the teaching of light wood and metal work. 
There are two playgrounds and a games field is also 
available. The instruction is almost entirely indivi- 
dual ; an effort is made to secure steady progress in the 
“three R’s” and some oral classwork of subjects 
of general knowledge is undertaken as well as lessons 
by radio and cinematograph film. Considerable 
time is given up to handicrafts. Senior girls receive 
training in the making of lingerie, fine knitting, 
embroidery, and leatherwork, and senior boys learn 
woodwork, metalwork, and elementary bookbinding. 
Rugwork, basketry, and seagrass seating are also 
taught, with a variety of simpler occupations for 
juniors. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN. 14, 1939 

Notifications.—The following cases of infectious 
disease were notified during the week: Smalipox, 1 
(port of Liverpool); scarlet fever, 1565; diphtheria, 
1186; enteric fever, 21 (23 ‘‘ expected ’’); pneu- 
monia (primary or influenzal), 1793; puerperal 
pyrexia, 176; cerebrospinal fever, 48; acute polio- 
myelitis, 17; encephalitis lethargica, 1; relapsing 
fever, 1 (Looe, Cornwall); continued fever, 1 
(Kensington); dysentery, 38; ophthalmia neona- 
torum, 102. No case of cholera, plague, or typhus 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 20 was 3255, which included : Scarlet 
fever, 585; diphtheria, 1059 (carriers, 48); measles, 8; 
whooping-cough, 703; puerperal fever, 15 mothers (plus 

ies): encephalitis lethargica, 297 ; oliomyelitis, 4. 
At St. Margaret’s Hospital there were 31 babies (plus 11 
mothers) with ophthalmia neonatorum. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 4 (0) from enteric 
fever, 3 (0) from measles, 8 (0) from scarlet fever, 
14 (3) from whooping-cough, 32 (4) from diphtheria, 
52 (12) from diarrhoea and enteritis under two years, 
and 214 (19) from influenza. The figures in paren- 
theses are those for London itself. f 

West Ham reported 2 deaths from typhoid, East Ham and 
Wimbledon each 1. Fatal cases of diphtheria were scattered 
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LETTERS TO 


X-RAY THERAPY FOR TOXIC GOITRE 


Sm,—The accumulating evidence that X-ray treat- 
ment is valuable in toxic goitre is of great interest 
to us; but, when the writer of your annotation on 
this subject of Dec. 31 (p. 1530) remarks that, if the 
results are so good, “it is difficult to understand 
why a form of treatment which has had an extensive 
trial in the past should have been largely abandoned,” 
we feel that if he had looked up the literature before 
1938 he would perhaps have been informed. Though, 
we believe, before the war certain physicians like 
Dr. Florence Stoney obtained reasonable results with 
big doses of small penetrative power that endangered 
the skin, it is really only since the advent of “deep 
X rays ” in the early ’twenties that efficient treatment 
has become possible, and our first patient began his 
exposures in 1924 (Lancet, 1934, 2, 535). By this 
time operative treatment had obtained a good start ; 
hence the delay in recognition. On Nov. 9, 1937, at 
a demonstration at the Royal Society of Medicine, 
out of 28 patients, who had been observed for two 
years and more, 21 (75 per cent.) might be regarded 
as ‘‘ cured ’’—i.e., could do their former work without 
dificulty—whilst the remaining 7 were improved (Proc. 
R. Soc. Med. 1938, 31, 371). This was a better result 
than we had been able to report in 1934. The length 
of time since treatment was instituted was from 
2 to 12} years (average 6}), and the age at the 
beginning of treatment was from 18} to 66 years 
(average 403). 

A point of great importance is the actual dosage 
to be employed ; this question was raised at Cam- 
bridge last summer at a demonstration of patients 
treated by the staff of Addenbrooke’s Hospital. Our 
technique is as follows :— 

Five ports of entry, each extending from above the upper 
limit of thyroid to below the sternal notch—viz. : 

1 right anterolateral. 
l right posterolateral. 
1 left anterolateral. 

1 left posterolateral, 
l central anterior. 

Voltage: 185-195 kV. 

Filter : 0-85 Cu plus 3 mm. Al. 

Applicator : 64-100 sq. cm. 

Distance: usually 35 cm. 

The ionisation chamber as used is at a fixed distance 
of 29 cm. and 800-900 r units are given to each area. 
The slight variations shown are according to size of 
the gland and occasionally the distance is increased 
to 40 cm. if the thyroid is very large, the number of 
r units being increased accordingly. It is advisable 
to prescribe a few minims of 10 per cent. iodine in 
spirit to prevent reactions. ` 

The second course is given in three months if 
necessary, and others are given three-monthly as 
required. We are, Sir, yours faithfully, 

E. P. POULTON, 


London, W.1, Jan. 21. W. L. Watt. 
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over 22 great towns, 4 at Liverpool, 2 each at Hull, South 
Shields, Bristol, and Chesterfield. Of the 214 deaths attributed 
co influenza 141 were reported from the Northern Area: 
Liverpool contributing 25, Manchester 20, Blackpool, Bolton, 
and Salford each 7, Birkenhead and Wallasey each 6, St. Helens 
5, Barrow-in-Furness, Shetheld, Southport, and Warrington 
each +; and 27 from the Midland Area: Birmingham contributing 
7, Gloucester 4. 


The number of stillbirths notified during the week 
was 263 (corresponding to a rate of 38 per 1000 total 
births), including 36 in London. 
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THE EDITOR 


PSYCHOTHERAPY BY LAYMEN 


Sir,— Your leader seems to ignore most of the real 
facts about lay psychotherapy. I write as a general 
practitioner who is interested in the Guild of Pastoral 
Psychology. Lay psychotherapy exists and increases 
not because it is cheaper than medical psychotherapy 
but because it is quite different. Every general prac- 
titioner is perplexed by an immense number of 
people who do not suffer from any definite physical 
or mental disorder but are miserable because they do 
not know how to order their lives in the modern 
world. Their problems are not medical, and they are 
not suitable for treatment by medical psycho- 
therapists. What they want is educational treat- 
ment, ‘“‘social adjustment and relatively simple 
ce ace and instruction in the principles of sensible 

ving. 

This is the work that the Guild of Pastoral Psycho- 
logy is training ministers of religion to perform. It 
is not medical work. Some general practitioners can 
do it, and do it admirably, but they are not many, 
and few of them have the time to spare. Moreover, 
the work needs not only a knowledge of psychological 
principles but also a right adjustment to spiritual 
reality. All members of the Guild of Pastoral 
Psychology are pledged to obtain a medical examina- 
tion to ensure that their ‘cases’? are not suffering 
from physical or mental ‘“‘disease.” As I conceive 
the work of the pastoral psychologist—and as I know 
the guild intends—any patient who needs physical 
treatment would continue to attend the doctor’s 
surgery regularly while visiting the minister for 
pastoral psychology. 

The medical profession would do well to realise 
three things. The first is that lay men and women 
will do this work increasingly, whatever the doctors’ 
may say. The second is that doctors make no collec- 
tive and very little individual attempt to fit them- 
selves to do it. Thirdly, unless the medical profession 
will help the ‘‘ pastoral ” psychologist to learn—as he 
ardently wants to—where his educational or cultural 
territory ends and where medical territory begins, 
overstepping of the line becomes unavoidable. 

I am, Sir, yours faithfully, 
Worcester Park, Jan. 23. ANN HARLING. 


SURGERY IN ULCERATIVE COLITIS 


Smr,—The questions raised in your leading article 
on Jan. 21 and by Dr. Gaha in the same issue are 
of great importance. Although it is now many years 
since ulcerative colitis began to be seriously studied 


it is evident that there is still much doubt as to the ° 


best method of treatment. This is partly because 
most of those who have written on the subject have 
failed to distinguish between the different types of 
the disease. 

In a considerable experience of such cases I have 
noted that there are four main types :— 

(a) Mild cases where the symptoms are never very 
severe. 

(6) More severe cases which clear up on medical 
treatment fairly readily, but persistently recur. 

(c) Bad cases, which are most resistant to treat- 
ment and get progressively worse. 

(d) Acute septiceemic ‘cases, generally in young 
people, which are usually fatal. 
The first two types are best treated medically and 
do not call for surgical interference, except that the 
persistent relapses and prolonged periods of illness 
often most seriously interfere with the patient’s 
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occupation, and on this account appendicostomy may 
be of benefit in cutting short the attacks and reducing 
the periods of incapacity. I have frequently seen 
most beneficial results from the operation in such 


cases, patients who had become chronic invalids . 


putting on weight and being able to return to an 
active and useful life. Itis in the third type, however, 
that surgery is particularly called for. These patients 
seldom show much improvement under purely medical 
treatment, and I agree with the writer of your leading 
article that if marked improvement has not occurred 
in three to four weeks surgery should no longer be 
delayed, appendicostomy in my opinion being the 
operation of choice. In the fulminating fourth type 
nothing is likely to be of any use, but there is reason 
to believe that some of these cases may be saved by 
the administration of sulphanilamide. 

The particular surgical procedure that should be 
adopted in any particular case must depend upon 
circumstances, but operations such as colostomy and 
cecostomy are most undesirable and in my experience 
have given no better results than appendicostomy, 
while their inconveniences are obvious. Lleosig- 
moidostomy and other short-circuiting procedures are 
dangerous in patients who are both in a very low 
state of health and septic, and have not proved 
satisfactory. Appendicostomy has the merit of 
involving little risk : it can, if necessary, be carried 
out in the patient’s bed under local anesthesia, and 
provided it is not done too late results in rapid 
improvement of the patient’s condition. It does not, 
of course, ‘‘ eliminate infection ” but by enabling the 
pus and debris from the ulcerated mucous membrane 
to be washed away gives the latter a chance to heal ; 
and if cases are watched with the sigmoidoscope it 

` can be seen that this is actually what happens. 

The mortality figures from the operative treatment 
of ulcerative colitis that have been published are 
‘quite unreliable, as far too often surgery has only 
-been resorted to when all other methods have com- 


pletely failed and the patient has passed the stage in. 


which recovery was still possible. Appendicostomy 
done in time, and in suitable cases, will very seldom 
fail to result in curing the condition and in reducing 
the incidence of relapses. 
I am, Sir, yours faithfully, 
J. P. LockHART-MUMMERY. 
Harley Strect, W.1, Jan. 23. 


SELF-CONSCIOUSNESS AND PUBLIC 
SPEAKING 


Sm,—In thanking Dr. Snowden for his useful 
- article in your issue of Jan. 14, may I add a few notes. 
. With a long personal experience of the speaker’s 
self-consciousness in myself and others from school- 
days on, I differ from Dr. Snowden only as regards 
the nature of the fear of which he speaks. There is 
surely no need to suspect any atavistic basis for this 
fear. It is a fear merely of what the audience, 
especially certain individuals in it, may say or think 
of the speaker’s matter, style, manner, or personality. 
Keenness on his matter and the focusing of his 
attention on the aims of his speech are the speaker’s 
main safeguards; subsidiary are the rules to avoid 
catching the eye of known individuals and to begin 
by addressing the wall, flags, pictures, or notices at 
the end of the hall or room. The speaker must steel 
himself to think mainly of and to address the 
sympathetic minds of those whom, in imagination, 
he is leading, and only secondarily should he take 
note of important: criticism, treating this not as 
opposition but as genuine difficulties to be sympa- 
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thetically explained. This sympathy, in a mixed 
audience, with excursions from grave to gay, from 
general to local, from long-term to short-term objects, 
must be cultivated. 

To the rules for public speaking there may be added 
the need especially to emphasise the final consonant 
of. each word, to slow down towards the end of a 
phrase, and to pause between sentences and especially 
between paragraphs and sections. The most painful 
task is to lead up to and encourage applause, wait 
for it several seconds and get used to the silence. 
In teaching a man to speak in public surely it is 
wrong to draw his attention to the physical symptoms 
of fear. To do so is to make him notice them. He 
should be so keen on his matter, aims, and audience 
that he does not notice them. He should not even 
know of them. 

In composing an. important speech the speaker 
should first state what he is going to say, then say it, 
and lastly sum up what he has said. But practice 
is everything. He must learn to pose, out of respect 
for his responsibilities and himself; he must take 
any opportunity of beginning in small ways, as in 
seconding a vote of thanks ; he must offer his services, 
however small, and not wait to be asked. Practice 
alone makes perfect. Would that every medical man 
would in common sense learn so to express himself 
in public as he invariably does in private. He does 
not mind committing himself on paper or to a 
committee or court of law or a professional gathering. 
It is ridiculous that he, we, and the community 
should lose so much influence and power from fear 
of standing on a platform. 

I am, Sir, yours faithfully, 
Hatfield, Jan. 19. FRANCIS FREMANTLE. 


‘THE G.M.C. UNDER FIRE” 


Sır —In your annotation last week under this 
heading you point out, quite rightly, that infringe- 
ment of professional rules by eminent persons could 
be met by action “open to members of the M.P.U. 
itself.” It would be a pity if your readers should 
suppose that such action had not already been taken. 
Not very long ago I myself, in pursuance of the 
union’s policy, initiated an action against an eminent 
medical man who was rather given to after-dinner 
speeches and other public utterances in which he 
held up to opprobrium his colleagues in general 
practice. It was part of the case that he did this 
without warrant of truth or public policy, and it was 
proposed to bring due proof of all allegations. Indeed, 
the facts were not in dispute. It will be noted that 
this was not a case of canvassing or advertisement 
but one of alleged unprofessional conduct in vilifying 
colleagues in speech and in the public press. It was 
a test-case covering questions which “have not 
hitherto been brought before the G.M.C. Never- 
theless, the council never had an opportunity to 
pronounce upon it. It was decided by the penal 
cases committee, and the decision notified to me, 
during an interval between meetings of the council. 
The decision was that the case should not be allowed 
to go forward. The mere fact that a test-case of 
this sort, a case arising out of circumstances which 
were unheard of when the council was formed, should 
be turned down by a committee without the council’s 
knowledge or approval goes far to discredit the 
G.M.C. and to justify the views of the Medical 
Practitioners’ Union. 

But the case has not been without result. The 
eminént person has been very quiet of late, and other 
eminent persons seeking a cheap notoriety by slander- 


- cylinder itself. 


kd 


THE LANCET] 


ing the general practitioner have been much more 
silent. Should there occur any fresh example of like 
unprofessional conduct, there need be no doubt that 


‘it also would be brought before the G.M.C. if it could 


be properly proved. No one supposes that a barrister 
or other professional man who publicly slated his 
colleagues would be protected by his professional 
organisation and one hopes that the G.M.C. would 
abandon their present attitude to such matter. 
I am, Sir, yours faithfully, 
Sevenoaks, Kent, Jan. 20. GorpDon Warp. 


THE “IRON LUNG’? 


Sır, —In your issue of Dec. 24 last Sir Leonard 
Hill points out that when Drinker’s “iron lung” 
was brought to this country in 1930, and purchased 
by a manufacturer, in accordance with medical 
custom patents were not taken out. It should not 
be forgotten however that three American patents 
had already been granted to Philip Drinker. In 
1935 the licencees under the patents brought an 
infringement suit against a second firm which had 
begun to manufacture similar mechanical respirators 
in 1931 (Rossman, J., Science, 1935, 82, 221). This 
action at law failed, and the patents were declared 
invalid on the ground that all the claims of the 
patents had been anticipated by earlier publications. 

Sir Leonard states that the various modifications 
of the machine introduced into England in 1930, 
including the one being presented by Lord Nuffield, 
are all “on Drinker’s principle and in justice to 
him should be referred to as Drinker respirators.” 
Whilst it is true that Prof. Drinker produced a service- 
able machine at a time when it was greatly needed, 
the credit for the first application of the underlying 
principle to a successful mechanical respirator belongs 
not to him but to the late Dr. Woillez, whose 
“ spirophore ” was invented in 1876 and described 
by him to the Académie de Médecine on June 20 
of that year. It consisted essentially of a steel 


The spirophore closed. 


cylinder enclosing the body of the patient, a rubber 
collar round the neck providing an air-tight seal. 
The hand-operated pump was incorporated in the 
The machine promptly earned a 
silver medal at an exhibition of life-saving devices 
at Havre. In spite of the persistent desire of the 
maker of the apparatus, Dr. Woillez refused to patent 
his invention. “*‘ Idée,” remarks a recent com- 
mentator, ‘‘ bien française et nullement américaine ” 
(Woillez, A., Dull. Acad. Méd. Paris, 1938, 119, 82). 
At a later date, a similar apparatus was for a long 
time in use at Strasbourg. 
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I do not seck in any way to belittle the part played 
by Prof. Drinker in the development of the modern 
“iron lung,” but if we are to acknowledge that the 
credit for the introduction of the principle belongs 
to any one man, then we must undoubtedly award 
that distinction to Woillez. If an eponymous 


The spirophore open, 


classification of mechanical respirators be deemed to 
be inevitable, all variants of the spirophore (such as 
those of Drinker, Emerson, and Both) should in 
future bear the name of Woillez in addition to that 
of their immediate inventors. 

I am indebted to Prof. C. Achard for permission 
to reproduce the accompanying illustrations from the 
Bulletin de VAcadémie de Médecine. 

l am, Sir, yours faithfully, 
C. L. G. Pratt, 


Department of Physiology, University of Oxford, Jan. 21. 


MULTIPLE ANAESTHESIA 


Stmr,—Dr. Blair Gould takes us to task for using 
an unjustifiably complicated technique. Our justi- 
fication lies in our results, which are better than we 


can show with any other form of inhalation anæs- 


thesia. For example, of 47 consecutive tonsillec- 
tomies anæsthetised by the usual methods, 28 
vomited ; of 45 anæsthetised by the method we have 
described, 6 vomited. It is inconceivable that a drug 
which is as toxic as Dr. Blair Gould would have us 
believe should leave the patient with so little evidence 
of harm. 

As to complexity, we discover the residents have 
used the method on several occasions with complete 
success. If Dr. Blair Gould will try the technique 
for himself, and visit his patients afterwards, we feel 
he will be less satisfied with his present methods. 

We are, Sir, yours faithfully, 


RoxarD J. B. BROAD, 
GEOFFREY ORGANE. 
Westminster Hospital, Jan. 23. 


PLACENTAL BLOOD FOR TRANSFUSION 


Sır, —I was interested to read Dr. Howkins and 
Dr. Brewer’s paper in your last issue, because recently 
I conducted similar experiments with placental blood 
while working at the Royal Northern Hospital, 
London, and arrived at the same conclusion—viz., 
that the technique was too laborious to be of general 
practical value. 

I took blood from the end of the cord, according 
to the method suggested by Goodall, Anderson, 
Altimas and MacPhail, and also with a three-way 
syringe from the umbilical vein. The latter method 
gave slightly better results as regards sterility, but 
the quantity of blood tended to be less. I took all 
the specimens myself and found that, after the first 
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few cases, sterility was almost 100 per cent., both to 
aerobic and anaerobic culture. The amounts of 
blood obtained were much the same as those of 
Howkins, and were considerably less than those 
mentioned by Goodall. ; 
' As for the preservative solution I also found 
that unreliable, and when I was in Moscow last 
summer I discovered that it was unknown there ; 
if they use a preservative at all it is a 5 per cent. 
(sometimes 10 per cent.) solution of sodium citrate. 
In the Ukraine placental blood is actually used for 
transfusions, although most blood is obtained from 
voluntary donors as in London. They do not always 
use the blood immediately, as we do, but it is never 
kept longer than five days because of the demand. 


Mild reactions are fairly frequent, but severe ones, 


with rigors and so on, are uncommon. 
I am, Sir, yours faithfully, 
Albion Mews, W.2, Jan. 23. G. DALLEY. 


PROPHYLAXIS WITH, SULPHANILAMIDE 


Smr,—In your issue of Jan. 14 Dr. Reginald 
Lightwood raises a query as to the possibility of 
damage to the hemopoietic system of the foetus 
from the prophylactic use of sulphanilamide or 
M. & B. 693. 

It is true that the foetus will have a fairly high 
concentration of sulphanilamide in its blood during 
labour, since H. L. Stewart and J. P. Pratt (J. Amer. 
med. Ass. 1938, 16, 1456) found that the amount 
of sulphanilamide was approximately the same in 
maternal and cord blood; but this will usually be 
for a matter of hours only and the concentration will 
fall rapidly after birth. The amount of sulphanil- 
amide which the baby will get from the milk during 
the following days will be very small indeed—some- 
thing in the order of 0-02-0-06 g. in 24 hours (Stewart 
and Pratt; S. S. Pinto, J. Amer. med. Ass. 1938, 
21, 1914). 

Mr. Bryan Williams in a paper read before the 
North of England Obstetrical and Gynecological 
Society reported on the prophylactic use of Prontosil 
album in 257 cases, and in a personal communication 
to Dr. L. Colebrook stated that no toxic effects were 
observed in any of the babies. I agree that a careful 
watch should be kept for any toxic signs in the baby, 
but I think it is unlikely, from a consideration of the 
above facts, that any will occur. 

I am, Sir, yours faithfully, 
EpwaRD D. HOARE. 


Qucen Charlotte’s Hospital Research Laboratories, 
Ravenscourt Square, W.6, Jan. 23. 


OXYCEPHALY 


Sir —May I clarify the point which Dr. Ferriman 
raises in his interesting letter in your issue of Jan. 14 ? 
He wishes to know whether my histological findings 
in the case of oxycephaly, recently recorded in your 
columns, support the hypothesis of Park and Powers. 
These authors consider that oxycephaly is due to 
absence of the limiting activities of the suture lines 
in the membrane bones of the skull, a fact of which 
I was not aware when reporting these sections. My 
findings appear strongly to support this view. In 
describing the microscopic appearance of the bones 
of the skull, I said that ‘‘ there was considerable 
evidence of osteoblastic activity to indicate that 
bone formation was proceeding briskly.” I did not 
intend to imply that this process exceeded the normal 
rate of bone formation in the fetal skull at term. 
There was certainly no evidence of ‘‘ vicious or 
pathological excess’? of bone formation at the 
“sutures.” As regards the vascularity of the bone, 
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there did not seem to be much difference between 


the normal fœtal and the oxycephalic skulls. 


It seems possible that a study of oxycephaly, at 
first sight merely a repulsive deformity, may shed 
some light on the process of normal joint formation 
and the mechanism which controls the growth of 
bones. I am, Sir, yours faithfully, 

R. S. HANDLEY. 


Bland-Sutton Institute of Pathology, Middlesex 
Hospital, London, Jan. 19. 


LEPROSY 


Sm,—In a review of my book on leprosy in your 
issue of Jan. 14 (p. 96) you allude to my denial of 
the successful infection of experimental animals with 
the human leprosy bacillus. Unfortunately that part 
of the book had already been written before reports 
about hamsters came in. As a matter of fact, we 
cannot yet say that leprosy can be transmitted in a 
progressive form to experimental animals, though we 
hope that the difficulties will soon be overcome. 
Dr. Adler, in Jerusalem, has still failed to transmit 
the disease beyond the second series of hamsters, or 
at least he had at the end of August when I visited 
him and saw his work. " 

I am, Sir, yours faithfully, 
| E. Murr, 
Medical Secretary, The British Empire 


Leprosy Relief Association. 
London, W.1, Jan. 18. PASER 


THE FEET OF THE INDUSTRIAL WORKER 


Srr,—Mr. Cochrane in his letter of Jan. 7 elucidates 
most clearly the many factors which contribute to 
foot-strain. He then says: “It is not possible, so 
bad are man’s sensory impressions, to attain the 
fully erect position of the body without training of 
a special kind . .. All the detail for the physical 
restoration of these people—by rehabilitating rest 
to recover lost tone, by re-education in correct | 
breathing and voluntary control of the trunk and 
abdominal muscles—are well known and practised 
by orthopdists. It is a complete art in itself, 
this correction of faulty use of the body ... Let 
us unite to cure the ‘chronic case’ by the practice 
of real orthopedics.” 

Whilst in complete agreement with Mr. Cochrane’s 
views on the subject may we hope that he would 
agree with us in thinking that the special work of 
re-education (which comes nearer to “ teaching ” 
than ‘‘ treating ”) can be undertaken by practitioners 
specially trained in this work—namely, the members 
of the Chartered Society of Massage and Medical 
Gymnastics? Members of the Chartered Society 
have for many years been foremost in demonstrating 
the value of corrective exercises and by reason of the 
fact that they work in close coöperation with doctor 
or surgeon are in a position to exercise the ‘‘ complete 
art” which Mr. Cochrane most justly recognises, 
with fullest advantage to the patient concerned. 

I am, Sir, yours faithfully, 
L. D. BAILEY, 


Chairman of the Council, The Chartered Society 
of Massage and Medical Gymnastics. 


Tavistock House, Tavistock Square, W.C.1, Jan. 17. 


« . . The idea that publicity is disreputable has 
to be scotched. No public activity outside the Secret 
Service can to-day fully secure its ends unless it equips 
itself with efficient arrangements for interpreting to the 
public its objects and the measures taken to secure them. 
That is an essential and an honourable part of the job.” 
—Sir STEPHEN TALLENTS reported in Birmingham Posi, 
Jan. 19, 1939. 
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HERBERT HENRY WOOLLARD 
M.D. MELB., D.SC. LOND. AND MELB., F.R.S. 


THE sudden death of Prof. Woollard on Jan. 18, 
at the early age of 49, came as a shock not only to 
his friends but to all those who are concerned with 
the development of anatomical teaching and research in 
this country. Itis not easy to assess his work briefly ; 
but his contributions to anatomy, direct and indirect, 
were so notable that it is at least some consolation 
to reflect on some of his achievements. 

Herbert Henry Woollard was a product of Melbourne 
University where he took his medical degree in 
1910. He played an active part in the late war, 
and attained the rank of a lieut.-colonel in the 
Australian army medical service. After the war 
he came to England with a view to working for the 
fellowship of the Royal College 
of Surgeons, and for this 
purpose entered on a course of 
studies at University College, 
London. It was in this way that 
he came under the inspiring 
influence of the late Sir Grafton 
Elliot Smith, an influence which 
was destined to make him 
completely alter his plans. For 
after passing the primary fellow- 
ship examination he decided to 
take up the study of anatomy 
as a scientific career, and to this 
end he was appointed a demon- 
strator of anatomy at Uni- 
versity College. 

Woollard immediately threw 
himself with all his energy into 
his work, and although he was 
at first involved in a considerable 
amount of routine teaching 
(because of.a temporary short- 
age of teaching personnel), he 
was soon producing original 
work of a very high standard. 
His association with Elliot Smith 
naturally directed his attention 
first to comparative neurology and the comparative 
anatomy of the primates, and this interest is reflected 
in some of his earlier papers. His monograph on 
Tarsius was outstanding for its detailed analysis of 
the macroscopic and microscopic structure of this 
remarkable animal, and it had a considerable influence 
on the interpretation of its position in primate 
phylogeny. Other publications of a similar nature 
dealt with the cerebral cortex of Tarsius, the brain 
of Orycteropus, the geniculate bodies of lemurs, and 
the retina of primates. All these papers were 
distinguished by an originality of approach, and by 
an insistence on the functional significance of structural 
variations. It is probably true to say, however, that 
Woollard was never quite satisfied with descriptive 
studies of this kind, and that he realised from the 
start of his career that anatomical problems must 
be attacked by experimental methods in order to 
attain results that can in any way be regarded as 
final and conclusive. 

This attitude of mind was further developed during 
the year which Woollard spent at the Johns Hopkins 
school of anatomy in America as a fellow of the 
Rockefeller Foundation. Here he came into close 
contact with a number of American anatomists who 
at that time were using and developing experi- 


mental techniques in many different directions, 
and he himself became established as essentially 
an experimental anatomist. As the result of his work 
in the States he completed three highly important 
papers—one on the development of the limb arteries 
as demonstrated by the micro-injection of living 
embryos, one (with Wislocki) on the phagocytic 
activity of hemal glands, and another on vital 
staining of the meninges. In this last it was shown 
that the mesothelial cells of the pia-arachnoid are 
capable of being transformed under conditions of 
irritation into freely mobile macrophages. 

On his return from America Woollard continued 
his work at University College, and in 1927- he was 
appointed assistant professor. At this time some 
of his best research-work was accomplished, dealing 
with the innervation of the heart and blood-vessels, 
and with the degenerative 
changes associated with beri- 
beri: He acquired a very high 
degree of skill in the application 
of the difficult technique of 
vital staining with methylene- 
blue, and he used this method to 
great effect in his study of nerve 
terminals. He also published 
in 1927 his “ Recent Advances 
in Anatomy.” More than any- 
thing else this book has been 
responsible for stimulating a 
progressive development in ana- 
tomical teaching and research 
in this country. The static 
type of anatomy which had 
. become traditional: appeared 
sterile as regards any future 
development, and in its applica- 
tion to the medical curriculum 
it had come to surpass the 
bounds both of expedience and 
decency. ‘‘ Recent Advances ” 
called vigorous attention to the 
vitality of anatomical science 
in other countries (particularly 
the United States), and demon- 
strated that as a means of approaching problems of 
structural organisation, the methods of experimental 
anatomy offer unique opportunities. Woollard’s 
influence made itself felt by several of his con- 
temporary colleagues, and it can be truly said that 
he was responsible for initiating a movement to 
reorientate and revivify anatomy, a movement which 
is just now, at the time of his death, beginning to 
gather in momentum. 

In 1928 Woollard was appointed to the chair of 
anatomy at Adelaide University. Two years later, 
however, the chair of anatomy at St. Bartholomew’s 
Hospital medical college became vacant, and his 
appointment to this position brought him back 
once more to England. It is interesting to recall 
that his appointment was viewed with apprehension 
in some quarters, on the ground that since he had been 
so prolific in research he would therefore not be 
likely to be interested in, or give due attention to, 
his duties of teaching and departmental organisation. 
But this fear was entirely unfounded. His critics 
had little realised the extent of his energies and his 
conscientious attitude towards his routine duties. 
He had accomplished his extensive programme of 
research not by neglecting his other duties but 
by putting in about twice as much work in twenty- 
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four hours as many of his fellow anatomists. He 
spared himself not at all, and at one time in his career 
it was unusual for him to leave his laboratory before 
midnight. His industry and tirelessness were amazing, 
more especially in one of not too robust a physique. 
Asked how he came to have so good a knowledge of 
German (he was the author of “ The Scientific Basis 
of Anatomy ”—an English version of a German book 
on the Philosophy of Anatomy) he replied that he 
had never lived in Germany ; yet on being challenged 
he proceeded to read at random from a German 
technical book, translating as fast as he could speak. 
He had mastered the syntax and written word, without 
any aid but his intelligent use of textbooks and a 
dictionary, when faced by the necessity of undertaking 
the translation of the Philosophy. 

The appointment at Bart’s was an unqualified success. 
Not only did Woollard distinguish himself by the 
stimulating character of his teaching and his powers 
of organisation, but he proved himself to be an ideal 
collaborator with his clinical colleagues. The latter 
were not slow to recognise his qualities, and continually 
sought and received his advice and help in all problems 
which had an anatomical reference. Anatomy meant 
to him appreciation of function as well as of structure : 
he regarded radiological apparatus as an essential 
part of his equipment, and the teaching of minute as 
well as naked-eye structure as the province of the 
anatomist. Although he was one of the pioneers 
of the scientific and academic outlook in anatomy 
he had formulated his objective before he became a 
teacher and while he was still in medical practice, 
and thus arose the interesting paradox that the man 
who was feared by examination candidates because 
of his “scientific ” outlook was the very man who 
really knew what was most appropriate for medical 
students in the ancillary subjects. The student 
who knew his ordinary anatomy reasonably well and 
understood something of its application to modern 
surgery had nothing to fear from him, no matter 
what form the actual examination might take. 
“In many years of examining,” a colleague says, 
“I have never met so quick and accurate, and yet 
so generous an assessment of a candidate’s abilities 
and potentialities.” 

When he finally left St. Bartholomew’s on an 
invitation to the chair of anatomy at University 
College (which had become vacant on Elliot Smith’s 
death), Woollard left behind him a permanent 
memorial in the magnificent new department, of 
anatomy which he was responsible for planning and 
equipping. He quickly rose to the executive of 
any institution he served and at Bart’s as elsewhere 
his intense interest in the medical college, his loyalty, 
and his administrative gifts brought him power which 
he used with vision and discretion. 

Woollard’s appointment to University College in 
1936 was welcomed by all his colleagues as ‘appro- 
priate, and indeed inevitable. He rapidly collected 
in his department a small band of enthusiastic and 
devoted workers who engaged themselves in several 
productive lines of research under his direction and 
guidance, and it became evident that University 
College was likely in the future to uphold its reputa- 
tion as a breeding-ground of anatomists. As regards 
his own research, Woollard now concentrated his 
attention mainly on problems of peripheral sensation. 
He had for some years been using himself as an experi- 
mental subject and aimed at correlating the distribu- 
tion of different sensory spots in his own skin with 
different morphological types of nerve-ending. It 
is a tribute to his enthusiasm for his research that 
this method of experimentation involved not a 
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little personal discomfort in the numerous small but 
painful operations which he permitted to be carried 
out on himself, in order to obtain material for histo- 
logical study. In 1936 and 1937 several papers were 
published recording the results of these observations, 
and in 1938 the importance of his work was recognised 


‘by his election to the Royal Society. 


It was just at this stage of his career that Woollard 
died. He himself was in the middle of a compre- 
hensive and systematic programme of research, a 
number of junior members of his staff were being 
effectively trained by him in methods of teaching 
and research, and his flourishing department showed 
every sign of developing into an even more dis- 
tinguished centre of anatomy. It is no wonder that 
his colleagues and those who are interested in medical 
education in London feel shocked at the loss which 
they have sustained. 

We owe much of this record to Prof. W. E. Le Gros 
Clark, who writes in conclusion: ‘‘ Woollard was 
one of those men who for weeks and months on end 
give all the energy of which a human being is 
physically capable to sheer hard work. He worked 
continuously, for his students and demonstrators, 
for his department, for his school and university, 
and for the subject which he represented so effectively. 
Only his most intimate friends knew that during the 
last two or three years he was often working against 
almost intolerable odds. He himself suspected 
cardiac trouble because of the acute anginoid pain 
which attacked him from time to time, and his 
suspicions were shown to be well justified at his death. 
Yet the physical and mental strain that were thus 
imposed upon him did nothing to deter Woollard 
from fulfilling his duties to the utmost. We mourn 
a colleague of singular nobility and tenacity of 
purpose, and a friend of a most lovable character.’’ 
Others speak of his brilliance in conversation— 
his rapidity in attack and his ready repartee— 
and his generosity to other people’s labours: ‘if 
their work was genuine scientific work, a seeking 
after truth, he would regard it, however small an 
effort, as quite as important as anything he had ever 
done himself.” 

Thinking of him first as a teacher, a close associate, 
Prof. John Kirk, recalls that like his great predecessor 
at University College, Woollard believed that the 
teacher’s duty was not so much to reiterate the 
facts which were already made abundantly plain to 
every zealous student in the laboratory and dissecting- 
room, but to emphasise the interpretation of these 
facts and to give the student a true understanding 
of the processes which had brought structure to its 
final form, perfectly adapted for its destined function. 
“It was little wonder, then, that so many of his 
students entered into their heritage and were able 
to grasp the significance of anatomy as a science 
as well as a vital part of the medical curriculum. 
Like all true scientists Woollard was a tireless worker 
because he loved his work, and he was a stimulating 
teacher because his lectures were fresh and replete 
with his own thought and inquiry which ranged from 
the heart to the periphery of his subject. 

“ His memory of things which he had seen and heard 
and read,’ adds Prof. Kirk, ‘‘ was remarkable. 
In his research-work he was in excelsis. His own 
personal output as well as that to which he inspired 
others who worked under his suggestion and guidance 
was enormous. It was never work merely for work’s 
sake but always the response to some problem which 
cried out for solution and which would provide the 
key to a better understanding of physiological or 
pathological processes. Terra cognita and regional 
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anatomy which had already been explored and 
mapped in detail made little appeal to his fertile 
mind. It was the circumference of the ever-widening 
circle of anatomical and physiological knowledge 
which attracted him and for which he spread around 
him a contagious enthusiasm. 

“ The title of his well-known publication ‘ Recent 
Advances in Anatomy’ was typical of the man and 
no one could have done it better. In his private 
room at University College there hung a translation 
of Pavlov’s Bequest to the Academic Youth of his 
country, dated Feb. 27, 1936 :— 

Perfect as is the wing of the bird it never could 


raise the bird up without resting on air. Facts are 
the air of a scientist. Without them you never can 
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fly. Without them your ‘theories’ are vain efforts. 
But learning, experimenting, observing, try not to 
stay on the surface of the facts. Try to penetrate 
to the secret of their occurrence, persistently search 
for the laws which govern them. Be passionate in 
your work and your searchings. 


This was Woollard speaking as well as Pavlov. It 
is not surprising, therefore, that at the comparatively 
early age of 49 years he had lived a life so fruitful 
in its results and so useful to his fellows. Those 
of us who were privileged to enjoy his friendship and 
leadership feel a loss which cannot be put into words 
and our deep and understanding sympathy is with 
the inner circle in the home where as husband and 
father he is missed most of all. 


MEDICAL NEWS 


University of Oxford 


On Jan. 19 the degree of B.M. was conferred on 
S. Durham and J. E. Duffield. 

Dr. B. G. Maegraith has been elected dean of the medical 
school for four years. 

The degree of M.A. was conferred by decree on Dr. 
A. H. T. Robb-Smith, Nuffield reader in pathology. 


University of Cambridge 
On Jan. 21 the following degrees were conferred :— 


A M.A.—W. S. Feldberg (university lecturer in physiology). 
M.B., B.Chir.—E. P. Jowett, W. R. Gavin, R. H. 
Wiliams, Joun TN ALEON, G. H. Evans, E. S. Dismorr, E. oF 


M. McC. Wilson (by proxy) 3, H. L. Porter, A. G. H. Clay, 
John Clutton-Brock, hillips, B. M. Wright, J. R. 
Bignall, B. R. Bray, M. E. MOTA, F M. Wilkin, G. A. Fowler 
G. C. Pritchard, Derek Russell-Davis, C. H. C Dent, and 
T. G. S. ae: 

M.B.—C. E. Elliott and R. G. Bickford. 


Society of Apothecaries of London 

At recent examinations the following candidates were 
successful :— 

Surgery.—N. B. Eastwood, J. B. Headley-Blythe, and R. 


Rowlandson. 
Medicine.—H. B. O. Cardew, E. M. E. Decottignies, N. B. 


Eastwood, V. W. J. Hetreed, and E. S. Nicholson. 

Forensic Heiene: —H. B. O. Cardew, E. M. E. Decottignies, 
N. B. Eastwood, V. W. J. Hetreed, and E. S. Nicholson. 

Midwifery. —N. D: Desai, M.C. Mair, J. C. Scott, E. A. Spouse, 
and P. P. Vaidya. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery : H. B. O. Cardew (Guy’s), E. M. E. Decottignies 
(King’s Coll. Hosp.), J. B. Headley-Blythe (Bart.’s), 
V. W. J. Hetreed (St. Mary’s), E. S. Nicholson (Oxfd and 
Guy’s), and R. Rowlandson (Camb. and Guy’s). 


University of Wales 

At recent examinations at the Welsh National School 
of Medicine the following candidates were successful :— 

D.P.H. 

Part II —Jennet Evans, Anne E. M. Herbert, and Mary M. M. 
Llewellyn. 
International Congress of Comparative Pathology 

The fourth International Congress of Comparative 
Pathology will be held in Rome from May 15 to 20. 
Further information may be had from the hon. secretary 
of the British national committee, Mr. Fred Bullock, 
LL.D., 9, Red Lion Square, London, W.C.1. 


Royal Institution of Great Britain 


On March 10, at 9 P.M., Prof. E. D. Adrian, F.R.S., will 
deliver a Friday evening discourse at the Royal Institution, 
21, Albemarle Street, London, W.1. He will speak on 
the development of the sense of hearing. 


Hunterian Society 

On Thursday, Feb. 9, at 7.30 P.M., this society will 
hold its annual banquet to commemorate the anniversary 
of the birth of John Hunter. It will take place at the 
May Fair Hotel, Berkeley Street, London, W.1, and the 
Lord Mayor of London will be present. 


The title of Mr. Sampson Handley’s Hunterian 
oration, to be delivered before the Royal College of 


- Surgeons at 4 P.M. on Fob: 14, will be Makers of John 


Hunter. 


Course on Industrial Hygiene 


A short intensive course on industrial hygiene, including 
industrial physiology and medical industrial psychology, 
will be held at the London School of Hygiene and Tropical 
Medicine, Keppel Street, W.C.1, from Feb. 6to 17. Further 
information may be had from the secretary of the school. 


Postgraduate Courses in Germany 


International postgraduate courses in the various 
specialties will be held in Berlin, Vienna, Hamburg, 
Cologne, Munich, and other medical centres during 1939. 
Further particulars may be had from the bureau of the 
Berliner Akademie für ärztliche Fortbildung, Robert Koch 
Platz 7, Berlin, N.W.7. 


Medical Society of Individual Psychology 

The annual dinner of this society was held at the 
Florence Restaurant on Jan. 19, with Dr. Hy C. Squire 
in the chair. Prof. John Macmurray, who proposed the 
toast of The Society, asked his hosts why they called 
themselves ‘‘individual psychologists,” for Adlerian 
theory always laid stress on. the social character of human 
motives and behaviour. He thought the fundamental 
humility and’ broadmindedness which were its tenets 
created a favourable atmosphere for an association of 
people who were capable of making, a stand against 
sectarianism and were willing to envisage a modification 
of views they had hitherto held. He felt that this attitude 
was of fundamental importance today, for we were part 
and parcel of a sick world and the centre of the trouble 
was always psychological. We were living in a period 
of scientific development in human relations with one 
another and the only solution to our troubles lay in that 
field. Yet we resolutely turned our eyes away from any 
question of changing ourselves and insisted that the 
difficulties lay in the external world. At the beginning 
of the “ Contrat Social ° Rousseau said he would take men 
as they are and societies as they ought to be. We were 
still saying the same today. But what was society, Prof. 
Macmurray asked, but people in relation to each other ? 
He often heard it said that all our troubles were economic 
but why should economics be considered an objective 
science governed by inexorable laws ? Was it not really 
a study of human behaviour in one particular field ? The 
real problem of our world was the rational ordering of 
personal relationships and if we did not solve it our 
civilisation would be thrown on the scrap-heap. He 
thought that the society was peculiarly fitted to help in 
this task and he wished it long life and prosperity. The 
Chairman, who said he rose as a simple squire among 
professors and dukes, replied for the society, and Dr. 
Alexander Sandison welcomed the guests in a witty and 
graceful speech. Mr. Ashley Dukes, who replied, confessed 
(without inhibition) that he enjoyed after-dinner speaking 
enormously, and proceeded to delight his audience and 
himself. 
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Medical Cruise to Egypt 


The Bruxelles Médical is arranging a cruise to Egypt 
and Upper Egypt at Easter this year. The tour will leave 
Marseilles on March 31. Further information may be had 
from the secretariat, 89, Boulevard Adolphe Max, 
Brussels. 
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Naval Medical Compassionate Fund 

At a quarterly meeting of the directors of this fund, 
held on Jan. 20 with Surgeon Vice-Admiral P. T. Nicholls, 
medical director-general of the Navy, in the chair, the 
sum of £126 10s. was distributed among the several 
applicants. 


Hospital Management 


The Royal Sanitary Institute is arranging a duaan 
on some problems of hospital management, to be held 
at 90, Buckingham Palace Road, London, S.W.1, on 
Tuesday, Feb. 14, at 5.30 p.m. Dr. Andrew Topping 
will be the first speaker and Dr. Thomas Orr will take the 
chair. 


Imperial Social Hygiene 


The ninth Imperial Social Hygiene Congress will be . 


held in London at B.M.A. House, Tavistock Square, 
W.C.1, from July 10 to 14. The preliminary programme 
includes an inaugural address by the Rt. Hon. L. S. 
Amery, M.P., the president, on progress in social hygiene, 
1937-39. Others taking part in the meeting will 
include Sir Ronald Storrs, Lord Horder, and Sir Arthur 
MacNalty. 


Society of Public Analysts 


The next meeting of this society will be held jointly 
with the food group of the Society of Chemical Industry 
on Wednesday, Feb. 1, at 8 P.M., in the rooms of the 
Chemical Society, Burlington House, Piccadilly, London, 
W.1. Prof. J. C. Drummond, D.Sc., Dr. R. A. McCance, 
Prof. H. D. Kay, D.Sc., and Prof. E. C. Dodds will speak 
on the analysis and differentiation of the composition of 
iron, phosphorus, and calcium compounds in respect of 
nutritional requirements. 


Swiney Prize 


The Swiney prize for 1939 has been awarded to Prof. 
John Glaister, regius professor of forensic medicine in the 
University of Glasgow, and Prof. J. C. Brash, professor of 
anatomy in the University of Edinburgh, for their book 
on Medico-legal Aspects of the Ruxton Case. The prize 
is offered every five years, for the best published work on 
medical or general jurisprudence alternately, and the 
award is made by a joint committee of the Royal Society 
of Arts and the Royal College of Physicians. 


A Course at Jena 


In conjunction with the institute of scientific micro- 
scopy and applied optics of Jena University, the firm of 
Carl Zeiss of Jena are organising from March 27 to 
April 1 a course of microscopy, microphotography, 
microcinematography, micromanipulation, and lumines- 
cence microscopy, and also in absolute colorimetry, 
interferometry and spectral analysis, with particular 
reference to medical and biological work. A detailed 
programme may be had from Carl Zeiss (London) Ltd., 
Mortimer House, Mortimer Street, W.1. 


The Cancer Bill: a Deputation 

In the course of consultations he is carrying on with 
bodies interested in the Government’s Cancer Bill, Mr. 
Walter Elliot, the Minister of Health, conferred on Jan. 19 
with a deputation from the Royal College of Surgeons. 
The members were Mr. Hugh Lett (president), Prof. 


G. Grey Turner and Prof. R. E. Kelly (vice-presidents), - 


Sir Cuthbert Wallace, Prof. G. E. Gask, and Sir Charles 
Gordon-Watson, and they presented a memorandum 
drawing special attention to the necessity for early and 
accurate diagnosis of cancer, increased facilities for the 
training of radiotherapists, the establishment of a national 
cancer institute, and the appointment of an advisory 
committee on cancer. The Minister informed the deputa- 
tion that he had already decided to appoint a special 
subcommittee of his medical advisory committee to 
advise him on the subject of cancer, 
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Nursing and National Service 

The Central Emergency Committee for the Nursing 
Profession, recently appointed by the Minister of Health, 
is now established in an office at Romney House, Marsham 
Street, London, S.W.1. Nurses who have already. 
registered for emergency service with the College’ of 
Nursing will have their forms sent on to the committee. 


London Scientific Film Society 


‘This society is now half way through its first season 
and has shown films ranging over many scientific subjects 
from biology to engineering. Particulars and provisional 
programmes may be had from the secretary at 28, Hogarth 
Road, S.W.5. 


MEDICINE AND THE LAW 


Swab-counting 


Is the counting of the swabs used during a surgical 
operation the exclusive responsibility of the operating 
surgeon? The existing uncertainty is likely to be 
cleared up when the Court of Appeal gives judgment 
in the case of Mahon v. Osborne (in which the Medical 
Defence Union is concerned). At the Manchester 
assizes, before Mr. Justice Atkinson and a special 
jury, Mrs. Mahon succeeded in obtaining over £600 
damages against Mr. Osborne, resident surgeon at 
the Park Hospital, Davyhulme, in respect of the 
death of herson. The patient underwent an operation 
in the hospital for abdominal trouble. Subsequently 
a second operation showed the presence of a swab 
left in the body. It was beyond dispute that this 
caused the patient’s death. The mother sued not 
only the surgeon but also the nurse who assisted in 
the operating-theatre for damages for their alleged 
negligence. The jury found that the nurse was not 
negligent; she was therefore dismissed from the 
proceedings and was not concerned in the appeal. 
As for the surgeon, there was evidence that he had 
conducted 600 or 700 abdominal Operations, that he 
was most able, careful, and conscientious in his work. 
There was evidence too of the elaborate system of 
counting swabs during operations at the hospital ; 
they were carefully checked before and after each 
operation ; this was the first accident of its kind at 
the hospital where some 3000 abdominal operations 
had been conducted since 1935. Nobody was able 
to say that the system was a bad one. Counsel for 
Mr. Osborne insisted that, if the operating surgeon 
has himself to make sure that every swab has been 
removed, the only way is to search the entire abdomen 
—a course which would prolong the operation and 
endanger the patient’s life. 

Whatever the result of the appeal it is clear that 
the surgeon’s position has been appreciated by the 
tribunal. ‘‘ What you are saying,” remarked Lord 
Justice Scott to Mr. Osborne’s counsel, ‘‘ is that the 
total duty to a patient in an operation of this kind 
must necessarily—if the surgeon is to give the requisite 
attention to the operation—be divided between him 
and the nursing staff, and the duty of ensuring that 
every swab is removed rests primarily upon the 
nursing staff ? ” Counsel agreed. ‘‘ And this division 
of duty,” continued the Lord Justice, ‘even if it 
leaves the occasional possibility of tragedy, is still 
in the interests of the patient?’ Counsel agreed 
again. It was argued for Mr. Osborne that the real 
issue in the case was whether he made a reasonable 
search for swabs, and that there was no evidence 
upon which the jury could find that the surgeon 
did not make a reasonable search. Lord Justice 
Goddard, however, was by no means satisfied that 
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the trial judge would be right in leaving to the jury 
the question whether the operating surgeon made a 
reasonable search. Ifacompetent and careful surgeon 
followed a recognised system, where was his failure of 
duty ? On behalf of Mrs. Mahon it was simply said 
that it was the duty of the operating surgeon who 
inserts swabs to remove them; if a swab. was after- 
wards found to have been overlooked, the fact was 
obvious evidence of negligence. Lord Justice Scott 
made the comment that, on the cases cited to the 
court, this was an overstatement of the legal position. 
Asked by Lord Justice Goddard if he contended that 
the subsequent discovery of a swab was conclusive 
evidence of the surgeon’s negligence, Mrs. Mahon’s 
counsel answered ‘‘ No; but it is prima-facie evidence 
of negligence for him to answer.” At an earlier 
stage Lord Justice Scott had said that the facts 
indicated an almost certain inference that an extra 
swab was put in with a swab to which a Spencer 
Wells clip was attached ; the surgeon did not know 
of it; when he removed all the swabs to which clips 
were attached, he was quite unaware that a swab 
had been left behind, because, though he might 
have touched it, he did not feelit. This “ might have 
happened without any negligence on the surgeon’s 
part.” The onus of proving negligence, after all, 
lay upon the plaintiff. 

The Court of Appeal has reserved judgment. The 
decision, when it is reached, will be of vital significance 
to both sides—to the surgeons who are entitled to 
know their liabilities before they attempt to practise 
their profession, and to the patients for whose health 
and life the surgeon must work with the greatest 
possible concentration during the shortest possible 
time. 


Medical Diary 


Jam. 30 to Feb. 5 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
WEDNESDAY. 
History of Medicine. 5 P.M., Dr. J. A. Nixon: Prisoners 
of War Released by Napoleon ‘at the Request of Dr. Jenner. 
Surgery, Medicine, Anesthetics. 8.30 P.M., Mr. J. B. 
Hunter, Dr. H. P. Himsworth, and Dr. J. T. Hunter: 
Surgery in Diabetic Patients. 
FRIDAY 
Otology. 10.30 A.M. (cases at 9.30 a.M.), Mr. W. Mill 
and Mr. W. M. Mollison : Modern Surgery of the Labyrinth. 
Laryngology. 5 P.M. (cases at 4 re T Bernard 
Johnson, Mr. T. E. Cawtborne, and Dr. A. L. Cogswell : 
Anæsthesiain Endoscopy. 

ASSOCIATION OF CLINICAL PATHOLOGISTS. 
SATURDAY.— 9.30 A.M. nations Hospital, Queen S 
London, W.C.1.), Dr. V. D. Allison, Dr. R. M. Fry, Dr. A. 

Signy, Dr. F. Camps, Dr. Sinclair "Miller, and Dr. L. E. H: 
W hitby : Diagnosis ‘and Treatment of Streptococcal and 
Pneumococcal Infections. Dr. N. Hamilton Fairley: 
Methemalbumin (Pseudo-Mecthemoglobin)—its Synthesis 
and Clinical Significance. Dr. E. R. Elkan: Xenopus 
Pregnancy Test. Afternoon, Dr. J. G. Greenfield, Dr. J.N. 
Cuniings, Dr. Janet Vaughan, Dr. Elkan and Dr. Allison : 
laboratory demonstrations. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8 P.M. (West London Hospital), clinico-pathological 

meeting. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROXOR COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 
DAY. Mr. H. T. Simmons: Relapse following 


WEDNESDAY. — 5S P.M., Mr. A. L. d’Abreu: Congenital Cysts 
of the Lung and Pleura. (Hunterian lectures.) 


INSTITUTE OF PSYCHO-ANALYSIS, 96, Gloucester Place, 


Choice of Cases. 


MONDAY.—5 P.M., 
Sympatbectomy. 


TUESDAY.—8.30 P.M., Dr. Denis Carroll : 


TAVISTOCK CLINIC, "Malet Place, W.C.1. 
MonDaY.—4.30 P.M, Dr. H. V. Dicks: 
Obsessions. 
THURSDAY.—1.30 P.M., Dr. T. W. Mitchell: 
Period. 


Compulsions and 


The Latency 
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a Oka: TOOT ORADUATI MEDICAL SCHOOL, Ducane 
oa 
Daily 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 
TUESDAY.—4.30 P.M., Dr. Izod Bennett: Nephritis. 
WEDNESDAY. —Noon, clinical and pathological conference 
ER 3 P.M., clinical and pathological conference. 
(surgical 4.30 P.M., Prof. J. Shaw Dunn : Nephritis, and 
Renal Changes in Hypertension. 


THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 


demonstration. 3.30 P.M., Mr. James Wyatt : Obstetric 
Emergencies. 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and ” ryntecolo .30 P.M., Mr. Watson 


Jones: Fracture Disloca ions and Other Injuries of the 


Joints. 
ST. GEORGE’S HOSPITAL, S.W.1. 


THURSDAY.—5 P.M., Dr. Anthony Feiling: 
demonstration. 


NATIONAL HOSPITAL, QUEEN SQUARE, W.C.1. 
MONDAY.—3.30 P.M., Dr. O. Hinds Howell: Poliomyelitis. 
TUESDAY.— 3.30 P.M., ’ Dr. J. Purdon Martin : Neurosyphilis(I). 
WEDNESDAY.—3.30 P. M., Dr. F. M. R. ‘Walshe: clinical 

demonstration. 
THURSDAY.—3.30 P.M., Mr. T. E. Cawtborne: Vertigo. 
FRIDAY.—Dr. Denny ‘Brown : Spinal Compression. 
Outpatient clinics daily at 2 P.M. 


HORM AL FOR SICK CHILDREN, Great Ormond Street, 


neurological 


THURSDAY.—2 P.M., Dr. Wilfred Pearson: The Pneumonias 
and their Treatment. 3 P.M., Mr. Eric Lloyd: Treatment 
of Paralysis due to Poliomyelitis. 

Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M. 

HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.1 
WEDNESDAY.—4 P.M., Dr. Saxby Willis: Blood-pressure. 
CENTRAL LONDON THROAT eee AND EAR HOS- 
PITAL, Gray’s Inn Road, WC. 
FRIDAY. —4 P.M., Mr. C. Gill- Rhee Chronic Otitis Media. 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1. 
The Physiological 


FRMDAY.—3.30 P.M., Sir Leonard Hill: 
Action of Methods used in Physical Medicine in the 
Rheumatic Diseases. 


LOD TON SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


TUESDAY.—5 P.M., Dr. J. E. M. Wigley : Tuberculosis Cutis. 
THURSDAY.—5 P.M., Dr. R. T. Brain: Electrotherapeutics. 
(Chesterfield lectures. ) 
FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SUNDAY.—ST. JOHN’S HOSPITAL, 5, Lisle Street, 
W.C.2, afternoon course in dermatology. (Open to non- 
members). —LONDON CHEST HOSPITAL, Victoria Park, E.2, 
Sat. and Sun. course in heart and lung diseases. 
LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M.—Dr. J. Burrow: 
Medical Diagnosis. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 


WEDNESDAY.—4.15 P.M. (Royal Samaritan Hospital for 
Women), Dr. Donald McIntyre: Uterine Tumours. 


Some Problems in 


Births, Marriages, and Deaths 


BIRTHS 


BrromM.—On Jan. 21, at Birchington, the wife of Dr. F. B. 
Byrom—a son. 

BYworTH.—On Jan. 22, at Stanmore, Middlesex, the wife of 
Dr. Harold A. Byworth—a son 

CLARKE.—On Jan. 17, at Royal Avenue, Chelsea, the wife of 
Dr. R. F. Clarke—a son. 


DEATHS 
EYRF.—On Jan. 4, at Whitstable, Kent, Charles R. B. Eyre, 


M.R.C.S., aged 58. 
PRA PI —On Jan. 23, William Aldridge Fraser, M.C., M.B. 
at Falmouth, Alexander Milne 


Ande, Of St. Albana. 

DENA OX —On Jan. 22, 
Henderson, M.D. Aberd., formerly of Highgate, London, 
in his &5tb year. 

HoOtU1BROOK.—On Jan. 19, at Hathersage, William Edward 
Houlbrook, M.R.C.S., J.P., aged 60. 

SINCLAIR.—On Jan. 23. Frederick Archibald Sinclair, M.B.Edin. 
of Jamaica, in his 78th year. 

WARRACK.— On Jan. 24, at Gravesend, James Stratton Warrack, 
T.D., M.D. Aberd., JH. 

WooLLARD.—On Jan. 18, at University College, London, 
Herbert Henry W oollard, M.D. Melb., F.R.S., aged 49. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Jlarriages, and Deaths. 
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Apsintmnents 


CLEMENS, KATHLEEN, M.B.Sydney, assistant bacteriologist 
in the pi public health laboratory, King’s College, Newcastle- 
on- 

‘COLEMAN YMARE, M.S. Lond., F.R.C.S., surgical registrar at the 
London Chest Hospital. 

ERSKINE-YOUNG, J. M., M.D. Lpool, D.P.H., assistant medical 
officer for Hove. 

Fromow, D. L., M.R.C.S., resident surgical officer at the Ingbam 
Infirmary, South Shields. 

GILLANDERS, A. D., M.B. Edin., resident medical officer at the 
City Isolation Hospital, Leicester. 

HoTsoN, JOHN, M.B. Edin., medical officer at the Babies 
Hospital, Newcastle-on-Tyne. 

JONES, D. J. M.B. Wales, D.P.H., district medical officer of 
health at Brecon. 

LINDAHL, J. » M.Chir. Camb., F.R.C.S., registrar in the ear, 
nose, and dtitront department of the London Chest Hospital. 

OLDFIELD, JOSIE M., M.R.C.S., junior assistant maternity and 
child ‘welfare medical officer for Greenwich. 

RAVEN, R. W., 
Hospital (Free), London. 

SEMPLE, A. B., M.B. Glasg., D.P.H., assistant medical officer of 
health and assistant school medical officer for Blackburn. 

YouNG, G. CAMPBELL, M.R.C.S., D.P.M., deputy medical 
superintendent at Bracebridge Heath Hospital, Lincoln. 

ZIEYE, E., .A.Cape Town, F.R.C.S., resident medical 

officer at East Ham Memorial Hospital. 


General Post Office. — The 
announced :— 
PARKS, J. W., M.B. Camb., D.C.H., male assistant medical 
officer at ‘headquarters ) medical ‘branch : 
MAY, OLIVE S.,M.R.C.S., assistant woman medical officer; and 
CHRYSTALL, DOROTHY M., M.B. Aberd., assistant woman 
medical officer. 


F.R.C.S., assistant surgeon to the Royal Cancer 


folowing appointments are 


Examining Surgeons under the Factories Act, 1937: Dr. J. L. 
RENTOUL (Bridge-of-Weir District, Renfrew); Dr. D. T. 
KEMP (Mauchline District, Ayr); Dr. R. D. SUMMERS 
(Bethnal Green District, London). 


é 


V acancies 


For further information refer to the advertisement columns 


Aberdeen Royal Infirmary.—Res. anresthetist, £150. 

Barnsley, Beckett Hosp. and Dispensary.—H. P., £150. 
Bermondsey Borough.— Asst. M.O., £600. 

Birmingham, Erdinglon House. — Asst. res. M. O., £300. 
Birmingham New Centre Hosp.—Asst. to radiological dept., 


£400. 

Blackburn Royal Infirmary.—Res. H.S., £175. 

Bristol, Barrow Hosp. for Nervous and Mental Diseases.— Res. 

., at rate of £200. 

Cambridge, Addenbrooke’s Hosp.—H.S. to special depts. 
at rate of £130. 

Central London Ophthalmic Hosp., Judd Street, W.C.1.—Hon. 
asst. physician. 

Central London Throat, Nose, and Ear Hosp., Gray’s Inn Road, 
W.C.1.—Hon. assts. in out- -patient dept. 

Central Middlesex County Hosp., Acton Lane, Willesden, N.W.10. 
Physician (Grade II), £650. 

Derby County.—Deputy county M.O.H., £840. 

Derbyshire Royal Infirmary.—H.S. for gynecological dept., £150. 

Dreadnought Hosp., Greenwich, S.F£.10.—Receiving-room officer, 
£150. Also hon. dermatologist. 

Durham County Council.—Asst. school M.O., £500. 

Durham County Hosp.—H.S8., at rate of £150. 

Ealing, King Edward Memorial Hospital.—Cas. O. and H.S., at 
rate of £150. 

East Ham Memorial Hosp., Shrewsbury Road, E.7.—H.P., at 
rate of £150. 

Elizabeth Garrett Anderson Hosp., Euston Road, N.W.1.—Hon. 
asst. to ear, nose, and throat "dept. 

Enfield Urban District Council.—Consultative obstetrician, 
24 guineas per session. 

Essex County Council and Corporations of Chingford.—Asst. 
county M.O. and M.O.H., £400. 

Gloucester Royal Infirmary. — Asst. to radiological dept., £500. 

Hampshire County Council, d&c.—Asst. county M.O., &e., £800. 

Hosp. for Sick Children, Great Ormond Street.—Res. "med. asst. 
and clin. patholo ist, £125. 

Hounslow Hosp., Mida Hesex. —Ancsthetist, £1 18. per session. 

Huddersfield, St. Luke’ s Hosp.—Res. M. O., £230. 

Hull Royal Infirmary. —Second cas. O, at rate of £150. 

Ilford, King George Hosp.—Hon. ancesthetist. 

Inverness, Royal Northern Infirmary.—Two H.P.’s, each £100. 

Kent Education Commitice.—Temp. asst. school M.O., £11 a 
wee 

Lancaster, Royal Infirmary.—Cas. O. and orthopædic H.S., at 
rate of £130. Jun. H. S., at rate of £130. Also locum to 
H.S., 1 guinea per day. 

Lancasler County Mental Hosp.—Asst. M.O., £550. 

Leamington Spa, Warneford General Hosp. "—Res. cas. O. and 
H.S., at rate of £150. 

Leyton Borough. — Deputy M.O.H. and deputy schoo] M.O., £750. 

Liverpool Hosp. for Consumption and Diseases of the Chest, Mount 
Pleasant.—Hion. physician. 

London Chest Hosp., Victoria Park, E. 2.—H.P., at rate of £100. 

London County Council.— Asst. M.O.’ 8 Class I, each £350. Also 
asst. M.O.’s Class II, each £250. 


Maidstone, West Kent General Hosp.—H.S., £175. 
Manchester Ancoats Hosp.—Radiological officer, £400. 
endlebury.—Res. sure. 


Nott ” Hosp. » Queen Square, W. C.1.—H. S., 

Paris, Hertford British Hosp. —Res. M. O., £150. 

Portsmouth City.— Res. M.O. at Infectious Diseases Hospital 
and asst. M.O.H., £500. 

Portsmouth Royal Hosp.—Cas. O., at rate of £130. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
Hon. radiologist for X ray and electro-therapeutical 


dept. 

Queen’s Hosp. for Children, Hackney Road, E.2.—H.S., and 
cas. O., each at rate of £100. 

Radium Institute, Riding House Street, W.1.—Res. M.O., at 
rate of £250. 

Richmond Borough, Surrey.— Asst. M.O.H., £500. 

Rochdale Infirmary and Dispensary.—H. P., £150. 

Royal Dental Hosp. of London School of. Dental Surgery, 3 
Leicester Square, W.C.2.—Lecturer on pharmacology ad 
materia medica. 

Royal Free Hosp., Gray’s Inn Road, W.C. 1.—Asst. M.O. in 
V.D. dept., £300. 

Royal Naval Medical Service.—M.0.’s. 

Royal Northern Hosp., Holloway, N.7.—H.P., at rate of £70. 

Sé. PORA sH OSP., E.C.1.—Helen Cave Memorial Scholat- 
ship, 

St. George’s Hosp., S.W.1.—Res. asst. physician, £250. Surgeon. 


Also asst. surgeon 
St. John’ a Lewisham, S.E£.13.—Res. cas. O., at rate 


St. Mary’s Hosp., W.2.—Res. anesthetist, at rate of £125. 

Saint Mary’s Hosp. for Women and Children, Plaistow, E.13.— 
Res. surg. O. and res. H.P., at rates of £155 and £150 
respectively. 

PANSKY General Infirmary, Wilts.—Two H.S.’s, each at rate of 


Saale ar A ies Hosp. for Women.—Res. anesthetist, at rate 
of 


South London Hosp. for Women, Clapham Common, S.W.4.— 
H.S., at rate of £100. Also clin. asst. 

Southampton Children’s Hosp. and Dispensary for Women.— 
Res. M.O., at rate of £150. 

Walsall General Hosp.—Cas. H.S., at rate of £150. 

Ware Park Sanatorium.—Asst. M.O. .» £300. 

West End Hosp. for Nervous Diseases, Gloucester Gate, N.W .1.— 
Two res. H.P.’s, each at rate of £125. 

West Ham County Borough, Education Department. —Sen. schoo)? 
dental officer, £600. 

West London Hosp., Hammersmith Road, W.6.—Res. surg. 
reg. and tutor, £225 

West Tondon Hosp. Medical School, W.6.—Lecturer in forensic 
medicine. 

West Riding of Yorkshire County Council, Public Health Labora- 
tory.—Asst. bacteriologist, £500. 

Wolverhampton Royal Hosp. —Res. ansesthetist, and H.S. for 
fracture and orthopedic dept., at rates of "£200 and £100 


respectively. 
York County Hosp.— H.P., £150. 
The Chief Inspector of Factories announces vacancies for 


Examining Factory Surgeons at Felton (Northumberland), 
Crawley (Sussex), Redruth (Cornwall), Ramsey (Hunts), 
Burgess Hill (Sussex), Wilmslow (Chester), Cullen (Banff), 


Bankfoot (Perth), and Fortrose (Ross and Cromarty). 
Medical Referee under the Workmen’s Compensation Act, 1925, 
for the Bourne, Oakham, and Stamford County_ Court 
Districts (Circuit No. 20). Applications should be 
addressed to the Private Secretary, Home Office, Whitehall, 


London, S.W.1, before Feb. 10th. 


SENSORY CHANGES IN DYSTROPHIA 
MYOTONICA 


O. Maas has examined the disturbances of sensi- 
bility in 28 patients aged from thirteen to fifty-five 
suffering from dystrophia myotonica (Brain, 1938, 
61, 449). Of these, 20 showed an acuity of the 
vibration sensation less than normal, the impairment 
being greatest at the wrist and less at the knee and 
ankle. There was no constant relationship between 
the severity of myotonia and muscular wasting on 
the one hand and the presence or degree of impair- 
ment of vibration sensation on the other. It appeared 
therefore that about two-thirds of the cases showed 
signs of impaired vibration sensation but none of 
them presented any abnormality of cutaneous sensi- 
bility (tactile or painful). Routine examination ofa 
large number of other cases of dystrophia myotonica 
revealed other sensory abnormalities such as hypes- 
thesia, hypalgesia, or hypotherm aneesthesia. Whether 
these changes are due to peripheral or cerebral 
nervous lesions cannot at present be determined. 
Maas concludes that the frequency of signs of sensory 
change in dystrophia myotonica suggests that the 
ma is not solely the result of an affection of the 
muscles. 
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ACUTE EPIDEMIC DISEASES AMONG 
ESKIMOS IN ANGMAGSSALIK 


By ARNE HØYGAARD, M.D. 
(From the Institute of Physiology, Oslo University) 


Ir is reported from many isolated settlements 
that when newcomers arrive the local inhabitants 
catch a cold, Abs (1930) has called attention to 
the fact that, when people from one mining settle- 
ment in Spitzbergen visit people at another station 
in the spring, epidemics of catarrhal infections 
develop. This happens before the first ship has 
arrived after the winter isolation. It is also well 
known that outbreaks of “influenza”? are often 
seen among Indian and Eskimo tribes and are as a 
rule very serious, 

This article records experience gained at Angmags- 
salik in East Greenland (lat. 654° N.) by the scientific 
expedition planned and equipped by Oslo University 
mainly to investigate the nutrition and metabolism 
of the Angmagssalik Eskimo. 


DISEASES AT ANGMAGSSALIK 


About 800 Eskimos live in Angmagssalik, and they 
are, as far as we know, still of unmixed Eskimo 
blood. The people living near the trading post have 
more and more forsaken their primitive diet, but 
the main population still lives in small communities 
on the coast by hunting seals and fishing. The 
Danish physician Poulsen (1909) wintered in Angmags- 
salik 1899-1900. He did not see any case of pneu- 
monia, but there were some cases of bronchitis. 
Since the colonisation of Angmagssalik in 1895 there 
have always been outbreaks of colds when the annual 
ship arrived, and at intervals of 5-10 years there have 
been epidemics of ‘‘ influenza ’’ in connexion with the 
ship’s annual visit in July, August, or September. 
Bertelsen (1935) reported that 40 per cent. of the 
deaths in the colony happened in August and 
September. Statistics based on observations made 
by the governor and the minister from 1911 to 1930 
show that 30 per cent. of all deaths in this period 
were caused by “inflammation in the chest and 
epidemics ” (Mikkelsen 1934). Deaths from “‘ tuber- 
culosis and pneumonia” were calculated as only 
` 6-5 per cent. of all deaths. 

In the spring before the annual ship arrives infec- 
tious diarrhea is common, attacking both children 
and adults but without any serious course. Before 
the ship arrives, when people from isolated settle- 
ments meet in the spring, colds are common but not 
so widespread and of such a long duration as the 
annual epidemics of colds after the ship’s arrival. In 
August-November, 1925, an outbreak of polio- 
myelitis swept the coast, and twenty-seven of the 
Eskimos died. Impetigo contagiosa and abscesses on 
the trunk (especially the shoulders) often occur as 
epidemics. 

The outbreak of the serious epidemic of “ influenza ” 
started in November, 1935, more than two months 
after the ship had left Angmagssalik. It spread 
rapidly through the district along the travelling 
routes, but did not reach communities cut off from 
communication with other places where people were 
ill. The peak came in January, 1936, and from then 


until the summer of 1936 there were sporadic cases of 
pneumonia in different places. Nearly 10 per cent. 


_of the population died. 


DISCUSSION 
The absence of hygiene among Eskimos makes it 


_ likely that everybody in Angmagssalik is infected, 


when the ship arrives. They live at that time for. 
weeks together at the trading post and in nearby 
hunting grounds. The question therefore arises 
why the epidemic did not break out until two months 
after the ship had left (the incubation period of 
the illness being not more than a week). I have 
shown (Hgygaard 1938) that tuberculosis at the 
trading post is very badly influenced by the ‘“‘ hunger- 
time ” which starts in mid-winter. Captain Ejnar 
Mikkelsen, the Danish explorer who wintered in 
Angmagssalik 1937-38, said in a lecture at the Royal 
Anthropological Institute in London on Oct. 25, 1938, 
that he considered that hardships and lack of food in 
the autumn reduced the general state of health of 
the Eskimos, and that this was the reason why the 
“ influenza ” began after a latent interval (from the 
coming of the ship). I think that this explanation 
is a little unsatisfactory. As a matter of fact, the 
epidemic of 1935 started at a time when food condi- 
tions were rather good, and in some communities 
there was a full store of provisions. The famine in 
the winter 1935-36 was, I am sure, mainly secondary, 
and the ‘influenza ” primary. 


From European experience we know that people 
can be quite healthy with pathogenic micro-organisms 
in the throat or the nose, and that such micro- 
organisms increase in virulence by passage. In my 
opinion the outbreak in Angmagssalik must be 
explained in this way. Perhaps the virus came from 
the crew of the visiting ship. By passage it grew 
virulent, until in November the great epidemic 
started. This is sufficient to explain the latent period. 
It is all the more probable because Wells and Hein- 
becker (1932) observed that the bacterial flora of 
the throats of Eskimos from Thule closely resembled 
that of Europeans. This observation was made 
before the annual arrival of the ship. 

Adolf Hoel, the Norwegian explorer, told me that 
it was the usual experience of Arctic expeditions 
under his leadership for the people to catch a cold 
on returning from journeys in the Arctic even of so 
short a duration of 3-4 months. I experienced the 
same thing later. As a rule it may be said that this 
infection after a short isolation is milder and 
shorter than infection after a whole year’s isolation. 
This is the common experience in Angmagssalik 
(personal communication from the minister, Otto 
Rosing). 

Another reason for the severity of the outbreak is, 
as stated by Captain Mikkelsen, that the Eskimos 
take very little care when ill. The young hunters do 
not stop working before they are absolutely unable 
to walk. This is especially so in the autumn, when 
they are anticipating the middle of the winter when 
very often no catch can be made. I once met an 
Eskimo in a kayak who felt ill, and my examina- 
tion showed a definite pneumonia with high fever 
and infiltration in one lung. He had to paddle his 
kayak for hours before he could reach his home, and 
by that time he would be both wet and cold. On the 
other hand, it was impossible to keep convalescents 
in their houses. Before they had recovered from their 
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pneumonia they could be seen fishing on the ice for 
hours with very miserable footwear or starting for 
a hunting trip in their kayaks. These actions may 
lead to complications, such as empyema, which was 
very common. We certainly can see here one of 
the reasons why many of the deaths were of young 
hunters, | | 

I had the impression that the temperature of 
Eskimos with croupous pneumonia was not so high as 
js usualin Europeans, The illness started less violently 
and was seldom accompanied by severe rigors. I saw 
_ neither herpes labialis nor the rusty sputum which is 
so common in European pneumonia. In some cases 
there were traces of fresh blood in the sputum, and 
in one case I saw a real hemoptysis, with blood 
running out from nose and mouth. Tuberculosis 
was excluded, the Pirquet reaction being negative on 
three occasions. The Eskimos in Angmagssalik 
seem to have the same low resistance against influenza 
as have all primitive peoples. On the other hand 
they seem to have a high resistance against sore- 
throat and tonsillarinfections. I never saw tonsillitis, 
sore-throat, peritonsillitis, or hypertrophic tonsils 
in any of the Eskimos. The Europeans, however, 
often get sore-throat when the ship arrives. The 
epidemic of poliomyelitis among the Eskimos in 
1925 affected children less than adults. Measles, 
scarlet fever, whooping-cough, German measles, 
mumps, smallpox, chickenpox, and diphtheria do. 
not seem to have been recorded in Angmagssalik, 
and—wmirabile dictu—I did not see a single case of 
venereal disease. The most striking example of the 
difference in immunity between Eskimos and 
Europeans is spekkfinger, a characteristic form of 
whitlows (Mathiesen et al. 1935), which European 
seal-hunters very often get but the Eskimos of 
Greenland never. Acne vulgaris, so common among 
Europeans, was never seen at Angmagssalik. 

H. and I. Jones (1928) claim that Eskimos are 
naturally immune against diphtheria; but Boas 
(1885) described an outbreak very like diphtheria 
among the central Eskimos, and Wells and Heinbecker 
(1932) showed that 50 per cent. of some Eskimos had a 
positive Schick reaction and they found in the throats 
of Eskimos organisms very like diphtheria bacilli. 
From the west coast of Greenland Bertelsen (1935) 
reports several epidemic diseases, including gonor- 
rhea, typhoid, paratyphoid, paradysentery, erysipelas, 
whooping-cough, poliomyelitis, and epidemic jaundice. 
But the Eskimos of the west coast are to a great 
extent a mixed race and have exchanged their native 
diet for imported foreign foods, such as cereals and 
sugar. Their connexion with white men is much 
older (250 years) and more intimate than at Angmags- 
salik. Not very much is known about the correlation 
between race, diet, and infections, but in my opinion 
further studies in this matter would be very interest- 
ing. Epidemiologists who want to carry out such 
research on carnivorous unmixed races must do it 
now. In a few years nature’s gigantic experiment 
with men on a pure animal diet will be spoilt b 
civilisation, | 
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LYMPHOGRANULOMA VENEREUM 


THE accumulation of material for the study 
of lymphogranuloma venereum (lymphogranuloma 
inguinale, poradenitis venerea, lymphopathia venerea, 
or climatic bubo) proceeds apace. Pardo-Castellé, 
Ferrer, Ibarra, and Tiant review 285 cases and 
conclude that, allowance being made for wrong 
diagnoses in the past, there has been an extra- 
ordinary increase in this disease in Cuba in the past 
few years (Vida Nueva, 1938, 42, 465). Of the 285 
cases 141 were in Europeans, 143 in negroes, and 
1 in an Asiatic. The youngest patient was a boy of 
thirteen and the oldest a man of seventy-three. 
Struck by the overwhelming incidence in males 
(250 men to 35 women), they thought it possible that 
women might act as carriers; so they performed 
Frei’s test as a routine on all women admitted for 
syphilitic and other skin diseases to the Calixto 

arcia Hospital in Havana. In not one case was it 
positive. But they quote Di Gregorio and his col- 
leagues as having found 10-43 per cent. of positive 
Frei’s tests in prostitutes without symptoms of the 
active disease. They also say that Tarafa has proved 
in 3 cases that a woman with the genitorectal 
syndrome can have sexual relations with several men 
without infecting them. Of 10,310 patients admitted 
for syphilis or skin diseases, 2°39 per cent, had 
lymphogranuloma venereum, 21°33 per cent. syphilis, 
4°73 per cent. chancroid, and 20°75 per cent. gonorrhecea. 
Three types of anorectal lesion were found—simple 
stricture, stricture with inflammation of the rectum, 
and proliferating rectal granulomatosis—and the 
three were sometimes mixed. A note of warning is 
added that the mistake should not be made of 
thinking that all rectal stenosis and all rectovaginal 
ulceration are lymphogranulomatous, Syphilis, tuber- 
culosis, trauma, cancer, and chronic inflammation 
can produce rectal stenosis with or without fistule. 
What can be stated dogmatically is that stenosis 
low down in the rectum with infiltration of the rectal 
wall is always lymphogranulomatous and can be 
proved to be such by Frei’s test, 


Pardo-Castell6 and his colleagues are not at all 
optimistic about treatment. They tried antimony, 
Solganal B, Frei’s antigen, intravenous injections of 
sodium salicylate, and radiotherapy. None of these 
remedies gave consistent results. In a few cases 
antimony, pushed till it caused articular pains, 
appeared to give the best results, but in some cases 
it was a complete failure. Injections of sodium 
Salicylate were of little value. Freis antigen, given 
either intradermally or intravenously, was by no 
means a Specific remedy. Radiotherapy was an 
excellent coadjuvant, especially in prolonged adenitis. 
As controls, Tiant and Ibarra treated some of their 
patients solely with absolute rest in bed and sympto- 
matically. They found improvement just as rapid, 
and the length of the illness the same, as in patients 
receiving special medication. Sulphanilamide and . 
similar chemotherapeutic agents do not appear to 
have been tried. F. O. MacCallum and G. M. Findlay 
have shown that sulphanilamide and a glucose 
derivative of 4: 4’-diaminodiphenylsulphone can pro- 
tect mice to some degree against active strains of 
the virus of lymphogranuloma inguinale (Lancet, 
1938, 2, 136). For the genitorectal syndrome the 
only sure treatment, according to the Cuban authors, 
is surgery. If the disease is well established and 
fistule are present, the rectum must be extirpated 
after colostomy. When there are no ulcers or fistule 
and the stricture is simple, life can be prolonged 
and the patient made more comfortable by repeated 
and progressive dilatation with rectal bougies. 


TUBERCULOSIS IN NEWFOUNDLAND 


In the annual report of the Grenfell Society 
Dr. C. S. Curtis, medical superintendent of the 
hospital at St. Anthony, expresses concern at the 
prevalence of tuberculosis in Newfoundland. While 
economic conditions are steadily improving the 
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number of cases of phthisis seems to be increasing: 
The mortality-rate from tuberculosis is now 2 per 
1000, the same as it was in the United States thirty 
years ago. Control is extremely difficult in this 
scattered population with no proper travel facilities, 
and a large number of people with active and open 
lesions are at large and a source of danger to their 
families and friends. More hospital beds are urgently 
needed both for early treatment and the isolation 
of chronic cases. Dr. Curtis would like authority to 
compel infectious patients, too poor or too ignorant 
to observe the rules of hygiene, to enter an institution. 


BOURGEOIS BABIES 
THOSE non-members who read the new edition of 


the little book written for the Chelsea Babies Club 


by its medical officers (Recipes for Food and Conduct. 
London: Chelsea Babies Club, 35, Danvers Street, 
Chelsea. 1938. Pp. 84. 2s. 6d.) will envy the 
children and mothers of the professional classes in 
- Chelsea who can enjoy advice and help of a type 
hitherto reserved for the working-class at welfare 
centres. The book consists of sixteen short chapters 
on prenatal care, breast-feeding, weaning, diet, 
exercise, clothing, and general management. Simply 
written, so that directions can be followed by those 
unused to medical terms, it yet contains the essentials 
of modern pediatrics. The directions for prenatal 
care are practical and unalarming; the rules for 
breast-feeding are excellent, keeping the balance 
between the need for regularity and the avoidance 
of depressing monotony in the mother’s life: Simple 
directions are given for calculating the. amount of 
breast-milk required by the infant and methods of 
test-weighing are given in detail. Weaning, balanced 
diets, vitamins, patent foods, and protective inocula- 
tion are sensibly reviewed and the essential differences 
between the various commercial milks sold and the 
dangers of raw milk are made clear. The modern 
views on sound tooth formation are embodied in the 
warning against excess of cereals in the diet. There 
is an excellent chapter on exercise in infancy, with a 
sympathetic plea for babies too much confined to 
play-pens or strapped into perambulators with little 
possibility of either physical or mental exercise. The 
section on sun-bathing contains a salutary warning 
against over-enthusiastic exposure, especially at the 
seaside. The book throughout is balanced in outlook 
and the apt quotations from the works of the sixteenth- 
century French physician, Saint-Martin, add to its 
attractiveness. Many medical readers will find 
instruction in it. 


CATALOGUING IN SPECIAL LIBRARIES 


Mr. J. L. Thornton, the librarian of St. Bartholo- 
mew’s Hospital medical college, has made a concise 
survey of the methods of cataloguing adopted in the 
“ special ” libraries in this country (London: Grafton 
and Co. 1938. Pp. 268. 10s. 6d.). He uses the term 
special to indicate all other than public and county 
libraries, and he covers the large field compre- 
hensively though without pretence to completeness. 
Although the book is intended to deal mainly with 
one particular branch of librarianship—cataloguing— 
Mr. Thornton manages to include a mass of useful 
information on other aspects of the subject in many 
of the sections devoted to individual libraries. 
Beginning with the university and college libraries, 
he goes on to discuss in turn medical and scientific 
libraries (such as those of St. Bart.’s, the School of 
Hygiene, and the Royal College of Surgeons); those 
attached to scientific and learned institutions and 
societies; government libraries; business, com- 
mercial, and technical libraries; and finally poly- 
technic and other libraries catering for the more 
general types of student. At present the methods of 
cataloguing are widely divergent and the achievement 
of a satisfactory degree of coöperation and uniformity 
amongst such a varied collection of libraries will be 
no easy task. Yet this is what Mr. Thornton is 
aiming at, and if his book succeeds even partially in 


making order out of chaos it will have performed a 
useful service. ‘The book may not interest every 
doctor, but those who are constantly using scientific 
libraries, and more particularly the special librarians 
themselves, will find it rich meat. 


THORACIC SURGICAL IMPLEMENTS 
In a lecture given to the Institute of British Surgical 


' Technicians on Jan. 20, Mr. T. HOLMES SELLORS said 


that his object was to try to help bridge the gap 
between the user and the maker of surgical imple- 
ments. Thoracic surgery was an extremely specialised 
branch requiring special tools. Rib resection involved 
freeing of the bone from its attached soft tissues 
without injuring the pleura or lung. All rib 
rugines, raspatories, or strippers were based on the 
Farabosuf periosteal elevator. The short curved 
stripper generally sufficed, but modifications were 


necessary in dealing with a rib hidden deep beneath 


muscle or under the scapula, and the angle at which 
the rib lay in relation to the operator determined 
the shape of other forms. Another tool, which was 
needed to reach the deep surface of the rib, was the 
Doyen raspatory, invented fifty years ago and never 
since improved, except by cranking the handle or 
changing the size of the hook. The rib, after being 
freed, had to be cut. Rib shears fell into two main 
types: guillotine and forceps. The guillotine type 
with a hook or a complete ring made a clean true 
cut, but could not be used round corners. In these 
circumstances, or when the rib was unduly tough, 
the compound double-action Swedish patterns were 
invaluable. There were also punch and gouge 
id for clearing sharp or projecting stumps of 
one. 

After resection of the rib the opening had to be 
enlarged with a rib spreader, generally based on the 
Tuffier or the De Quervain types, to allow of intra- 
thoracic manipulations, for which the instruments 
had to be longer and lighter than usual and safe 
from any chance of springing or slipping off. The 
tying of ligatures constituted a problem, and for this 
reason most forceps were curved to let the surgeon . 
see the tips. There were two ways of controlling the 
thin-walled vessels at the hilum: (1) isolating each 
vessel tediously and ligaturing it, and (2) grasping 
vessels and bronchi together in a special snare or 
tourniquet, which was left in place until stitches 
could be slipped round the vessels and lung stump. 

Lighting the operation field was sometimes a problem. 
The big shadowless or multiple-unit lights were 
valueless. Lighted retractors or a small lamp were 
almost essential. With reference to thoracoscopes, 
bronchoscopes, and all other electrical implements 
Mr. Sellors emphasised the possibility of a break- 
down due to faulty cable or to a lamp blowing out. 
There’ was one motto: ‘‘ Duplicate everything.” 
Electrical connexions should be more or less 
standardised. 

The operating-table as used in general surgery 
was too high for chest work. The patient lay on 
his side for most of the thoracic procedures, and it 
was difficult for the surgeon to stand over the operation 
field without using a platform. A lower base was 
now being fitted on many tables for this reason, with 
fittings to keep the patient on his side. 

One of the latest problems to be solved was that of 
continuous suction needed in the treatment of chronic 
empyema. Hand-pumps and water siphonage were 
not wholly efficient. Electric suction was the only 
feasible method, and a small, low-consumption, 
silent, and reliable motor had been produced. He had 
had one “ticking over’’ continuously for six months. 

Mr. Sellors ended with a plea for the invention of 
a substitute for rubber tubing—something with thin 
walls and an effective lumen, flexible, and not hard 
enough to erode the tissues. He also put forward the 
“hopeless request’? for an instrumert that would 
tie a half-hitch knot. round the tip of a curved forceps 
at a good distance from the surgeon’s fingers. 
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AMERICAN MEDICAL PIONEERS 


UNDER a somewhat vague title (Doctors on Horse- 
back. William Heinemann. Pp. 336. 16s.) 
Mr. James Thomas Flexner has written seven short 
and entertaining biographies of outstanding figures 
in American medicine during the eighteenth and 
nineteenth centuries. Here is the story of John 
Morgan, striving tirelessly, if tactlessly, to improve 
the standard of medical education, and of his lifelong 
and bitter rivalry with the youngtr Shippen ; of the 
enigmatical Benjamin Rush, oddly compounded of 
benevolence and self-will, whose influence in American 
medicine was paramount for half a century; and of 
the heroic Ephraim McDowell who dared the first 
odphorectomy with a mob waiting outside to hang 
him if he failed—dramatic surgery indeed. Next 
‘comes the tale of William Beaumont who dressed the 
stomach wound of a young man expecting him to 
die. When the patient survived with a gastric fistula, 
Beaumont was given a heaven-sent chance, of which 
he fully availed himself, to study gastric secretion 
and digestion. Daniel Drake, the ‘‘ medical states- 
man ” of Cincinnati, comes next, and the last essay 
tells of Crawford W. Long and William T. G. Morton 
who share the credit for the introduction of anæs- 
thesia. Mr. Flexner writes racily and in no blindly 
partisan spirit. Being fully alive to the shortcomings 
of his various heroes, his records bear that stamp of 
fidelity and truth so essential to good biography. 


CRIMINAL INVESTIGATION 


THE scientific investigation of crime has two 
‘principal aspects, a study of the circumstances which 
is primarily the duty of the police, and the subse- 
quent examination by experts of materials relating to 
the case—of bodies, remains, stains, dirt, fibres, 
documents, and writing, bullets, powders, tools, and 
coins—examinations that demand high degrees of 
special training. Sifting of such evidence by the 
coroner, the judge, the magistrate, the barrister, and 
the doctor requires a comprehensive though superficial 
knowledge of the entire field of criminal investigation, 
and it is this kind of knowledge that Söderman and 
O’Connell try to convey in their new book.! They 
succeed in covering the wide field in a remarkably 
thorough manner, free from redundance of any kind, 
and with a.comforting assumption. of the reader’s 
intelligence. Their short treatise is designed for the 
detective, and, coming as it does from the combined 
sources of Stockholm and New York, it provides a 
refreshing stream of new observations, new methods, 
and new techniques. It should be added without 
delay to the shelves of every doctor-barrister and 
forensic pathologist. 


THE DRUG TRAFFIC 


THE report of the Central Opium Board on its 
work during 1938, and the statistics of narcotics for 
1937, presented to the council of the League of Nations, 
are for the most part reassuring but in some respects 
disquieting. The board has now been in existence 
for ten years and is in a position to review the 
progress accomplished as well as to invite attention 
to ‘‘the weaknesses that practice has revealed in 
the Narcotics Conventions, and the chief dangers 
ahead.” 

Control of international traffic has been tightened 
and the escape into illicit traffic of manufactured 
drugs, it is claimed, has all but ceased. On the 
other hand ‘‘for raw materials, especially opium, 
the same cannot be said.” Huge discrepancies have 
often been discovered between the amounts reported 
as having been shipped to various countries and the 
amounts received by them. This is doubtless attri- 


1 Modern Criminal Investigation. By H. Söderman, D.Sc., 
head of the Institute of Police Science, University of Stock- 
holm; and J. J. O’Connoll, deputy chief inspector, New York 
City Police Department. London: G. Bell and Sons. 1988. 
Pp. 461. 128. ôd. 


-opium-smoking in the Far East. 


butable partly to the fact that not all the great 
opium-producing countries are parties to the opium 
conventions but also to the authorised continuance of 
i Opium for this 
purpose is sold by government at a high profit, 
smuggling is accordingly promoted, and ‘ opium 
sold by a government has precisely the same effect 
on the consumer as opium sold by a smuggler.” 
Attention has been directed to the case of Manchukuo, 
a great opium-producing country ‘and generally 
believed to be manufacturing large quantities of 
narcotic drugs. It, however, does not furnish any 
statistics to the board. Italy again has not 
since the second quarter of 1937 sent in. any 
statistics whatever, although in 1936 1335 kg. was 
manufactured there. : 

The report says: ‘‘ there can be no doubt that tens 
of thousands of drug addicts are still to be found in 
the world ” and that “it is unlikely that more than 
a very small proportion of these drugs come from 
licensed premises, unless the statistics furnished to 
the Board are entirely incorrect.” The board dis- 
misses that suggestion and arrives at the conclusion 
that the large quantities of drugs found in the illicit 
traffic must mostly be produced in clandestine 
factories. There is no doubt that ‘‘ immense quan- 
tities of opium are produced yearly for which there 
is no legitimate demand,” and the conclusion is 
irresistible that ‘‘ until the quantity of opium pro- 
duced throughout the world is reduced to the amount 
needed for legitimate purposes the illicit traffic will 
continue.”’ 

The board reflecting on its work during the past 
decade cannot close without some misgivings about 
the future. It says: ‘the illicit traffic isa menace 
to the whole world, and can only be suppressed by 
universal coöperation. It would be most unfor- 
tunate if the great advance that has already been 
made towards the suppression of this traffic should 
be endangered by political disagreements. The 
Board thinks, therefore, that it would be well for 
the contracting parties to consider carefully what 
steps should be taken to keep, or win back, for the 
Board the full support of countries which are 
estranged from the League of Nations.” 


YEARBOOK OF LEARNED SOCIETIES 


In its fifty-fifth year the ‘‘ Official Year-Book of 
the Scientific and Learned Societies of Great Britain 
and Ireland” (London: Charles Griffin and Co. 
Pp. 171. 10s.) continues to be an invaluable source of. 
information, more particularly for those who have to 
do with the production of scientific journals. It 
contains details of the officers, objects, membership 
regulations, time and place of meetings, publications, 
and so on of the main societies in which original work 
is done, as well as particulars of such institutions as 
the Ministry of Health and the Medical Research 
Council. : 

THE DOCTOR’s VIEWS.—Many of the general public 
believe that the General Medical Council may strike 
a doctor off its register for practising unorthodox 
methods. It is useful therefore to have Picture Post 
pointing out, in its issue of Jan. 14 (p. 64), ‘that the 
council is expressly forbidden to do so by the Medical 
Act. A man who has had a proper medical training 
is assumed to be competent of judging for himself 
what form of treatment is best for his patients. 
There is much other good sense in the article. 


THE Lancet Index and Title-page to Vol. II, 1938, 
which was completed with the issue of Dec. 31, is now 
in preparation. A copy will be sent gratis to sub- 
scribers on receipt of a post card addressed to the 
Manager of THE LANCET, 7, Adam Street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 
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X-RAY KYMOGRAPHY OF THE HEART 
By FRANKLIN G. Woop, M.B. Camb., D.M.R.E. 


RADIOLOGIST TO THE LONDON CHEST HOSPITAL AND TO 
THE GERMAN HOSPITAL, DALSTON 


(WITH ILLUSTRATIONS ON PLATE) 


X-RAY kymography is a method of recording the 
movements of the beating heart on an X-ray film. 
A lead plate with horizontal slits 0-5 mm. in width 
spaced at regular intervals (11:5 mm. to 45 mm.) is 
interposed between the patient and the film. Each 
slit allows a narrow beam of X rays to fall on 
the film. There are then two ways of recording the 
movements: of the heart. In the first method the 
grid remains stationary and the film moves; in 
the second the film is stationary and the grid moves. 

The effect of moving the film is shown diagram- 
matically in fig. I. The slits A, B, C, are each opposite 
a given part of the heart border and each of them 
will record the lateral and medial movements of the 
border of the heart as a wavy outline when the film 
is moved. In the ventricular region movement away 
from the middle line represents diastole and towards 
the middle line systole. It will be noticed that the 
outline of the heart is interrupted at every segment. 

When the grid is moved instead of the film each 
horizontal slit travels down slowly along the heart 
border in its own area and makes a continuous 
tracing of the heart outline, which appears as a wave 
form. This method gives a continuous picture of 
the heart outline and a film is obtained which is 
very similar to that seen in a teleradiogram with the 
additional advantage that the heart movements are 
recorded, 

During the last two years I have been engaged in 
devising a simple apparatus which can be installed 
at relatively little cost and will give good kymo- 
grams with a moving grid. The object of this paper 
is to describe some of the results obtained. The grid 
used is large enough to cover an ordinary 15 by 12 in. 
chest film. With an apparatus of good output it is 
possible to work at a focus film distance of six feet. 
The patient is asked to hold his breath, the mid-point 
of respiration being selected when possible. The 
reason for this is that movements of the diaphragm 
may upset the wave form. 

For the results obtained with astationary grid and the 
method of making tracings by means of a densometer, 
the reader is referred to the works of Stumpf (1934, 
1936) in Germany and a recent publication by Bordet 
and Fischgold (1937) in France. There is no absolute 
standard of wave form, each individual showing a 
slightly different pattern. Stumpf describes two 
main types. In type I, which is considered the more 
normal, the pulsations obtained in the ventricular 
region are greater at the apex of the heart (fig. I). 
In type II the pulsations are diminished at the apex 
and greater in the upper part of the left ventricular 
border. Fig. II, which is a tracing of the kymogram 
of an apparently normal heart, is an example of 
type II. The tracing should be read from above 
downwards and it should be remembered that the 
parts of each segment are synchronous. The exposure 
time was three seconds. During that period three 
complete cycles of the heart were recorded. 

The left border of the heart may be divided into 
the following areas: aortic, pulmonary, region of 
mixed movements, ventricular. 
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LEFT BORDER OF THE HEART 


Aortic area.—The waves in the region of the aorta 
have a horizontal upper limb representing the lateral 
displacement of the aortic arch by the sudden impact 
of the pulse wave and a lower sloping border ascribed 
to the slower medial return in diastole, Weltz suggests 
that the pulsations noted in the arch of the aorta are 
the result of displacement and not of expansion of this 
organ (Stumpf, Weber and Weltz 1936). This can be 
shown by giving a barium swallow and rotating the 
patient so that the aortic impression on the esophagus 
is visible. A kymogram taken in this position will 
show the movements of both borders of the aorta 
and they will be found to be synchronised, the two 
sides moving simultaneously to the right or to the 
left. The aortic area occupies 2-3 segments in the 
kymogram and is separated from the pulmonary area 
by a slight break in the wavy outline of the heart. 

The pulmonary artery area shows a very similar 
wave form to that seen in the aortic region. The 
pulsations are visible in the larger vessels at the 
hilum, and may also be seen in some of the smaller 
branches in the lung fields. These waves are not in 
the nature of transmitted impulses in the larger 
vessels, but are due to the pulse pressure in the 
individual arteries. 

Area of mixed movements.—Reference to fig. II 
will show that below the pulmonary artery an area 
of double or mixed movements is visible in segments 
6 and 7. Contrary to the opinion usually held, 
kymography indicates that the left border of the 
heart is formed here by the left auricle and that these 


‘waves are due to pulsations in the left auricular 


appendix as it projects forwards anterior to the root 
of the pulmonary artery. In mitral stenosis the area 
of double movements is increased (see fig. IV). 

Left ventricular area.—The waves in the left 
ventricular region show a curved upper border which 
represents diastole. The lower segment is almost 
horizontal and is caused by the rapid contraction of 
the ventricle in systole. It should be noted that the 
waves are the reverse of those seen in the aortic area, 
the upper border being curved instead of horizontal 
and the systolic movement being towards the middle 
line, The ventricular waves are usually more 
powerful at the apex than at the base. The degree 
of contraction in systole varies between 2-5 mm. and 
6 mm. in a normal heart. 


RIGHT BORDER OF THE HEART 


The right border of the normal heart includes the 
right auricle, a small part of the inferior cava below 
and the superior vena cava above. The kymograph 
does not easily record very rapid or very shallow 
contractions; hence the finer movements of the 
right auricle are not always shown in the ordinary 
kymographic film. It appears probable also that the 
contractions of the subjacent right ventricle affect 
the wave form. Consequently in many cases the 
pulsations are ventricular in type. In others a fine 
notch can be detected on the lower limb of the wave 
which may be ascribed to the systole of the left 
auricle. The upper part of the right border in the 
region of the superior vena cava is often obscured by 
the vertebral column and pulsations are then not 
visible. They are variable in size and shape. Faber 
and Kjaergaard (1936) have suggested that the right 
ventricle may sometimes form part of the right 
border. 
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Fic. I—Tracing of a kymogram of the norma] heart taken 
with the film moving. Read from below upwards. The 
movements are greater at the apex of the heart (type I). 

Fig. Il—Tracing of a kymogram of the normal heart 
taken with the grid moving. Read from above down- 


From the foregoing description it will be seen that 
the film taken with the moving grid shows the outline 
of the heart and records the pulsations of its com- 
ponent parts and that it is a substitute for and an 
improvement on the ordinary teleradiogram, 


RESPIRATORY MOVEMENTS 


The effect of respiration on the heart movements is 
variable. As a general rule in expiration the domes 
of the diaphragm move upwards and the heart is 
elevated and appears larger. Consequently a wave 
form is transmitted to the two borders of the heart, 
the right border moving to the right in expiration 
and the left to the left. This interferes with the 
normal kymographic outline. In other cases a 
pendulum movement (Weltz) is seen, the heart and 
aorta swinging to the left in expiration and slightly 
to the right in inspiration. The movement may be 
reversed in cases of emphysema, Figs, IIIA and IIIs 
show tracings of the right and left borders of the heart 
obtained from a case of mitral stenosis. Two short 
respira- 
tions were 
made dur- 
ing the 
exposure 
and it will 
be noted 
that on 
the right 
border of 
the heart 
these are 
clearly 
seen and 
that they 
synchro- 
„nise with 
the respiration, the heart border moving to the 
right in expiration. Similar movements are seen on 
the left border both in the region of the aorta and 
pulmonary artery and also in the left ventricular 
area, During expiration the left border of the heart 
and the great vessels move to the left. It will be 
obvious that if a radiogram of the heart is required 
any interference from respiration must be avoided, 
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Fic. I1I—Tracings of parts of a kymogram 
of a heart with mitral stenosis, showing 
displacement (marked by arrows) on 
expiration during two respirations. A, 
lower part of right border of heart; B, ' 
upper part of left border of heart. 


wards. The movements are greater in the upper part 
of the left ventricular border (type II). > 

Fic. IV—Tracing of a kymogram of a heart with mitral 
stenosis. Mixed movements are visible on the left 
border to within three segments from the apex. 


and this is best done by instructing the patient to 
hold the breath in or near the mid-point of respiration. 

Kymography has a considerable application in the 
examination of the lungs and the diaphragm, but it 
is not possible in a short paper to describe the results 
which can be obtained, 


VALVULAR DISEASE 


The alterations seen in the kymogram in cases of 
valvular disease may now be described. 

Mitral stenosis—The waves show some interesting 
variations from the normal in this condition :— 

Left border.—The aortic pulsations are diminished, 
the pulmonary waves are increased, and the area of 
double movement may be continued downwards so as 
to encroach on.the left ventricular region (fig. IV). 

Right border.—W hen compensation is good the pulsa- 
tions are increased. The outline of the left auricle can 
usually be separated from that of the right auricle. 
There may even be a double serrated border and the 
upper may be identified as the left auricle (see fig. V on 
plate), When compensation is lacking the border 
becomes obscured by congestive changes in the lungs, 


Fig. IV shows a moderate degree of mitral stenosis. 
It will be noted that the mixed type of movements 
are visible on the left border to within three segments 
of the apex of the heart. 

Fig. VI shows a more advanced stage. The right 
border of the heart is obscured by pulmonary con- 
gestion. The left border shows a considerable 
prominence in the region of the left auricle which 
shows irregular pulsations. This heart was fibrillating 
at the time of the examination and the normal 
ventricular pulsations alternate with a smaller medial 
movement represented by a notch in the middle of 
diastole. 

Aortic regurgitation.—Fig. VII shows a kymogram 
of a patient suffering from aortic regurgitation which 
was rheumatic in origin. The reader will see that 
there is enlargement of the left ventricle and that 
the pulsations are increased in the upper part of the 
ventricular area and decreased at the apex of the 
heart. The pulsations are exaggerated on the left 
border of the aortic arch. The appearances are very 
characteristic in this case, but the increase in the 
aortic pulsations is not always so obvious. Trans- 
mitted pulsations, however, are often visible in the 
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lung field opposite the aortic knob. When the aortic 
regurgitation is non-rheumatic in type and is asso- 
ciated with hypertension and aortitis, increased 
pulsations may be seen on the upper part of the right 
border of the heart owing to the lateral displacement 
of the ascending part of the arch (fig. VIII). 


Aortic stenosts.—The characteristic feature of aortic 
stenosis as distinct from regurgitation is the relatively 
long duration of the systolic curve. The aortic 
pulsations are usually diminished. 


OTHER CONDITIONS 


Lesions of the norta.—The kymograph is of especial 
value in the radiological examination of the aorta. 
In arteriosclerosis with elongation and unfolding of 
the aortic arch, the pulsations are usually well seen. 
With hypertension they are often increased. Some- 
times the movements are diminished or absent, the 
aorta appearing as a rigid tube. Widening of the 
aortic arch, from aortitis in the absence of aortic 
incompetence, gives a diminution of the movements. 
In general we can say that the movements diminish 
with increase in size of the aortic arch. Where an 
aneurysm is present the degree of pulsation is readily 
shown in the kymogram. If the aneurysmal sac is 
considerably distended and contains blood-clot the 
pulsations are absent in the upper part of the sac 
giving a characteristic appearance (fig. IX). 

The kymograph can be used in the differential 
diagnosis of aneurysm and new growth. Where a 
neoplasm is in close contact with the aorta it usually 
shows up as a separate mass which may be non- 
pulsatile, the aorta being seen as a separate pulsating 
shadow. When the growth is in more intimate 
contact with the aortic arch it is more difficult to 
separate the two shadows, but a distinction can be 
made by studying the outline of the mass and the 
character of its edge. A spiky, serrated edge is in 
favour of neoplasm. 


A retrosternal goitre commonly shows a shadow in 
the neighbourhood of the aortic arch which may be 
confused with an aneurysm, especially an aneurysm 
involving the innominate artery. Kymography 
enables a differential diagnosis to be made because if 
the radiogram is taken whilst the patient swallows, a 
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Fie. VI—Tracing of a kymogram of a heart with advanced 
mitral stenosis and auricular fibrillation. The right 
border is obscured by congestion in the lung. The left 
auricle is prominent and shows irregular pulsations. 
The normal ventricular pulsations alternate with a 
smaller medial movement in diastole. 


Fic. ViI—Tracing of a kymogram of a heart with aortic 
regurgitation of rheumatic type. The ventricular 
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most charac- 
teristic picture 
is obtained. 
With the act 
of deglutition 
the larynx is 
elevated and 
the tumour 
follows it 
upwards. The 
result is a 
series of waves 
corresponding 


swallowing 
and quite 
distinct from 
arterial pulsa- 
tion. 

Displace- 
ment of e@so- 
phagus.—It is 
of value 
to fill the 
esophagus with barium before taking the kymogram 
since its position can be easily shown if sufficient 
penetration is used and any displacements noted, 
The pulsations of the aorta are transmitted to the 
esophagus in the region of the aortic arch and also 
lower down above the diaphragm. In cases of mitral 
stenosis, displacement of the csophagus, usually to 
the right, can be seen, although it must be confessed 
that a very large heart may prove too dense for the 
outline of the middle portion of the cesophagus to be 
shown. Obstruction of the esophagus by new growth 
can, of course, be readily shown by means of 
kymography. 

Myocardial disorders —Where the myocardium has 
been damaged by an infarct, absence of the pulsations 
can be demonstrated on the radiogram if the outline 
of the part of the ventricle affected can be shown by 
rotating the patient into a suitable position. In such 
a case there will be a localised absence of movement. 
With an extensive lesion and a definite aneurysm of 
the left ventricle, more obvious changes can be seen. 


Fie. [X—Tracing of a kymogram of a 
heart with aneurysm of the aortic arch 
(confirmed post mortem). The 
aneurysmal sac on the left side shows 
absence of the normal pulsations. 
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pulsations are of type II (see fig. II). The waves are 
considerably exaggerated on the left border of the 
aortic arch. 

Fic. VIJI—Tracing of a kymogram of a heart in a man, 
aged 56, with aortic regurgitation associated with hyper- 
tension and syphilitic aortitis. The pulsations are well 
marked on the upper part of the right border of the 
heart. 
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The following is an example of left ventricular 
aneurysm, 

A man aged 65 was admitted to hospital under 
Dr. Shirley Smith complaining of cough and shortness 
of breath on exertion. Four years previously he had 
an attack of intense precordial pain with malaise and 
sweating. The Wassermann reaction was negative, 
the electrocardiogram showed regular rhythm, P-R 
interval normal, notched Q RS in leads I and II, 
and inverted T waves in leads I, II, and III. The 
blood-pressure was 118/76. On screen examination 
and in anterior and oblique radiograms a circular 
‘opacity was visible in the region of the apex of the 
left ventricle, which was thought to be part of 
the heart shadow. The kym 
fig. V on plate. It will be noted that normal pulsations 
are visible on the left border of the heart until we 
come to the protuberance at the apex where they 
cease abruptly. A faint wavy outline can be seen 
in this area which is probably due to a deposit of 
calcium in the sac of the aneurysm. Transmitted 
pulsations are visible in the ribs on both sides of the 
chest wall. There is a double line of pulsations in 
the upper part of the right border of the heart 
apparently due to the superior vena cava externally 
and the aortic arch more internally. 


Disturbances of rhythm.—Kymography cannot com- 
pete with electrocardiography in the demonstration 
of disturbances of the rhythm. Very rapid movements 
cannot be shown, and too few pulsations are registered 
on one film. With a pulse-rate of 60 and an exposure 
time of three seconds, only three cardiac cycles are 
registered ; while with a pulse-rate of 120 six complete 
cycles will be shown, but in this case the wave form 
will be very narrow and difficult to read. 

Pericardial lesions.—The kymograph has a definite 
value in illustrating lesions of the pericardium, Where 
fluid is present there is an absence of normal pulsa- 
tions and a definite enlargement of the heart shadow, 
the appearance being fairly characteristic. Some- 
times it may be possible to separate the heart shadow 
from the fluid, but this is unusual. A deposit of 
calcium in the pericardium is fairly easy to detect 
and where it is extensive its influence on the heart 
movements can be seen. 


CONCLUSIONS 


It will be appreciated from the above rather brief 
description that kymography has a very wide applica- 
tion in the radiology of the heart. It can replace 
teleradiography since with a suitable apparatus a 
film can be taken at a distance of six feet which will 
show not only the outline of the heart but also the 
character of the pulsations in each part of the heart 
border. It enables us to assess the enlargement of 
the different chambers of the heart and the size and 
condition of the aorta. We can also separate 
extraneous shadows from the heart and great vessels. 
It is of considerable value in lesions of the peri- 
cardium, and in the examination of the csophagus, 
It is recommended as an accessory but very useful 
apparatus in the radiological examination of the 
heart and lungs, 


I should like to take this opportunity of acknow- 
ledging the valuable assistance which I have received 
from my colleagues at the London Chest Hospital 
during this investigation. 
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TREATMENT OF PNEUMONIA WITH 
M. & B. 693 


By T. FaRNwortH ANDERSON, M.D. Camb. 
MEDIOAL OFFICER, KENYA, COLONIAL MEDICAL SERVICE 
With Bacteriological Observations by 
R. M. DowDESWELL, M.D. Camb. 


ASSISTANT PATHOLOGIST, MEDICAL RESEARCH LABORATORY, 
NAIROBI 


M. &. B. 693, or 2-sulphanilyl-aminopyridine, is 
a recent ,preparation, which has been shown by 
Whitby (1938) to be active against pneumococcal 
infections in mice. Its action was further investi- 
gated by Fleming (1938), who demonstrated that 
the drug had a bacteriostatic but no bactericidal 
effect in concentratidns likely to be reached in the 
body. Clinical trials were made by Evans and 
Gaisford (1938) on 100 cases of lobar pneumonia 
with very favourable results, and more recently 
Reid (1938) and Robertson (1938) have reported cases 
in which recovery from pneumococcal meningitis 
followed its use. 

An investigation has been carried out in the Native 
Hospital, Nairobi, on 100 native cases of pneumonia, 
admitted between the end of August and the beginning 
of November, 1938. Of these 50 were treated with 
M. & B. 693 and the remainder were given the 
customary non-specific treatment. The only selection 
of patients which was made was to reject those dying 
within twenty-four hours of admission, and those 
who had been ill for more than five days before 
admission. In the former class, 2 were in the treated 
group and died four and six hours after admission, 
and 3 were in the control group. Patients who had 
been ill for more than five days before admission were 
not included, . 

It was intended to allot patients alternately to the 
treated and control groups as they were admitted ; 
owing, however, to a delay in obtaining supplies of 
M. & B. 698, 25 consecutive cases in the middle of 
the series were taken as controls, followed by 25 in 
the treated group ; otherwise the original programme 
was followed. The diagnosis in every case was based 
on the history, a blood-stained or rusty sputum, and 
the finding of a small area of tubular breathing, not. 
necessarily complete lobar consolidation. 


DOSAGE 


The dosage employed was similar to that recom- 
mended by Evans and Gaisford—namely, 2 half- 


. gramme tablets every four hours with an initial dose 


of 4 tablets (2 g.) A reduced dose was given to 
children according to age. Administration was con- 
tinued for twenty-four hours after the temperature 
became normal, except in a few cases in which there 
was a slight rise of temperature in the second week. 
The largest total quantity given to a single patient 
was 40:g., the average being 18-5 g. 


Table I shows broadly the total doses used. 


TABLE I—pDOSAGB 


Under 
Total dose (g.) 10 10-14 15-19 20-84 80-384 35+ 
No.of patients 2 .. 20 .. 13 .. 6 « 4 «. 5 


No remedy was given in addition to the M. & B. 693 
except an occasional aperient; sulphur-containing 
aperients were avoided. 
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SEX- AND AGE-INCIDENCE AND DAY OF ADMISSION 


Pneumonia is relatively uncommon among native 
women, and there were only 2 female patients in the 
treated group and 4 in the control group. There 
were 6 children below the age of eighteen, the 
youngest being eight. The majority of subjects 
in both groups were young men between the ages of 
twenty and thirty; the oldest patient was about 
forty-five. The average age was twenty-six in the 
treated group and twenty-five in the control group. 

Table II shows the age-distribution in the treated 
and control groups. 


TABLE JJ—AGE-DISTRIBUTION 
Under 
20 20 25 30 35 400r45 


T e 18 . 14 a 3 «2 3 a 50 
10 ee 22 ee 11 ee 1 ee 1 ee 50 


Treated .. 5 se 
Control ie 5 w 


These figures are only approximate, as few natives 
know their age. l 

- The two groups are roughly comparable as regard 
the day of illness on which they were admitted 
(table III). 


TABLE III—DAY OF ILLNESS ON WHICH PATIENT WAS 


ADMITTED 
Day of admission 2 3 4 5 — 
Control .. 6 15 16 12 1 ` 50 


It will be noted that the control group has a slight 
advantage both in younger age and earlier admission. 


FATALITY-RATE 


There were 8 deaths in the control group, a case- 
mortality of 16 per cent., which is a rather low 
figure. The mortality from pneumonia in the Native 
Hospital, Nairobi, during the six years 1932-37 
was 22 per cent. With the addition, however, of 
the 3 cases in which death occurred during the first 
twenty-four hours, and which were excluded from 
the control group, the death-rate in this series equals 
the average. 

There was only 1 death in the treated group. 


The patient, a woman aged about twenty-five, was 
admitted on the second day of the illness with a 
consolidation of the right lower lobe. A type I 
pneumococcus was cultured from the sputum. Two 
days after admission to hospital she became delirious, 
and vomiting began on the third day to such a degree 
that the administration of M. & B. 693 was seriously 
interfered with. The temperature varied between 
99° and 101° F. and was normal for four days 
before death, which occurred on the ninth day. The 
pulse-rate did not fall with the temperature, and 
death was probably caused by heart failure. No 
post-mortem examination could be obtained. There 
was no granulopenia, and it seems unlikely that death 
was due to tbe effects of the drug. 


EFFECTS OF TREATMENT 


One of the most remarkable effects of M. & B. 693 
was its modification of the temperature chart. In 
many of the cases in the control group the tempera- 
ture first reached normal at the crisis. In the treated 
group, however, the temperature first fell to normal 
within twenty-four hours of the commencement 
of treatment in 26 cases, and within forty-eight 
hours in 44. In every case the temperature first 
reached normal within three days, as shown in 
table IV. 
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After the initial fall there was a secondary rise of 
temperature in less than half of the treated cases. 
This secondary rise was generally only small, to 
not more than 100° F. Less frequently there was 


TABLE IV—DAY (AFTER COMMENCEMENT OF TREATMENT) 
ON WHICH TEMPERATURE FIRST REACHED NORMAL 
(TREATED CASES) 

Aver. days 


Day .. 1 2 3 4 56 6 7 8 9 10 Later.. 
Cases .. 26..18..5 a 1-6 


TABLE V—DAY ON WHICH TEMPERATURE FINALLY REACHED 


NORMAL (TREATED CASES) 
- Aver, days 
Day .. ‘1 2 3 4 ő 6 7 8 9 10 Later.. — 
3°5 


Cases... 15..11..6..2..3..4..1..1 4 1 
| 

a considerable secondary rise of temperature which 

was almost always associated with an extension 

of consolidation in the lung. In the treated group 

such extension was noted in 7 cases; in the control 

group extension was found in 23 cases. | 


i8 20 22 24 


2 4 6 8 10 i2 [4 16 
DAYS 


The mean of the temperatures of the treated group (con- 
tinuous line) and the untreated (interrupted line). 


The figures shown in tables IV and V are not strictly 
comparable with the control group, for in 22 cases 
M.. & B. 693 was not given at once but was with- 
held until unequivocal signs of pneumonia had 
developed. The number of days that elapsed before 
the temperature first reached normal and finally 
fell to normal, from the time the patient was admitted, 
are shown in tables VI and VII. 


TABLE VI—DAY ON WHICH TEMPERATURE FIRST REACHED 
NORMAL (TREATED AND CONTROLS) 


Aver. days 
Day .. 1 2 3 4 5 6 7 8 9 10 Later.. — 
Treated 13..26..8..1 i 1-9 
Control d4.. 6.. 4..4..10..4..6..1..2 l1 .. 4°8 


TABLE VII—pDAY ON WHICH TEMPERATURE FINALLY 


REACHED NORMAL 


Aver. days 
Day .. 1 2 3 4 5 6 7 8 9 10 Later.. — 
Treated 5..16..11..2..1..4..3..1 233 4-0 
Control Dew Oead ood 664601 664842650 44-9 8:2 


The accompanying figure shows the mean of 
temperatures in the treated and control groups; the 
arrow indicates the average time after admission 
at which administration of M. & B. 693 was begun. 
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The. area of the curve above the normal line in 
the treated group was 1066 sq. mm., and that 
enclosed by the control group 2114 sq. mm. 

In tables V-VII fatal cases have been excluded, 
also two cases, one in each group, in which inter- 
current affections supervened, necessitating a pro- 
longed stay in hospital. The average number of 
days spent in hospital by patients in the treated group 
was 7-5, compared with 11-9 days in the control 
group (see table VIII). 


TABLE VIII—DAYS SPENT IN HOSPITAL (RECOVERED CASES) 


Days 4-6 | 7-8 (9-10 11-12 13-1415-16 17 + , Total 
Treated 24| 14 4! 0 | 3 | 8 1 | 49 
Controls 1|' 7! 12 6 8 | 2 6 | 42 


COMPLICATIONS AND TOXIC EFFECTS OF THE DRUG 


Only 3 cases in the series developed serious complica- 
tions. One patient in the treated group ran a 
temperature for twenty-five days owing to an abscess 
ofi the buttock following an injection of quinine 
given before admission to hospital. In the control 
group one patient in whom delayed resolution occurred 
developed a parotid abscess, mental symptoms, 
incontinence of urine and fæces, and bed-sores and 
died three months later. One case in the control 
group developed an empyema. 

Vomiting occurred in 12 of the treated cases, but 
was sufficiently severe to interfere with treatment in 
only one—namely, the patient who died. Cyanosis 
was met with in 2 cases in which larger doses had been 
given. This symptom is not easy to recognise 
in natives and 1t is possible that minor degrees were 
overlooked. | 

No case of granulopenia was observed in the 
treated group. Differential leucocyte counts were 
done on successive days during treatment in 8 cases. 
In these there was a moderate fall in the percentage 
of polymorphonuclear leucocytes. The lowest recorded 
figure was 32 per cent. 


NOTE ON THE BACTERIOLOGY 
(Dr. DOWDESWELL) 
Technique.—Specimens of sputum were sent to the 


laboratory as soon after the patients’ admission to | 


TABLE A 
aroun 
reate 
Organism wit X DE Total Remarks 
693 
e | 8 +1(a) | 11 +1) 19+2 | 1 death in treated 
oup, 4 deaths 
n untreated 
group 

Pneunio- II 1 3 4 — 

coccal III 2 0 2 — 

types v 3 6 9 — 

VII 3 0 3 — 

VIII 1 +1(c) 1+1 — 

XIV 1 0 1 — 

Kevl 1 0 i zs 

Ww —» 
Unclassified .. 21 22 43 1 death in un- 

treated group 

Streptococci z 3 0 3 — 
No result 4 4 8 — _ 

‘Total | 49 |. 49 98 = 


(a) Recovered from abscess in a patient whose sputum yielded 


streptococcl. 

(b) Recovered from empyema in a patient whose sputum 
yielded an “ unclassified ” type of pneumococcus, l 

(c) Found in association with pneumococcus type I in the 


sputum, 
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hospital as possible. Half a cubic centimetre of 
an emulsion in saline was injected intraperitoneally 
into mice and cultures made from the heart blood, 
when the mouse was moribund, usually within twenty- 
four hours. Typing of pneumococci by agglutination 
was done in the usual way with formalinised saline 
suspensions of eighteen-hour cultures on blood-agar 
or peritoneal wash suspensions after preliminary 
centrifugalisation to throw down cells. Bile-solubility 
tests were done on each strain. Antisera for the 
nine most prevalent types in Kenya were used : 
those pneumococci not of one of these types are 
grouped as “‘ unclassified.” | 

The results obtained from the sputa of 95 of the 
cases described above are shown in table A. 

The percentage incidence of types among the 
90 strains recovered from 87 cases from both the 
treated and untreated groups is shown in table B. 


TABLE B—INCIDENCE’ PER CENT, 
A = This series. B = De Smidt’s series.* 


Pneumococcal types 


Sr e e a a 


Series 

I uH | I| V | VEO | VOI | XIV | xv | Kw 
A .. 1230/44 20 |10) 3'20 1l 0l ı 
B .. 121-5825825] 6 7 9-5] 3 3 3 


rr 


* These results are taken from unpublished work by Dr. 
F. P, G. de Smidt, who investigated over 800 specimens from 
pneumonias in Nairobi between 1929 and 1935 and isolated 
24 pneumococcal types. 


In view of Whitby’s (1938) findings on the action 
of M. & B. 693 on the different pneumococcal types 
in infected mice it would be interesting to see if 
the same differences occur in pneumonia in man. 
In this very small series the times elapsing between 
commencement of treatment and the final fall of the 
temperature to normal among those 12 patients 
yielding types I, VII, and VIII and those 6 patients 
yielding types II, III, and V averaged 4:1 days and 
2-4 days respectively, which is not in accord with the 
results of the mouse experiments. However, it is 
clearly quite impossible to gauge the therapeutic 
activity of the drug in relation to the different pneumo- 
coccal types with such small numbers as we have 
here, and in the presence of the many undetermined 
factors that must be present in clinical cases. 

SUMMARY . 

1. The results of treatment in 50 cases of pneu- 
monia with M. & B. 693 are compared with the 
results in 50 cases which were given non-specific 
treatment. 

2. There were 8 deaths in the control series, com- 
pared with 1 in the treated series. 

3. The course of the disease was considerably 
modified by the drug, and the pyrexial period was 
reduced in the treated group. 

4. In the small series under review it has been 
impossible to correlate clinical findings with different 
pneumococcal types. The drug appeared to be active 
against all types. 

We are indebted to Dr. de Smidt for permission 
to quote his results; to Mr. J. S. M. de Souza for the 
work he has done on typing pneumococci; to Mr. 
A. Walter, formerly statistician to the Governors 
Conference, for statistical help; to Dr. J. I. Roberts 


A 
D 


< 


ge 
@ 
a 
E 
9 


` for examinations of the blood; to the Director of 


Medical Services of Kenya for permission to publish 
this paper ; and to Messrs. May and Baker for a supply 
of the drug sufficient for the treatment of 50 cases. 
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CHRONIC CONSTRICTIVE PERICARDITIS 
By Joun B. Hunter, M.Chir. Camb., F.R.C.S. 


SURGEON, KING’S COLLEGE HOSPITAL, AND ROYAL 
CHEST HOSPITAL, LONDON ; AND 


TERENCE East, M.A., D.M. Oxfd, F.R.C.P. 


PHYSICIAN, AND PHYSICIAN IN CHARGE OF CARDIOLOGICAL 
DEPARTMENT, KING’S COLLEGE HOSPITAL 


(WITH ILLUSTRATIONS ON PLATE) 


THE surgical treatment of constrictive pericarditis 
is slowly being adopted. Only a few accounts of the 
experiences of physicians and surgeons in their 
combined efforts in treating this disease are as yet 
available in this country. We feel that all information 
on the subject may be helpful, both in drawing atten- 
tion to these cases and in throwing light on the risks, 
complications, and results of pericardiolysis. 

The following is an account of three cases treated 
at King’s College Hospital. Before giving the case 
notes we should like to discuss certain points that 
arose as the result of our experience with these cases. 


PRELIMINARY MEASURES 

All the patients were given considerable periods 
of rest in bed in hospital before operation. When 
ascites was present it was controlled either by 
Salyrgan or by tapping, and as much fluid as possible 
was got rid of before operation. This last seems an 
important point, for in case 2 the operation had to 
be abandoned at the first attempt after the skin 
incision, Owing to respiratory embarrassment, and 
we thought that this was produced by the ascites; 
before a second attempt as much fluid as possible was 
withdrawn. 

ANESTHETIC 

The question of anesthesia appears to us also of 
great importance ; in case 1 and at the first operation 
in case 2 Avertin, gas and oxygen, and ether were 
used, but after the respiratory embarrassment above- 
mentioned it was thought that a basal anesthesia 
was too depressing; in the subsequent operation 
and in case 3 a plain open ether preceded by morphia 
was used and proved most satisfactory. Apart from 
the first operation on case 2, the anesthetic gave no 
undue anxiety, and it was most noticeable how little 
the patients were affected during operation. 


OPERATION 


A new exposure of the pericardium was used and 
found to be very satisfactory. A curved incision 
was made, starting in the middle line of the sternum 
about 1 in. below the sternal notch and carried 
outwards towards the left nipple, sweeping back to 
end just across the middle line at the xiphisternum. 
The skin-flap thus marked out was turned to the 
right. Portions of the second to the sixth costal 
cartilages were carefully removed after the peri- 
chondrium had been stripped. A sternum-splitting 
chisel was introduced at the right border of the 
xiphisternum and the sternum divided as far as the 
second interspace; a cross division was then made 
to the middle line from the second interspace. The 
sternal flap thus marked out was turned to the left 
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as an osteoplastic flap, giving a wide exposure of the 
pericardium and the edges of the pleure (fig. I). 

The pleurz were stripped back from the pericardium 
by gauze dissection. In all cases it was noticed that 
there were fine extrapericardial adhesions, and it 
would seem important that these should be separated, 
far round to the left side before opening the peri- 
cardium, for it makes the subsequent removal of the 
pericardium much easier and more extensive. 

Exposure of the pericardium showed at once. the 
constrictive effect on the heart, for, although pulsa- 
tions were visible, they were very much smaller 
than those l 
seen On expos- 
ing the peri- 
cardium in the 
preliminaries 
of cardio- 
omentopexy. 

After free 
exposure of the 
pericardium ` 
an incision 
was made into 
it with great 
care and a line 
of cleavage 
sought. The 
difficulty of 
doing this 
varied con- 
siderably in 
the different 
cases. When a 
portion had 
been freed, 
that portion 
was removed 
and a fresh 
portion separ- 
ated, the peri- 
cardium being 
removed piece- 
meal. Removal of the pericardium was carried out 
over the anterior and left side, as far on the right as pos- 
sible, and in an upward direction. No special attempt 
was made to free the inferior or superior venæ cavæ. 

In all cases a definite increase could be seen in 
the force of the heart-beat, and the heart at the end 
of the operation was apparently larger. 


COMMENT 


We are of the opinion that the symptoms of the 
disease are produced by the mechanical effect on the 
ventricles; these, being constricted, cannot fill to 
their capacity, thus producing a back-pressure effect. 
on the auricles and a rise in venous pressure: this 
may affect the inferior vena cava in particular. The 
effect on the circulation is to slow the rate of the flow 
of blood between the arm and the lung. Other 
observers have demonstrated that the cardiac output 
is low and cannot be raised to the usual extent on 
exertion (Burwell and Strayhorn 1932). The stroke 
volume is actively reduced—it may be to 60 per cent. 
of normal (Burwell and Flickinger 1935). 


Fic, I—Heart exposed, with skin-flap 
turned to right and osteoplastic flap 
(sternum) to left, showing fibrous 

- band (found in case 2) running from 
right auricle, across right ventricle, 
to diaphragm, 


FIRST CASE 


A clerk, aged 34, was admitted to King’s College 
Hospital in May, 1935, suffering from acute peri- 
carditis. No effusion developed. There were no 
Symptoms of rheumatism and no pleurisy. After 
several weeks the patient made a good recovery. The 
physical signs of the heart were then normal. The 
electrocardiogram then showed nothing of importance. 


256 THE LANCET] 


MR. HUNTER & DR. EAST: CHRONIC CONSTRICTIVE PERICARDITIS 


_[eep. 4, 1939 


Towards the end of 1936 he began to have swollen 
ankles and pain and swelling of the abdomen. The 
tendency to cedema increased. By this time the 
diagnosis of Pick’s syndrome resulting from pericardial 
constriction was obvious. Slight cyanosis was visible 
in hands, lips, ears, and feet. The ankles were slightly 
cedematous. Ascites was present. The fluid was a 
transudate. The liver was not enlarged. The veins 
in the neck, particularly on the right side, were 
engorged 8 cm. above the clavicle when the patient 
was reclining at 60°. They showed little pulsation 
but swelled on inspiration. 

The heart was not enlarged in the transverse 
diameter (14 cm.) as against 29 cm. for the lung field, 
but there was some increase in the right median 
diameter (6 cm.) compared with the left (8 cm.), 
apparently due to enlargement of the right auricle, 
No calcification could be found. The systolic move- 
ment of the apex was slight. There were pleuro- 
pericardial adhesions at the apex. The heart sounds 
were normal; there were no murmurs, The pulse 
was not paradoxical. The blood-pressure was usually 
low, about 115/75. The pulse-rate remained normal. 

Observations of the circulation-rate gave the 
following results: arm to carotid sinus (cyanide) 
22 sec. (average normal, 15 sec.); arm to lung 
(ether) 17 sec. (average normal, 10 sec.). These 
results showed that the delay in circulation lay 
between the arm and the lung capillaries. 

The urine was normal; the concentration of urea 
(MacLean and de Wesselow) and the blood-urea 
were normal. The Wassermann reaction was negative. 
The blood-count was normal. The accumulation of 
ascites was kept under control by salyrgan, to which 
he responded well. ; 

Operation.—Pericardiolysis was done on March 2, 
1937, under avertin, gas and oxygen, and ether, and 
the pericardium was exposed as described above. 
Once the pericardial sac had been removed from the 
front of the heart, the ventricle swelled upwards at 
each diastole well above the bounds within which 
the sac had formerly limited it. It was a most con- 
vincing demonstration of the constricting effect 
which this form of pericarditis had produced. It 
seemed that the pericardial sac had shrunk and was 
now too small for the heart and thus limited its 
diastolic expansion and filling. 

Subsequent course.—Fever persisted for ten days. 
Fluid collected under the flap and had to be aspirated 
repeatedly for a fortnight. Soon after operation 
pleural frictions were audible over both lungs in 
front. A large effusion developed in the right pleural 
sac and persisted for ten weeks. The reaccumulation 
of fluid was partly checked by air-replacement after 
paracentesis. In the sixth week there were pain in 
the back and transient hematuria, probably from a 
renal infarct. 

Later the jugular veins were normal and did not 
fill on abdominal pressure, Cyanosis had gone, and 
the patient was free from cedema and ascites seven 
weeks after operation. Before he left hospital in the 
twelfth week, the circulation-rate was tested again 
with these results: arm to carotid sinus (cyanide) 
18 sec. and 18: sec.—two readings (average normal, 
15 sec.); arm to lung (ether) 9? sec. and 12 sec.— 
two readings (average normal, 10 sec.). Compared 
with the results obtained before operation, it is 
indicated that the delay between arm and lung 
capillaries had disappeared. The vital capacity was 
3480 c.cm. After the operation a diastolic rebound 
could be felt over the third left interspace. There 
was no change in the size or outline of radiograms 
of the heart. Section of the pericardial sac showed 
dense fibrous tissue, in which were cells containing 
free iron. The electrocardiogram, taken before 
operation, showed —1-:5 mm., T negativity in leads 
II and III. After operation T, became negative and 
T, iso-electric. The voltage of R was unchanged 
(R,;=+5 mm., R,=+7 mm.). 

Eighteen months after operation the patient is 
back at work and living an ordinary life, free from 
any disability. 


In this case the symptoms of Pick’s syndrome, due 
to constrictive pericarditis, came on fifteen months 
after an attack of pericarditis of obscure origin. 
Cardiolysis gave complete relief. Pleural effusion 
on the right side and a renal infarction were 
complications. 


SECOND CASE 


A dressmaker, aged 21, had had acute pericarditis 
in April, 1933. Paracentesis had to be done several 
times, At first the fluid was bloodstained, later 
clear yellow. In the summer of 1934 ascites developed. 
At this time there was moderate cyanosis. The external 
jugular veins were considerably distended. The heart 
was not enlarged. There were no murmurs, but the 
pulmonary second sound was reduplicated. Blood- 
pressure was 110/64. The liver was not enlarged. 
Paracentesis of the abdomen was done. The tendency 
to reaccumulation of fluid seemed to diminish until 
the summer of 1935, when the abdomen had to be 
tapped again. After this she was able to resume 
her work but relapsed again in 1937. 

The physical condition was much as before. The 
external jugular veins showed inspiratory filling. The 
liver was not enlarged. There were considerable 
cyanosis and slight clubbing of the fingers. There was 
much ascites, but oedema of the feet had never been 
conspicuous, though the feet were always blue and 
cold. There was no paradoxical pulse. The left 
lung was poorly expanded at the base; hence the 
heart was a little displaced to the left. The transverse 
diameter of the heart was 11:5 cm, and of the lung 
fields 27 cm, | 

The electrocardiogram showed low voltage. Estima- 
tion of the circulation-rate gave normal results: 
arm to carotid sinus (cyanide) 18 sec.; arm to lung 
capillary (ether) 8 sec. 

The von Pirquet reaction was strongly positive. 
ae was a Short attack of dry pleurisy on the left 
side, 

It was realised that the patient was not a good 
operative risk, but it seemed that pericardiolysis 
was indicated. Repeated tapping of the abdomen 
gave temporary relief, and for a time the disability 
remained stationary, but latterly it tended to increase, 
She had reacted badly to salyrgan on one occasion. 
After the first operation she responded well to salyrgan, 
when veins could be found, and rather erratically to 
Novurit suppositories, 

The operation had to be abandoned at the first 
attempt because the breathing became so bad. In this 
case avertin was probably not the suitable ansesthetic. 

Owing to the shrinking of the left lung and the 
high diaphragm on the right side the vital capacity 
was low: 1300 c.cm. before paracentesis of abdomen 
and only 1700 c.cm. when the abdomen was empty. 

Operation.—Pericardiolysis was done on June $, 
1937, under open ether preceded by morphine sulphate 
gr. +. When the pericardium was exposed, the heart- 
beats were slight. The pericardium was carefully 
incised, and many very fine adhesions found inside 
were freed upwards towards the right auricle. Irregu- 
larity of the beat followed this procedure, but the 
rate settled almost at once. The pericardium was 
removed piecemeal round to the left side and down- 
wards to the diaphragmatic surface, where the 
adhesions were dense, A very stout adhesion running 
down from the right auricle to the diaphragmatic 
surface (fig. I) was so stout that the heart bulged 
on either side of it; no calcification was found, 

Soon after operation pleurisy developed on both 
sides, going on to effusion on the right side. Since 
the operation there has been less cyanosis, and the 
external jugular veins have been less engorged. 
Ascites still recurs, and paracentesis has to be done 
from time to time. There has been no change in the 
signs of the heart, The radiogram shows no change 
in the transverse diameter (11°56 cm.). Section of a 
piece of the pericardial sac showed only fibrous tissue 
and a little round-cell infiltration, Possibly tuber- 
culosis caused this pericarditis, : 
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The symptoms of Pick’s syndrome here developed 
about a year after acute pericarditis of obscure 
origin. Pericardiolysis gave only a little relief to the 
area drained by the superior vena cava. Pleurisy 
with effusion developed on the right side. 


THIRD CASE | 


A slate tiler, aged 42, who was a well-built man 
and used to carrying 3-4 tons of tiles daily, complained 
of shortness of breath and substernal pain, preventing 
him from doing his work. He had noted also palpita- 
tion, exhaustion, and giddiness. There was nothing 
important in his past history. 

There was no venous engorgement, inspiratory filling 
of external jugulars, cyanosis, or cedema. The apex- 
beat was normal in site, extent, and force, and there 
was slight systolic retraction in the fifth left interspace. 
The sounds were normal. Screening showed an 
amplitude of 0°75 cm. movement at the apex. The 
lateral movement of the heart on bending sideways 
was very slight. The pericardial sac was calcified 
in s granular masses (fig. II on plate). 

The electrocardiogram was normal, except for a 
P-R interval of 0:20 sec. The blood-pressure was 
about 120/70. There was no paradoxical pulse, The 
rate was usually about 60. Tests of circulation-rate 
gave these normal results: arm to carotid sinus 
(cyanide) 16? sec.; arm to lung capillaries (ether) 
9} and 10? sec. (two tests). The vital capacity was 
3100 c.cm., or 1820 c.cm. per square metre of body 
surface, a good result. The right median diameter 
of the heart measured 4 cm. and the left 8-5 cm., 
making a total of 12:5 cm. (fig. III). The transverse 
diameter of the lung fields was 28 cm. 

Operation.—Pericardiolysis was done on June 22, 
1937, under open ether preceded by morphine sulphate 
gr. 3. The pericardium was exposed. Calcification was 
found on palpation over the auricles and to the right. 
The pericardium was carefully incised and gaped 
immediately, giving ‘the impression that the heart 
was bulging. Some irregular beats were noted at 
this time, but the rate soon became regular. The 
pericardium was removed ee upwards towards 
the auricles and round behind the left ventricle. As 
usual, the orientation of the various chambers was 
uncertain, and the suggestion was that the heart was 
rotated. Very little calcification was found, and 
this was in the form of plaques. 

Subsequent course.—Pleurisy developed on the right 
side, but without effusion. Later there was mild 
bronchopneumonia, Fever lasted a fortnight. 
Extrasystoles caused bigeminy on the fourth day 
and were followed by auricular fibrillation. Later on 
this was abolished by quinidine. 

Two months after operation estimations of the 
circulation-rate gave: arm to carotid sinus (cyanide) 
15 sec.; arm to lung capillary (ether) 7} sec. The 
right median diameter of the heart measured 6 cm. 
and the left 8 cm., making a total of 14 cm. (fig. IV). 
The transverse diameter of the chest was 28 cm. 

The electrocardiogram showed smaller deflections 
than before, but of normal form. Vital capacity was 
2400 c.cm., or 1590 c.cm. per square metre of body 
surface, 

The patient left hospital two months after operation. 


In this patient the pericardial sac was calcified. 
The increase in the size of the heart after operation 
shows that there was probably some constriction. 
The venous congestion of Pick’s syndrome, however, 
had not yet developed. It seemed right to operate 
at an early stage, for symptoms had begun to prevent 
work. He can now get about actively without symp- 
toms. In this case the complications were pleurisy, 
bronchopneumonia, and auricular fibrillation. 

DISCUSSION 

Case 1 and case 2 presented the characteristic 
symptoms of Pick’s syndrome, In case 2 the tendency 
to ascites was more pronounced than the cdema of 
the legs. In case l there were both cedema and 
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ascites. In case 3 the syndrome had not developed. 
The diagnosis was given by the radiogram showing 
calcification in the pericardial sac. The increase in 
the size of the heart’s shadow after operation is held 
to indicate the need for pericardiolysis. 

Ajtiology—The pericarditis in case 1 was of 
unknown origin. In case 2 it may have been tuber- 
culous, for the effusion was hemorrhagic. There is 
no history in case 3 to throw light on the cause of 
the calcification, but some calcified glands in the 
roots of the lungs suggest tuberculosis. 

The symptoms of Pick’s syndrome in case 1 and 
case 2 took about a year to develop after the acute 
pericarditis. 

Jugular venous engorgement was conspicuous and 
showed the usual increase on inspiration. Pulsation 
in the veins was not conspicuous. Enlargement of 
the liver was not pronounced. 

Size of the heart—There was no cardiac enlargement 
in these patients. It is worth noting that in case 1, 
in which the constrictive effect of the shrunken 
pericardial sac was so obvious at operation, the 
heart’s shadow showed no enlargement later. 

Circulation-rate—In case 1 there was delay 
between the arm and the lung. This became less 
after operation. In case 2 there was no delay, 
although there was much congestion. In case 3, 
which showed no congestion, the results were almost 
the same. More information is needed to explain 
these discrepant results. Both Roberts’s cases showed 
delay between arm and lung (Roberts 1937). 

Electrocardiogram.—Low voltage was noted in 
case 2. Inversion of T, followed operation in case 1. 

Urinary output in case 1 averaged between 20 
and 21 oz. daily before operation, but the intake was 
restricted, After operation it rose to between 40 and 
60 oz. daily. In case 2 the low average of 20 oz. 
persisted after operation. Case 3, which had no 
congestion and an average of 40 to 60 oz., showed a 
definite rise to 80 to 100 oz. after operation, although 
the intake remained unchanged. 

Complications.—Case 1 had persistent serous effusion 
from the wound at first and a pleural effusion on the 
right side, Case 2 developed bilateral pleurisy, with 
effusion on the right side. Case 3 had pleural effusion 
on the right side and transient auricular fibrillation. 

An oxygen tent was used after operation for all 
three patients. 

RESULTS 


In case 1 the cure appears to be complete; in 
case 2 the relief is only partial; in case 3, in which 
venous congestion had not developed, there is 
improvement. It remains to be seen whether he can do 
as heavy work as he did before his symptoms began, 


SUMMARY 


(1) A new surgical approach for pericardiolysis is 
described, (2) The results are given of pericardiolysis 
in three patients, of whom two had developed chronic 
constrictive pericarditis (Pick’s syndrome) about a 
year after acute pericarditis and the third showed 
on radiography calcification in the pericardial sac 
although the syndrome had not developed. (3) All 
three patients had pleurisy with etfusion after 
operation. (4) Of the patients with Pick’s syndrome, 
one is apparently cured and the other only partly 
relieved. The third, in whom the syndrome did not 
develop, is improved. 
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THERE are two schools of opinion about ossification. 
According to Keyes and Compere (1932) and Mau 
(1931) the primary centre of ossification appears at 
the 24th week of intra-uterine life, dividing the 
primitive Anlage into two cartilage plates. By the 
continued growth in these plates enchondral bone 
is formed from the age of 6 till growth ceases at 17-20 
years in females and 20-25 in males. This process 
extends over the entire superior and inferior surfaces 
of the vertebral body but is limited peripherally by 
a Ting overlapping the lateral and anterior borders 
of the osseous vertebre. The final ossification does 
not extend beyond the regions of the epiphysial ring, 
the remaining part of the plate, which is enclosed 
by the ring, becoming blended with the fibro- 
cartilaginous envelope of the disc. The formation of 
enchondral bone stops simultaneously in all regions. 


The other view is held by Schmorl (1928a and b) and 
Beadle (1931). They maintain that the epiphysial 
ring mentioned by Tick (1911) and called the 
Randleiste by Schmor] has no place in the scheme of 
ossification of the body but exists as a fixation organ 
which maintains the position of the intervertebral 
disc. 

Both Mau (1927) and Scheuermann (1920) when 
describing juvenile kyphosis believed that the wedge- 
shaped bodies were the sequel to deficient or unequal 
. growth in the epiphysial line and therefore considered 
the ring a growth organ. Schmorl (1928b) described 
two cases which seemed to disprove this theory. 


A man aged 33, blown up in the war in 1915, 
suffered from pain in the back afterwards. He died in 
1928 from pulmonary tuberculosis, His spine was 
removed at autopsy and, when macerated, showed a 
portion of the epiphysial ring 2-6 mm, in size 
separated from the rest by two grooves. A groove 
was also seen in the middle of this fragment on the 
anterior exterior surface of the vertebra: the piece 
was separated 0:5 cm, under the edge by a gaping 
furrow convex downwards and 2 mm. wide. On 
the edges of the furrow was a bony jagged margin 
above; the fragment was separated from the upper 
surface by another gaping furrow 3 mm, wide and 
6 mm. deep. When the accident took place the man 
was 20 and presumably still had an active epiphysis. 
Growth was not yet closed, but the injury had 
obviously caused no disfigurement of the spine such 
as might have arisen from a defect in growth. 


By a coincidence one patient in my series has a 
simular history. 


‘Serving in the war in an infantry regiment, he 
was blown up by a mine in 1917. Shortly afterwards 
he was discharged with a kyphosis. He was at this 
time 22 years old. His kyphosis became stationary 
when he was 26, but since then he has complained of 
periodic pain in his back. The patient, now 40 years 
old, presents the clinical features of old adolescent 
kyphosis. The deformity is a fixed kyphosis of mid- 
dorsal region. There is no tenderness on palpating 
the spinous processes, The radiogram shows (lateral 
view) wedging of dorsal vertebrae 5, 6, 7, 8, and 9, 
thinning of the intervertebral discs, anterior lipping 
of the bodies of dorsal vertebræ 5, 6, 7, 8, 9, and 10, 
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and bridging by bone of 6-7, 7-8, and 8-9, with 
calcification of two intervertebral discs (fig. Ion plate). 
Here is a case with an essentially similar history which 
seems to prove that injury to the epiphysial rings 
can cause disturbance of bone formation. 


Schmorl’s second case is that of a girl aged 22, 
who died from “ post-abortion pyæmia.” At the age 
of 18 she had fallen from a hay-cart. A tear of the 
epiphysial ring on the upper anterior aspect of the 
third lumbar vertebra was discovered at autopsy. A 
similar fragment was found on the second lumbar 
vertebra. As Beadle (1931) remarks, this cannot be 
taken as an epiphbysial break, for union is common 
in girls at the age of 17 or earlier. This girl had no 
deformity during life. | 

It is interesting that in 8 per cent. of the cases seen 
by me the deformity was attributed to an injury 
of the back. 

The views of Schmor]l (1928a and b, 1930) and Beadle 
(1931) divergein many details from this first theory, the 
formation and function of the epiphysial ring being 
discussed from the folowing viewpoint. Each vertebral 
body is ossified from two centres. Fusion is rapid, 
but at birth a layer of cartilage usually surrounds the 
bodies. Between the body and arch of the vertebra 
a narrow band of cartilage persists in which a centre 
appears at the age of 2, forming the vertebral arch. 
When the primary body centres are fused, the only 
cartilage which persists is situated at the superior 
and inferior surfaces of the vertebre, and this disc 
or plate overlaps circumferentially. By endochondral 
bone formation on the inner surfaces of these plates 
further growth in length takes place. This ossification 
layer, while presenting the usual microscopic features 
of bone formation in cartilage, may be interrupted 
by gaps in the ground substance of the growing 
layer (Schmorl 1930). The cartilage is split into 
fibres staining with eosin, or hematoxylin if decalcified, 
which lie parallel to the plane of the cartilage plate 
embedded in clear fluid, surrounded in parts by 
degenerate cartilage cells. This appearance is said 
to be an artefact and due to the shrinkage and 
precipitation of products of degeneration. These 
“ ossification gaps ” extend into the resting cartilage 
layer and prevent bone formation at these points. 
They are numerous at the age of 8, when the perfora- 
tions of the vertebral surface appear. In the adult 


_ the gaps leave no trace, but it is suggested that they 


may give rise to points of weakness in the plates. 
The macerated vertebral body of a child aged 16 has a 
different appearance from that of an adult. A series of 
deep radially cut furrows is seen on upper and lower 
surfaces extending over the edges, a cogwheel appear- 
ance resulting which is especially well seen in the 
lumbar and sacral regions, This formation is visible 
at birth and becomes most conspicuous until it 
reaches a maximum at the age of 10. It then becomes 
progressively less noticeable and finally disappears 
between the ages of 21 and 25. A central area always 
remains smooth. 


During the period of their existence the furrows 
are filled by hyaline cartilage. If the vertebral body 
is sectioned in the sagittal plane and the cut passes 
through one of the furrows, the cartilage plate will 
present two triangular anteriorly placed projections 
giving a toothed appearance. It is in these triangular 
portions that the small ossification centres appear as 
early as the 8th year (females) or 10th year (males), 
These centres are irregular in their time of appearance 
in the same plates. The centres join to form a con- 
tinuous bony ring above and below the respective 
vertebre. As soon as the ring forms, bony union 
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with the body occurs and the furrows on the body are 
gradually filled up. In females this is complete at 
20, in males after 20. The union may be marginally 
incomplete in the early stages, and a zigzag line 
marks the line of fusion. Microscopically there is 
little characteristic in these epiphyses. A small area 
of calcification appears in the cartilage plate ; vessels 
grow into this centre from the marrow, carrying 
osteoblasts which lay down thin lamellar bone 
Surrounding narrow spaces. No vascular communi- 
cations are seen with the perichondrium. 


VASCULAR SUPPLY OF DEVELOPING VERTEBRA 


Böhmig (1930) describes the vascular supply of 
the plate. He states that there is a vascular system 
on the dorsal and ventral aspects of the cartilaginous 
body : one artery and two veins, which penetrate the 
body (median dorsal and ventral arteries of the body). 
Each vessel branches, one tributary passing superiorly, 
the other inferiorly, to the neighbourhood of the disc 
(dorsal and ventral arteries of the disc). Later the 
two main median vessels, separated by the chordal 
canal, form two sinuses in the centre of the future 
vertebral body. The dorsal sinus gives off two arteries 
{upper and lower axial vessels) supplying the disc, 
which is therefore nourished by six arteries, three 
from above, three from below—namely, the ventral, 
axial, and dorsal branches of the median dorsal 
and ventral arteries of the disc. 

The accompanying lateral radiograms are taken 
from a series of 200 showing the appearance of the 
spine in adolescent kyphosis. Since this disease is 
developed essentially during the period of active 
spinal growth, some points of importance may be 
made in a study of spinal ossification. 

Fig. II is a lateral radiogram of the spine of a boy, 
aged 13, with early rigid kyphosis. The ring epiphyses 
of the spine are seen as small detached seed-like 
bodies at the anterior angles of the vertebral bodies. 
At two adjacent angles the bodies project beyond 
the anterior vertebral body line in a rather sharp 
convexity. This presumably means bony overgrowth 
caused by irritation of the epiphyses concerned and 
initiated by a nuclear prolapse in the disc allowing 
the axis of motion to be transferred posteriorly to 
the spinal laminar joints. 

If premature ossification is produced, premature 
closure of the epiphysis is a certain sequel. Fig. III, 
a lateral radiogram of the dorsal spine of a child, 
aged 16, with rigid kyphosis, shows that the'area of 
the vertebra in relation to the discs is reduced and 
the central area of the vertebral body projects 
anteriorly. 

In my opinion fig. II shows that the ring epiphysis 
is responsible for bone growth in the body of the 
vertebra in a boundary area probably amounting to 
1/32 of the whole, whereas the remaining ossification 
is by endochondral growth of the vertebral body. 
The last stage is seen when osteophytes project 
anteriorly above and below the vertebral bodies 
(fig. IV). 


SUMMARY 


(1) The current views on vertebral body ossification 
are given. (2) Three cases are quoted which seem to 
prove that ossification is combined in the vertebral 
body and the epiphysial ring. 

My thanks are due to Mr. J. R. Rocyn-Jones, Mr. 
Blundell Bankart, and Mr. V. H. Ellis for permission 
to use their cases, seen by me in the Royal National 
Orthopzdic Hospital. 

(Continued at foot of next column) 


The articular areas are still limited in size. 
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NEOPLASTIC CYSTS COMMUNICATING 
WITH THE VENTRICULAR SYSTEM 
REPORT OF A CASE 


By Wyr McKıssocg, M.S. Lond., F.R.C.S. 


ASSISTANT SURGEON, MAIDA VALE HOSPITAL FOR 
NERVOUS ‘DISEASES, LONDON 


(WITH ILLUSTRATIONS ON PLATE) 


As the incidence of neoplastic cysts communi- 
cating with the ventricular system is apparently 
low, it seems justifiable to report the following 
case, more particularly because it demonstrates the 
advantages to be gained by the use of the apparatus 
and technique perfected by Lysholm et al. (19365). 

Eight cases only could be found in a moderately 
thorough search of the literature, and of these the 
case reported by André-Thomas, Schaeffer, de Martel, 
and Guillaume (1932) was not proved neoplastic, 
although their excellent report admits of little doubt 
of the malignancy of the pathological process. Another 
case, not included in the literature, is mentioned by 
Lysholm in a personal communication, in which 
he states that in a series of 450 verified tumours 
examined by ventriculography he has only met with 
this condition twice. 

The earlier cases, reported before the extensive use 
of air studies of the ventricular system, were usually 
post-mortem discoveries—e.g., the two cited by 
Auriat in 1925. Jossman in 1928 published a case 
in which the diagnosis was suggested by air study and 
confirmed only at post-mortem, and in 1935 Medea 
reported another found at autopsy. In the non- 
proven case of André-Thomas et al. encephalography 
failed and ventriculography was not attempted, the 
diagnosis being made at operation. 

The only cases reported in which the neoplastic 
cyst was proved to communicate with the ventricular 
system are the two described by Cohen in 1936 and 
the one by Lysholm et al. in 1937. The condition is 
apparently not confined to any one type of neoplasm, 
for the cases referred to above include two astro- 
cytomas, one hamangioma, one cholesteatoma, and 
an ependymoma. No conclusion can therefore be 
reached when the characteristic appearances are 
disclosed by ventriculography, but the majority 
tend to be slow-growing rather than highly malignant 
tumours. 

The ventriculograms in the case described below 
bear a remarkable resemblance to those of Cohen’s 
second case, and the pathology of the tumour was 
the same in the two cases. oy 


CASE-RECORD 


The patient, a man aged 42, gave a history dating 
back to twenty years ago, when he received a gun- 
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shot wound beneath the left clavicle. The super- 
ficial part of the wound alone was treated at the time, 
various pieces of clothing and metal buckle being 
removed, but the bullet lying beneath the left scapula 

was left untouched and remains to this day. 

Shortly after this injury he had an attack in which 
a tingling sensation commenced in the ulnar side of 
the left hand, spreading upwards over the whole of the 
left arm, downwards over. the left side of the trunk, 
and finally over the whole of the left leg and the left 
side of the face, neck, and head. The sensation 
spread over its whole area in less than a minute, 


was gone in a further minute, and was described as . 


most disagreeable. 

Since the original onset twenty years ago the attacks 
have recurred at short intervals in an exactly similar 
a oe always being confined to the left side of the 

ody 

Four years ago, two weeks after the extraction of 
twenty-five teeth, he had a sudden attack in his sleep 
of a different character, in which his wife found him 
‘“ moving his arms and legs and making unpleasant 
noises.” He was unconscious during this attack and 
remained so for sixty-one hours, during which time 
he is said to have been suffering from almost con- 
tinuous fits, although no accurate information is 
available on this point. Afterwards he had no 
recollection of this period nor of the original con- 
vulsion. For some weeks after this attack he felt 
rather debilitated but slowly returned to his normal 
health, although the sensory fits persisted in spite of 
medicinal treatment continued for two years. Two 
years ago he began to have ‘‘ muddled feelings ” 
in his head, pain behind the eyes, and increasing 
ae of sensory disturbances in the left side of the 

ody. 

Four weeks before admission (Jan. 13, 1937) 
he had a fit beginning with the usual tingling sensation 
followed by twitching of the left angle of the mouth, 
clenching of the teeth, and clonic movements of the 
left hand and arm, This was the first occasion he 
could recall of a motor component of the fits. One 
week before admission an exactly similar fit took 
place, and on the day of admission another such fit 
progressed to unconsciousness and was followed by 
drowsiness and frontal headache. 

. There were no other symptoms of any kind. 

Neurological examination.—The patient was a 
well-built, pale, but healthy-looking man, quite 
intelligent i in conversation, well orientated, and showing 
_no evidence of defective memory or of mental defect. 
He was right-handed. Apart from a visual acuity of 
6/24 on the right side and 6/36 on the left and slight 
bilateral middle-ear deafness, the cranial nerves were 
normal. In the upper extremities there was com- 
parative weakness of the left arm, definite wasting 
of the thenar eminence, and consequent loss of 
- opposition of the thumb on the same side. There 
were astereognosis of the left hand and hypo-ssthesia 
to pinprick, light touch, and thermal sensation in 
the whole of the left arm and hand. Vibration, 
joint sense, and two-point discrimination were also 
less perfect on the left side. The left biceps and 
supinator reflexes were diminished, but the reflexes 
were otherwise present and normal. 

The trunk, in addition to the old gunshot wound 
below the left clavicle, showed the same sensory 
diminution to pinprick, light touch, and thermal 
sensation as in the left upper extremity. The 
abdominal reflexes were present and normal. The 
left lower extremity showed hypo-sesthesia to pin- 
prick, light touch, and thermal] sensation, and slight 
diminution of vibration, joint sense, and two-point 
discrimination. There was no alteration in motor 
power or reflexes in the lower limbs. 

Lumbar puncture was performed six days later, 
the initial pressure being 130 mm. and no abnormality 
being found in the fluid. The Wassermann reaction 
was negative in the blood and cerebrospinal fluid. 

During the eight days following admission the 
patient had three fits, all of the last type described 
in the history. 
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Ventriculography was undertaken on Jan. 22 
and gave most valuable information. Both ventricles 
were tapped, the left side first, and found in the 
normal position; but, whereas the fluid from the 
left side appeared normal, that from the right was 
yellow, clotted on standing, and contained 0:25 per 
cent. protein and 7 cells perc.mm, Air replacement 
was carried out, and communication between the 
two lateral ventricles appeared to be free. The 
exposures were made with the Schonander apparatus 
by the technique described by Lysholm. 

Fig. I (semi-axial, sagittal, supine) shows a slight 
ventricular shift to the left and an abnormal air-filled 
cavity in the right parietal region. Fig. II (axial, 
sagittal, prone) shows the ventricular shift and a, 
club-shaped air-filled cavity, the communication 
between ventricle and cyst being particularly well 
demonstrated in this view and in fig. V (semi-axial, 
sagittal, prone). Figs. IV (lateral prone), III (lateral 
sitting), and VI (lateral left side to film) show varying 
aspects of this same communicating cystic cavity 
and confirm its exact position and ramifications, 
A large series of exposures was made in this case, 
and it was quite simple, by careful manipulation, 
to empty or fill the cyst with air at will, so that no 
doubt of its communication with the lateral ventricle 
could be entertained. 

Preoperative diagnosis.—In view of the irregular 
shape of the cyst and the ventricular shift to the 
left a diagnosis was made of neoplastic cyst extending 
almost to the surface in the right parietal region and 
communicating with the body of the right lateral 
ventricle. 

Operation was performed under gas. oxygen, and 
local anzsthesia on Jan. 27, the patient having 
been undisturbed by ventriculography. A right 
parietal osteoplastic flap was turned down to expose, 
after the dural flap had been cut, a softened yellowish 
area of cortex in the region of the superior parietal 
lobule. This area was tapped and found to contain 
xanthochromic clotting fluid at a depth of less than 
1 cm, The affected area of cortex was excised, 
uncapping a large firm greyish tumour surrounding 
on all sides the cystic cavity, which extended down- 
wards and inwards and opened into the lateral 
ventricle by a narrow neck about 2 mm. in diameter, 
When the walls of the cyst were gently separated, 
clear cerebrospinal fluid welled up into the cavity 
and, with a little care, the interior of the ventricle 
could: be seen. The tumour was widely excised with 
the diathermy loop, all hemorrhage arrested, a small 
decompression made beneath the temporal muscle, 
and the fiap carefully replaced, all layers being 
closed with fine black silk sutures. 
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II—Radiogram showing normal appearance of sternum 


and small granular calcifications in pericardial} 


sac (case 3). 

III—Radiogram showing size of heart before operation 
(case 3). 

IV—Radiogram showing increased size of heart after 
operation (case 3). 


DR. HOLMES 
I—Radiogram of osteomalacia of dorsal spine. Lateral 
view. 
II—Radiogram of osteomalacia of lumbar spine. Lateral 
view. 


DR. FRANKLIN WOOD 


V—Kymogram of a heart with mitral stenosis and aortio 
regurgitation. The aorta is prominent, but the 
pulsations are normal in size. ‘There is a double 
row of pulsations on the right border, of which thé 
` upper and outer row represents the enlarged auricle, 

X—Kymogram of a heart with aneurysm of the left 
ventricle, (For description see text.) 
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KEY AND LEGENDS TO ILLUSTRATIONS ON PLATE ; 


MR. MACGOWAN . 


ARTICULAR AREA 


I—Lateral radiogram of dorsal spine showing cuneiform II—Lateral radiogram of dorsal spine of a child, aged 16, 


vertebre and calcification of nuclei pulposi due to 
injury. 

II—Lateral radiogram of spine of boy, aged 13, with early 
rigid kyphosis, showing irritation overgrowth of 
ring epiphyses, aA, nuclear position; B, posterior 
laminar joints; c, prolapsed nucleus; D, epi- 
physial overgrowth. 


MR. MCKISSOCK 


I—Semi-axial sagittal supine ventriculogram, showing a 
slight ventricular shift to the left and an abnormal 
air-filled cavity in the right parietal region. 


II—Axial sagittal prone ventriculogram, showing the 
ventricular shift and a club-shaped air-filled cavity 
communicating with the ventricle. 


T11I—Lateral sitting ventriculogram. 
IV—Lateral prone ventriculogram. 


V—Semi-axial sagittal prone ventriculogram, showing 
communication between cyst and ventricle. 


ViI—Left lateral ventriculogram. 


DR. RILEY 


III—Radiogram of wrists in idiopathic steatorrhea. 
(a) Severe calcium deficiency ; (b) healing of bone 
lesions after two months’ treatment with vitamin 
preparations. 


with rigid kyphosis, showing cuneiform vertebre 
and predominant endochondral bone formation. 
E, envelope of dense bone round prolapse. 
IV—Lateral radiogram of spine of patient, aged 30, 
with rigid kyphosis, showing cuneiform vertebrae, 
limited articular areas, and formation of 
osteophytes. \ 


Microscopical examina- 
tion.—Sections from 
various parts of the tumour 
all appeared to be typical 
astrocytoma. 


Convalescence was rapid 
and uninterrupted, the 
wound being healed and 
all sutures removed by the 
third day. Five days after 
operation the patient sud- 
denly experienced a tingling 
sensation in the left hand 

and left foot, but this 
sensation did not spread, 
and no fit occurred. One 
week after operation no 
physical signs could be 
detected in the limbs or 
trunk other than the thenar 
wasting of the left hand, 
and on the seventeenth 
day the patient was dis- 
charged well and symptom- 
less. At the present time 
the patient is working as 
before as an electrician, 
although he has occasional sensory fits confined to 
the left side. He had one major convulsion a year 
ago but has had no further trouble of a similar nature.* 


a 


COMMENT 


The first point calling for explanation is the finding 
of yellow fluid by right ventricular tap when the fluid 
from the left ventricle was normal. At first it was 
thought that the needle on the right side had been 


* Since the original writing of this case-report the patient 
has been readmitted with attacks of thalamic pain, almost 
complete left-sided hemiplegia and hemianssthesia. Further 
operative treatment was carried out, with the removal of 
an extensive recurrence of the growth. Convalescence was 
uneventful and on discharge a month after the operation the 
patient was free from thalamic pain, though he had still a 
complete hemihypesthesia to pain, light touch and thermal 
sensation and considerable paresis of the Jeft arm. Recovery 
of function was still progressing at the time of discharge to 
Mount Vernon Hospital for deep ae 

E 


\ 
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introduced into the cystic cavity rather than into 
the ventricle; but, when the position of the cyst 
had been established by radiography, this was seen 
to be impossible. The most reasonable explanation 
appears to be that the left ventricular tap, with the 
consequent fall in pressure in the ventricular system, 
allowed cystic fluid to enter the right lateral ventricle 
and so to be withdrawn by the later right ventricular 
tap. Whatever the cause, no doubt of the com- 
munication could exist after radiography. 

This case differs in two respects from those reported 
by Cohen (1936): first, by the absence of internal 
hydrocephalus and, secondly, by the presence of 
ventricular shift, thus conforming closely to Lysholm’s 
reported case (1937). 

Cohen explains the production of internal 
hydrocephalus by repeated hemorrhages into the 
ventricular system, which undoubtedly happened 
in his cases, causing partial or complete obstruction 
of the foramina of Munro or of the aqueduct of 
Sylvius, on one or more occasions, In this particular 
case, in which there was no internal hydrocephalus, 
probably only one hemorrhage into the ventricular 
system took place and that one at the time when the 
communication between cyst and ventricle was 
established. The history strongly suggests that this 
communication opened four years previously at the 
period of unconsciousness lasting for sixty-one hours, 
Since the history does not suggest any subsequent 
intraventricular hemorrhage, the absence of internal 
hydrocephalus in this patient rather tends to confirm 
Cohen’s view than to refute it. 

The ventricular shift in this case, and in Lysholm’s 
(1937), was undoubtedly due to the comparatively 
large size, slow growth, and firm consistence of the 
tumour, gradually producing an alteration in the 
position of the cranial contents, which could not be 
countered by the leakage of fluid from the relatively 
small cystic cavity into the ventricular system. 


SUMMARY . 


(1) A case of ‘astrocytomatous cyst of the right 
parietal region communicating with the right lateral 
ventricle is described. (2) The condition was demon- 
strated, before operation, by Lysholm’s ventriculo- 
graphic technique. (3) The absence of internal 
hydrocephalus is noted and a reasonable explanation 
given, compatible with Cohen’s theory. (4) The 
presence of ventricular shift is established and 
explained. 
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“. . . The most outstanding cause of public 
antagonism is the collective organization of the profession. 
Organization of medical men is essential for their own and 
the public’s welfare ; but such organization is seriously 
resented because of suspicion that public interests are 
thereby subordinated to professional advantage. The 
public insists that the doctor should retain his personality 
at all costs. Anything that tends to make his relations 
with his patient impersonal is rightly held to be detri- 
mental. It is precisely this aspect of organisation that 
is resented.’’—Lditorial, Med. J. Aust. Dec. 3, 1938, 
p. 954. 
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METABOLIC ECZEMA IN IDIOPATHIC 
STEATORRHGA 


By Ian D. Rey, B.Sc., M.B. Leeds 
FORMERLY HOUSE PHYSICIAN, AND HOUSE PHYSIOIAN IN THB 
; DERMATOLOGIOAL DEPARTMENT, THE GENERAL 
Y AT LEEDS 


(WITH ILLUSTRATIONS ON PLATE) 


EczEMA in association with celiac disease and 
related deficiency disorders is recognised by the 
dermatologist. The characters are those of a dry 
scaling or sticky patchy eczema, often confined to 
the exposed parts but sometimes very extensive. 
Itching is not a feature as in most eczemas, and 
the complete lack of response to rest, soothing 
applications, and X-ray therapy may draw attention 
to the diagnosis. Thaysen.(1935), Bennett, Hunter 
and Vaughan (1932), and Moore (1936) describe cases. 


CASE-RECORD 


A boy of 17 limped with great difficulty into the 
outpatient department in January, 1938, and gave 
the following history. At the age of 15 he developed 
eczema of his legs and rheumatic pains in his knees 
and ankles, At 164, four months before he attended 
out-patients, the eczema became generalised and 
the ‘‘ rheumatism ” much worse. No history of 
polyuria was obtained, but there had been thirst 
recently. There was, however, no complaint of renal 
pain. No history of diarrhoea could be obtained at 
any time. His parents are healthy, and his sister, aged 
14, is healthy and taller than he is. Before this illness 
he had always been a healthy normal boy. His 
mother said that he sat up early and walked and 
talked at 10 months, He was above the average 
mentally and sat for a scholarship at school but was 
unsuccessful. He was a poultry-farmer, because of 
his poor physique, and kept the accounts of his farm 
without assistance. His only severe illness was 
‘* pneumonia ” at the age of 7. 

He was a cheerful intelligent youth, able to walk 
with the aid of two sticks (fig. I). His trunk and 
large areas on his legs were covered with a sticky 
scaling eczema, which also involved the face and 
hair margins (fig. II), The feet, hands, and scalp 
were clear, but the hair was short, wiry, and scanty, 
In contrast with some other recorded cases, and 
also with pellagra, there was no restriction of the 
lesions to exposed sites and no pigmentation. The 
nails were somewhat dystrophic and pitted as in 
psoriasis, The mouth, tongue, and eyes were examined, 
since lesions occur there in various deficiency diseases, 
but they were normal, apart from numerous decayed 


The gait, which had first attracted attention, was 
painful and waddling, with projection of the hips; 
and without sticks the patient could not walk at all, 
Further examination of the skeletal system revealed 
prominent genu valgum with enlargement of the 
knees, wrists, and ankles, Below the knee these 
swellings were somewhat masked by a slight non- 
pitting cedema of the soft tissues, There was no 
beading of the ribs, but the skull was of an unusual 
shape, being proportionately broader at the vertex 
than at the base and lengthened anteroposteriorly, 
There was a noticeable lack of physical development 
as shown by his being only 4 ft. 11% in. tall, instea 
of 5 ft. 6 in., the average height for a boy of his age, 
Sexual development, however, was normal. 

No evidence of renal rickets was obtained. The 
blood-pressure was 95/70, cardiac hypertrophy was 
absent, the fundus oculi was normal, and the urine 
showed no casts or albumin or alteration of the 
specific gravity, although repeated observations 
were made on this point. To the naked eye the stools 
appeared normal, There was never any pyrexia, 
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Laboratory tests.—The Wassermann reaction was 
negative. The results of further testq are set out in 
the accompanying table. 


RESULTS OF TESTS 


Test rete Result Normal 
Blood- 
Jan. 14| 16:3 mg. per oa 
siren Vien §| 15-2} 10006m blood f) 10-25 
Jan. 8 7°8 
Blood : mg. per 
calcium l Mar. al HA \ 100 c.cm. serum } 9-11 
Blood Jan. 8 1-3 
phos- » 27 1:6 Ditto 3-5 
phorus Mar. 7 3-0 
Blood } 
phor Jan. 8 7-2 units Less than 10 
phatase’ J 
Urea- 
» 26 38 % clearance 
creara ce Ve 10 79 o? $ \ More than 70 % 
Feces .. |Feb. 22 !Total fat.. -- 36:03 % | Less than 25% 
l DRY FÆOES 
Free fatty acid | 
as soap .- 22:93% >| Less than 20% 
Free fatty acid 866% 
Neutral fat .. 444% | Lessthan 11 % 
Mar. 11 /Total fat.. e.. 38°41 % ia 
Fatty acid as soap 23:75% es 
Free fatty acid .. 11-34% ove 
Neutral fat es 372% as 


* Jenner and Kay’s method. 


Careful measurement of intake and excretion over 
@ period confirms the very low absorption of fat. A 
blood count on Jan. 19, 1938, showed :— . 


Red cells .. - 4,300,000 Polymorphs .. ose 75% 
White cells si 6300 Lymphocytes .. 17% 
Hemoglobin ia 63% Monocytes .. ve. 2% 
Colour-index e 0:7 Basophils .. .. 5% 


Eosinophils .. -> 1% 


On March 9 the count was as follows :— 
Red cells eo es eo ee 3,700,000 
White cells ae E os 8400 
Heemoglobin .. es 64% 
Colour-index oe e ee ee 0-86 


A Rehfuss test was done on March 14, and the 
findings 
were nor- 
mal. There 
was no 
evidence 
of creator- 
rhoea. The 
renal out- 
put was 
low, vary- 
ing from 
20 to 40 
oz. a day. 
Radio- 
graphy 
showed no 
fractures, 
but there 
was evi- 
dence of 
severe 
calcium 
deficiency 
in al} 
the bones. 
Wrists 
(fig. IIIa 
on plate), 
ankles, 
Fic. I— Deformity inidiopathicsteatorrhea; and knees 
anterior and lateral aspects, showed 


Fie. II—Metabolic eczema in idiopathic steatorrhea. 


broadening of the diaphysial ends and widening of the 
space between diaphysis and epiphyses. The ends of the 
bones were, however, better defined than in infantile 
rickets. Lines of delayed ossification were seen near 
the diaphysis. The heads of the femora showed 
‘6 slipping.” 

Further radiograms after two months’ treatment 
with vitamin preparations showed bony healing 
(fig. IIIb), and the skin improved greatly, although it 
was far from cured, since large circumscribed erythe- 
matous areas remained, which tended to scale 
immediately if left without their local cod-liver oil 
dressing. No renal calculus was seen on radiography. 


COMMENT ON LABORATORY FINDINGS 


The improvement in renal function as shown by 
the urea-clearance test is remarkable. The important 
laboratory finding, however, is the excess of unab- 
sorbed split fat in the stools. With the diagnosis 
resting between renal rickets and idiopathic steator- 
rhea, the apparent severe impairment of renal 
function was much in favour of the former, but the 
normal blood-urea and other renal findings cast doubt 
on this diagnosis. The improvement in renal function 
might have followed the improvement in the general 
condition (Badenoch and Morris 1936). It has been 
pointed out that impairment of renal function is often 
associated with disorders of calcium metabolism (Price 
and Davie 1937, Fowweather and Pyrah 1938). 

The high unabsorbed split fat is almost conclusive 
evidence of the condition being due to a defect in 
absorption from the intestine. 


DISCUSSION 


The following points seem relevant to a discussion 
of the diagnosis of this case. 

(1) In idiopathic steatorrhea some abnormality 
of the stools is found, but this may be of percentage 
composition only, and there may be no history of 
diarrhea, although diarrhea is usual, There was no 
diarrhea, but there was the typical abnormality of 
the stools in the case reported. 

(2) Deformity often develops at an early stage in 
idiopathic steatorrhcea. When renal rickets is diag- 
nosed, renal function is usually much impaired. In 
the case reported here the only previous illness was 
pneumonia. Inquiries about micturition revealed an 
oliguria rather than a polyuria, which was confirmed 
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by measurement. Recent slight thirst had been 
present. No history of any bowel disorder could be 
obtained. 

(3) The records of cases of renal rickets (Cockayne 
and Lander 1932, Ellis 1933, Hunt 1927, Lang- 
mead and Orr 1933, Orr et al. 1924, Ford 1933, Price 
and Davie 1937, Schoenthal and Burpee 1930, Mitchell 
1930, and Smyth and Goldman 1934) make no mention 
of any skin changes other than dryness and pigmenta- 
tion. They include Hunt’s review of 54 cases and 
Mitchell’s review of 200 cases. In idiopathic steator- 
rhea, on the other hand, skin lesions are common. 
In one of the cases of Bennett, Hunter and Vaughan 
(1932) the skin lesion was the presenting symptom. 
Levy Simpson (1935) also cites a similar case. Such 
lesions appear, however, to be pellagrinous—i.e., to 
be confined to the exposed parts, to be associated 
with pigmentation, and to be sharply demarcated, 
none of which features was present in the case reported 
here. The hair in both conditions tends to be sparse. 

(4) Tetany is commoner in celiac disease. It is 
said to be prevented by the acidosis of renal disease 
(Schoenthal and Burpee 1930). It was absent in this 
case. 

(5) Mental retardation is common in children in 
both renal and cæœliac cases but is not described in 
adults in steatorrhæœa. In celiac disease the child is 
often highly unpleasant in the active phase (Parsons 
1932). My patient was intelligent and agreeable. 

(6) Abdominal distension, which was absent here, 
is not common in adults with either disease but, if 
it occurs, favours the diagnosis of idiopathic 
steatorrhea, 

(7) Renal pain was absent. The low blood-pressure 
is common in steatorrhea in the acute phase. The 
absence of hypertension and the normal condition 
of the optic fundus in the present case were opposed 
to the diagnosis of renal rickets, as was the absence 
of cardiac hypertrophy, although these are much 
less constant features in renal rickets than they are 
in renal disease uncomplicated by rickets. 

Œdema of the nephritic type—a pitting œdema 
of a gravitational type often associated with oedema 
of the face—occurs in renal rickets. The cdema in 
this case was a non-pitting cedema, localised to the 
legs, and not gravitational (i.e., not involving the 
feet); it suggested rather a nutritional defect from 
interference with the water metabolism of the tissues 
in that area. 

(8) The urinary changes could not have been those 
of renal rickets, in which there is always a polyuria 
with a urine of low specific gravity, although casts and 
albumin are not common. 

(9) The low phosphorus and phosphatase, again, 
are evidence against renal rickets but are in keeping 
with idiopathic steatorrhea. 

(10) Ilypochromic anzmia may be found in ceeliac 
disease, but in adults a hyperchromic anemia is 
commoner, 

(11) The response to treatment is in favour of a 
celiac type of disorder. 


CONCLUSION 


There can be little doubt that the findings in this 
case depended on defective absorption from the bowel. 
It would seem that the whole metabolic disturbance, 
including the dermatosis, depended on vitamin 
deficiency associated with lack of phosphorus and 
calcium. Minor degrees of metabolic disturbance of 
this type, with accompanying deficiencies, may 
probably play a part in some cases of intractable 
eczema, 
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My thanks are due to Dr. J. T. Ingram and Dr. W. 
MacAdam forgpermission to publish this case, to 
Dr. F. S. Fowweather for the biochemical determina- 
tions, and to all of them for much help and advice. 
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OSTEOMALACIA OF THE SPINE 
ASSOCIATED WITH CHRONIC DIARRHŒA 


Br J. MacDonatp Hormes, M.D. Leeds, M.R.C.P. 


PHYSICIAN, THE STAFFORDSHIRE GENERAL INFIRMARY, 
STAFFORD 


(WITH ILLUSTRATIONS ON PLATE) 


A CASE of osteomalacia of the spine recorded 
recently in these columns by Meulengracht (1938) 
prompts me to record the following case, in which a 
very similar decalcification of the vertebral column 
was associated with recurrent attacks of diarrhea, 
the cause of which remains obscure. 


CASE-RECORD 


A woman, aged 60, seen for the first time in October, 
1937, complained of severe pain in the back and 
frequent attacks of abdominal discomfort with 
diarrhoea. She is the wife of a retired colonial 
official and had lived in Burma from 1919 to 1926 
and in Rhodesia from 1926 to 1928, since when she 
has lived in this country. She is childless. 

In 1920, when in Burma, she had the first attack 
of the intestinal disorder which still persists. It 
consists of a severe colicky discomfort, sometimes 
amounting to actual pain, associated with diarrhoa. 
It was thought to be sprue at the time of onset, but 
this diagnosis was later abandoned, and the appendix 
was removed, but no improvement took place. The 
diarrhcea persisted at intervals until 1925, when she 
began to take Dimol, which, she says, gave her some 
relief. During her stay in Rhodesia and for some 
time after her return to England she was compara- 
tively free from diarrhoea. 

Pain in the back began in the summer of 1933, 
when she had two attacks of severe lumbago. In 
1934 the intestinal upset began again, and the 
diarrhoea recurred at intervals of four to five days. 
She also had two more attacks of lumbago in the 
winter of 1934. In 1935 an attempt was made to 
remove a septic tooth stump under a general anæs- 
thetic, and immediately after this the diarrhma 
became so severe and persistent that she was sent 
to a London teaching hospital for a biochemical and 
radiological investigation of her alimentary tract, but 
this gave no significant information. In 1936 the 
tooth stump was successfully removed, but soon 
afterwards she strained her back in trying to open a 
gate, and the pain became very severe, persisting for 
several weeks. In 1937 the pain became almost con- 
tinuous, and she was treated without success in the 
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physical medicine department of a London teaching 
et gree In the summer of 1937 she visited a spa 
had more physical treatment. Here the gall- 
bladder was radiographed, and, although no abnor- 
mality was found, she was told to take a ‘“‘ fat-free ” 
diet. The diarrhcea and pain in the back persisted 
until October, 1937, when I saw her for the first time. 
Examination.—Her nutrition was good. There 
was a slight dorsal kyphosis but no limitation of 
movement of the spine, although movement was 


painful, and the constant pain was accentuated by it. 


Neurological examination revealed no sensory or 
motor changes, but all the tendon-jerks were very 
brisk, and Chvostek’s sign was present on both sides. 
At this point I elicited the history that some weeks 
previously she had hada typical attack of tetany, with 
carpo-pedal spasm lasting a few minutes. This 
followed the taking of two tablespoonfuls of ‘‘ McLean’s 
powder ”? for some slight ‘‘ indigestion.’”? She had 
had no symptoms of tetany before this, and none 
have occurred since. 

The chest and cardiowascular systems were normal, 
blood-pressure being 155/90. Examination of the 
abdomen revealed no tenderness or visceral enlarge- 
ment. There was no swelling in the thyroid region. 

Radiological investigation.—The vertebral column 
shows extreme decalcification, with some dorsal 
kyphosis and a slight scoliosis to the left. Most of 
the vertebral bodies show collapse and ‘“ hour-glass 
deformity,” particularly in the dorsal region. There 
is some slight osteophytic lipping in a few of the 
vertebræ (see Plate). The pelvis and long bones also 
show calcium deficiency, but not to the same extent 
as the spine. There is no pelvic deformity. The 
calcium deficiency was very evident in a radiogram 
of the patient’s forearm. A barium meal and follow- 
through radioscopy of the alimentary tract revealed 
no abnormality. 

Laboratory “investigations.—Serum calcium (esti- 
mated on two occasions) was 10:2 mg. and 10-25 mg. 
per 100 c.cm., and plasma inorganic phosphorus 
3:95 mg. per 100 c.cm. A blood-count gave the follow- 
ing figures :— 


Red cells .. ; 5 40.000 | Polymorphs .. .. 56% 
White cells 4,300 | Lymphocytes .. 40% 
Hemoglobin avr 90 % Monocytes... Ki 3% 
Colour-index zo 0:8 Eosinophils .. 2 1% 

No abnormal cells seen in film. 

Reticulocytes, 0:2 %. 

Wintrobe’s volume-index 1:0. 

Icterus-index 5 units. 
The urine showed no abnormality on repeated 


examination. A fractional test-meal showed a normal 
secretion of free hydrochloric acid, and the total 
acidity was within normal limits. The emptying- 
time of the stomach was 1} hours. 

Feces.—Microscopical examination showed no 
abnormality. No protozoa were seen, and culture 
showed only B. coli after twenty-four hours’ incuba- 
tion. A quantitative analysis of the fecal fat-content 
gave the following result : 
Total fat 194% 
Unsoaped fat 60% 
Neutral fat .. 20% 
These figures are within normal] limits. 

The Wassermann reaction was negative. Agglutina- 
tion tests on the serum were negative to the following 
organisms : 

B. typhosus, H and O types. 
B. paratyphosus, A, B, and C. | 
Brucella abortus. 


B. dusenterice (types ve 
Sonne, and Flexner V, 
NA, ‘and Z). 


Until her visit to the spa in 1937 the patient had 
eaten a normal diet, except that sbe did not take 
much meat. She had been restricting the fats in ber 
diet for about three months when I first saw her. 
She very seldom took alcohol in any form and never 
used purgatives. The only drug she had taken 
regularly was dimol, which, she was convinced, had 
lessened the severity of the diarrhea. 


4:0 % 
13:4 % 


Free fatty acid 
Combined fatty acid 


B. aertrycke, H and O types. 
B. Newport. 

B. enteritidis (Gaertner). 
Composite Salmonella. 

B. sutpestifer. 
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Treatment and progress. —When the investigations 
were complete, she was given a daily dose of calcium 
sodium lactate gr. 60 by mouth and vitamin D, in 
the form of Ostelin tablets, three per day. She was 
also given daily intramuscular injections of calcium 
gluconate for the first ten days. She was kept in 
bed for the first fortnight of treatment. The reflex 
irritability and Chvostek’s sign persisted for about 
three weeks, during the last few days of which 
ammonium chloride gr. 45 was given daily 

After three weeks the pain in the back had com- 
pletely disappeared, and the diarrhcea had not 
recurred. The patient could walk considerable 
distances without pain and move her back freely. 
I saw her again in February, 1938, when she was 
still free from pain and diarrhea, but further radio- 
grams of the spine showed no significant increase in 
calcification. More films were taken in May, 1938, 
and a very slight increase in density of the vertebral 
bodies was then visible. All the films were taken 
with the same apparatus and at the same standard 
exposure. I have not seen her since, but she wrote 
in October, 1938, that there had been a slight 
recurrence of the diarrhcea, and there had been some 
slight pain in the back since she had stopped taking 
the calcium and vitamin D, but the symptoms had 
improved immediately she had started taking her 
medicine again. 

In December, 1938, she was seen by Dr. Donald 
Hunter, and he has very kindly allowed me to use 
the figures he obtained in his biochemical investiga- 
tions, which were as follows :— 

Serum calcium 10-8 mg. per 100 c.cm. 

Plasma phosphorus 4:1 mg. per 100 c.cm. 

‘Plasma phosphatase 6:3 units per 100 units. 

Calcium balance, per three-day period :— 


r ; Total 
Ca in Ca in . 
Date Intake : calcium 
urine fæces excreted 
Dec. 16-19 0:306 g. 0°05 zg. 0°30 g. 0°35 g. 
» 19-22 0:306 g. 0-05 g. 0:26 g. 0°31 g. 
Mean .. 0:306 g. 0:05 g. 0:28 g. 0:33 g. 
COMMENT 


The cause of the chronic diarrhcea remains obscure. 
It cannot be attributed to the persistent use of 
purgatives as in Prof. Meulengracht’s case. There 
was no evidence of any pathogenic infection of the 
intestinal tract, and the fractional test-meal showed 
a normal secretion of free hydrochloric acid. The 
history strongly suggests tropical sprue, but this 
diagnosis is difficult to support if steatorrheea is 
considered a finding sine-qua-non in tropical sprue. It 
must be admitted, however, that although a normal 
fecal fat-content was found, it was the result of only 
one estimation, and it is known that considerable 
variations occur in sprue, depending largely on the 
fat intake. The patient was taking an ordinary diet 
at the time the fat analysis was made, but it is to 
be regretted that accurate measurements of the fat 
intake and output were not made also. 

It is usually accepted that steatorrhea is an 
essential factor in the pathogenesis of sprue and the 
allied “idiopathic ” steatorrheeas ; but there is some 
evidence that steatorrhoa may not be an essential 
factor in the production of tropical sprue. Castle, 
Rhoads, Lawson and Payne (1935) suggest that it 
is a deficiency disease closely related to pernicious 
anemia in its «etiology. They suggest that there is a 
defective reaction between extrinsic and intrinsic 
factors in both conditions, arguing that the degenera- 
tive changes resulting in intestinal impermeability 
are due to deficiency of extrinsic or intrinsic factors 
or both. These conclusions have been contested by 
various continental workers, including Hansen and 
von Staa (1936) and Mogensen (1937), “who maintain 
that steatorrheea is an invariable finding in tropical 
sprue and the “idiopathic ” steatorrhoeas. 
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It is impossible to draw any definite conclusions 
from this one case, but the hypothesis that there is 
a selective deficiency in absorption of calcium and/or 
vitamin D analogous to the defective absorption of 
“ principles ” in other deficiency diseases, such as the 
megalocytic anzemias, subacute combined degenera- 
tion and pellagra, is attractive. It is probable that 
. the diarrhea was due to an over-excitability of 
the neuromuscular mechanism of the colon, for it 
disappeared, together with the other signs of 
neuromuscular irritability, after the administration 
of calcium and vitamin D. The rapid disappearance of 
the pain after treatment with calcium and vitamin D 
is not unusual in osteomalacia, but it is difficult to 
explain why it occurs without any evident increase 
in calcification of the bones. The radiological changes 
in the bones might cause difficulty if taken alone, 
but there is no evidence of multiple myelomatosis, 
hyperparathyroidism or carcinomatosis, conditions 
said to be of great importance when considering the 
radiological diagnosis of osteomalacia (Orton 1936). 


SUMMARY 


A case of severe osteomalacia chiefly affecting the 
vertebral column is described. The history and 
symptoms suggest a diagnosis of sprue, but no 
steatorrhcea was found, although calcium-balance 
estimations indicated a defect in intestinal absorption 
of calcium. 


I am much indebted to Dr. Donald Hunter for his 
help and advice, to Dr. C. M. Rigby for the radio- 
logical investigations and to Dr. John Menton for the 
biochemical estimations and agglutination tests. 
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CHEMOTHERAPY IN PLAGUE 
INFECTION 
By Harry Scatrze, M.D. Würzburg 


(From the Bacteriological Department, Lister Institute, 
London) | 


THE remarkable successes achieved with the new 
series of chemotherapeutic substances in so many 
diseases naturally suggested their use in plague. 
Carman (1938) has reported from East Africa the 
administration of Prontosil in 6 cases, of which 3 
recovered. Theprevious 9 cases had all been fatal, and 
he thought that the drug was effective. Vine (1938), ina 
small epidemic in the Nilgiris, treated 3 patients with 
prontosil. They all recovered, but he expressed no 
opinion about the efficacy of the drug. 

It seemed desirable that laboratory experiments 
should be undertaken, and three compounds were 
chosen to that end—namely, the two May and 
Baker preparations 2-sulphanilyl-aminopyridine 
(M. & B. 693) and Soluseptasine, and a diamino- 
diphenylsulphone glucoside obtained from the 
Wellcome Physiological Research Laboratories and 
referred to briefly in this paper as sulphone. The 
animals chosen were the white rat and the white mouse. 
These two animals are affected in two different ways 
by plague infection. To obtain a mortality-rate 
approaching 100 per cent. in the white rat it is 
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necessary to give very large doses (amounting to 
many millions) of living plague bacteria. 
earlier experiments I have noted that with sub- 
cutaneous injections of 100,000—1,000,000 organisms 
as many as 40 per cent. of the inoculated rats survive. 
When the dose is raised above 1,000,000 there will be 
a mortality-rate of 90-100 per cent. Death, when 
it occurs, takes place rapidly, usually within the 
first three or four days. On the other hand, small 
doses of about 100 organisms kill approximately 
100 per cent. of mice. Death takes place more 
slowly—mainly in the second week after inoculation. 
It would seem that the white rat presents a consider- 
able resistance to invasion, which is overcome only 
by a large dose of the toxin contained in the broth 
culture of the test dose, but that then invasion and 
death occur rapidly. 


The test dose for the animals was injected sub- 
cutaneously in the flank and consisted, in the case 
of the rats, of 0-5 c.cm. of undiluted broth aes of 
Bacillus pestis grown for two days at 37° C. and, in 
the case of the mice, of 0-5 c.cm. of broth culture 
grown for two days at 27° C. and diluted with saline 
to the required bacterial content. The cultures for 
injection were prepared from a highly virulent 
strain of B. pestis received from Bombay in cold 
storage and so maintained without subculture. 


In the case of sulphone and soluseptasine treat- 
ment was begun with a subcutaneous injection of 
the drug, simultaneous with the test dose but in 
the opposite flank, followed by administration in the 
water drunk by the animal. The amount consumed 
was measured daily, but estimation could only be 
approximate because fluid is often wasted by the 
animals shaking their water bulbs. A more accurate 
administration either subcutaneously or by mouth 
was not undertaken, because of the undesirability 
of handling the infected animals. In the earlier 
experiments M. & B.693 was given by mouth (in 
one experiment six hours before infection as well as 
simultaneously) and, because of its insolubility, not 
in the drinking-water. Later this drug was given 
subcutaneously at the time of the test dose and 
subsequently fed daily to the animals in bread. The 
subcutaneous injection was in two portions: a saline 
suspension for rapid absorption and a suspension 
in olive oil for prolonged absorption. 


The experiments with rats extended over fourteen 
days, and those with mice for three weeks. The 
results of these experiments are given in the accom- 
panying tables. 


- TABLE J—RaATS INJECTED WITH TEST DOSE OF 19 MILLION 


ORGANISMS 


Days after 


Average 
Doses (in mg.) No.| test dos 
Drug given before or ra of | on which ||. Se 
with test dose |in drink | Tats| deaths took vivors 
place 
man {| Arruti 
; six hours before 
693 { By mouth, 300 \ Nil | 6 {18 5 
simultaneously 
Sulphone Subcut., 300 120 mg.| 6 |3,4,4,4,4,9) 0 
simultaneously daily 
Solu- Subcut., 200 420 mg.| 6 |3, 3 d 
septasine simultaneously daily 
Controls Nil Nil 6 18, 4, 4, 4, 4,4 0 


A distinct influence of M. & B. 693 on the course of 
plague infection in rats is clearly demonstrated in 


‘table I. The sulphone compound saved none of the 


animals. Since they all showed toxic symptoms, it had 
obviously been given in too high dosage. (In a later 
experiment, recorded in table IV, the effect of smaller 


In several 
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doses was studied.) Soluseptasine exerted a distinct 
and favourable effect upon the course of the disease. 


TABLE II—RATS INJECTED WITH TEST DOSE OF 27 MILLION 


ORGANISMS 
Doses given 
; Days after test 
Drug —_|imultaneously| Nois] dose on which | ivars 
i with test dose deaths took place 

5 300 mg. 6 3, 4, 5, 10 2 
M.&B. 6934 100 mg. 6 4,5, 5,5, 6 1 
Controls .. Nil 6 3,3,4,4,4,4 0 


A further experiment, recorded in table II, was 
undertaken to establish whether M. & B. 693 was 
effective when given in one dose simultaneously 
with the test dose. This experiment shows that a 
single dose did not influence much the course of the 


TABLE IIJ—MICE INJECTED WITH TEST DOSE OF 114 


ORGANISMS 
. Average Days after 
Drag | betore or with |#mount |7?" | test dose on | Sur- 
aken in |m; which deaths | vivors 
test doso drink |C) took place 
M. & B.{|40 ing. betore | 
: ; mg. before 
693 { By mouth j Nil 6 |10,11,12,14 2 
GO mg. with 
Sulphone Subcut., 28mg. | 6 ;10,14 4 
l 100 mg. with | daily 
Solu- Subcut., | 10mg. | 6 | 4,6,9,9,9,10| 0 
septasine | 20 mg. with | daily 
Controls Nil Nil G | 4,8, 8,9,9,16 0 
disease. Table ITI records an experiment with mice 


and shows that two doses of M. & B. 693 given 
before and simultaneously with the test dose did not 
prevent death in most of the treated animals. (In 
æ later experiment, recorded in table IV, the effect 


TABLE I[V—FURTHER EXPERIMENTS WITH RATS AND MICE 


Average |42/} Days after is 
Doses given | amount | © a test dose > 
Animal} Drug (subcut. with|/takenin| 6&| on which E 
test dose | food oriz z deaths took 
drink place n 
Rats* ( 100 mg. 
.& B. in saline | | 300 mg. | 12 |7 11 
693 | 300 mg. daily 
in oil 
Sulphone 300 mg. 50 mg. | 12 |3,3, 4,4,4,5, 0 
daily 5, 5, 5, 6, 6,1 
Controls Nil Nil 12 13, 3, 3,3,3,3, 1 
3, 3,4,4,5 
Micet 20 mg. 
M.&B. in saline || 60 mg. | 12 12 
693 60 mg. daily 
in oi) J 
Sulphone 100 mg. ao me, 12 (6,6,12,17 8 
daily 
Solu- 100 mg. 80 mg. | 12 |3,6,7,8,8,8,| 2 
septasine daily 9,9,9, 11 
Controls Nil Nil 12 |3,5,5,6,6,8, 1 
8,9, 9, 9,10 


e Test dose 19 million organisms. ft Test dose 108 organisms. 


of prolonging treatment by continued daily feeding 
with the drug is shown.) Sulphone, on the other hand, 
proved effective therapeutically, 4 out of the 6 mice 
surviving. Soluseptasine, having been given in 
too small a dosage, was without any effect. As 
shown in table IV, the test was repeated, doses five 
to eight times greater being used. In this experi- 
ment with the administration of M. & B. 693 pro- 
longed beyond the initia] subcutaneous dose (by 
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feeding the drug to the animals in bread) a very 
striking influence upon the course of the infection 
is observed : only 1 of 12 infected rats died and all 
the 12 mice survived. The dose of sulphone was 
reduced for the rats but, though probably below 
toxic limits, did not protect. It was slightly raised 
for the mice and again achieved a fair amount of 
protection, only 4 out of the 12 infected mice dying 
of plague. This contrast between the behaviour of 
the drug in rats and that in mice is possibly due to 
the relative ineffectiveness of sulphone when admini- 
stered subcutaneously, a characteristic which would 
have a more detrimental effect in the case of the 
heavy infection and acute onset of disease in the rat 
than in that of the slow invasive infection in the 
mouse. Soluseptasine was in this experiment given 
to the mice in greatly increased dosage but did not 
protect. This failure with the mouse is in contrast 
with the fair protection achieved in the treatment of 
the rat, as shown in table I. 

To sum up, evidence has been produced for a 
definite therapeutic effect of all three compounds, 
sulphone in mice and soluseptasine in rats having a 
slighter protective value, and M. & B. 693 being more 
potent than either in both rats and mice. 

Simultaneously with the evaluation of these drugs 
a parallel experiment with anti-plague serum was 
made. One subcutaneous injection of serum was 
given simultaneously with the test dose but in the 
opposite flank. The serum had been prepared at the 
Lister Institute, Elstree, by inoculation into the horse 
of living smooth avirulent cultures of B. pestis, 
obtained from Dr. L. Otten, who uses them success- 
fully in Java for prophylactic vaccination of human 
beings (Otten, 1938). The results of this experiment 
are shown in table V. The test is essentially prophy- 


TABLE V—EXPERIMENTS WITH ANTI-PLAGUE SERUM 


Days after test 


No. of : Sur- 
Animal Serum dose : dose on which 
animals | deaths took place | V!V°rs 
Rats* 0:08 c.cm. 6 4 5 
0:02 c.cm. 6 4,5, 6,13 2 
Controls 6 3, 3,4, 4,4, 4 0 
Micet 0°15 c.cm. 6 15 5 
0:05 c.cm. 6 15, 19 4 
0:02 c.cm. 6 8, 15, 16 3 
Controls 6 5, 5, 6, 8, 8, 16 0 


* Test dose 27 million organisms. ft Test dose 103 organisms. 


lactic, serum not being administered after infection. 
In this experiment the larger doses of serum protected 
5 out of 6 rats and 5 out of 6 mice, thus giving results 
comparable with those achieved in rats by M. & B. 693 
(see table I, where, however, the drug was given 
before infection as well as simultaneously). To 
obtain this degree of protection with the drug. massive 
doses have been necessary. It rests with future 
experiments to show whether a combination of the 
two treatments may not prove superior to either alone. 


SUMMARY 


(1) The efficacy of M. & B. 693, soluseptasine, and 
a diaminodiphenylsulphone glucoside (called sulphone 
in this article) against infection with B. pestis was 
tested in rats and mice, the drugs being given both 
with the food or drink and by subcutaneous injection. 

(2) M. & B. 693 proved to be the most efficacious 
of these three drugs against plague both in rats and 
in mice, whereas soluseptasine protected rats but 
not mice, and sulphone protected mice but not rats. 

(3) Anti-plague serum injected subcutaneously at 


268 THE LANCET] 


the same time as the test dose of B. pestis produced 
results comparable with those of M. & B. 693. | 


I wish to express my indebtedness to Dr. G. A. H. 
Buttle and Dr. L. E. H. Whitby for their advice 
concerning the doses of the compounds tolerated by the 
experimental animals and to thank Messrs. May and 
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Baker Ltd. and the Wellcome Physiological Research 
Laboratories for supplying me with the drugs. 


REFERENCES 


Carman, J. A. (1938) E. Afr. med. J. February, p. 362. 
Vine, R. S. (1938) Jour. R. Army med. Cps, December, p. 382. 
Otten, L. (1938) Meded. Dienst Volksgzd. Ned.-Ind. 27, 111. 


CLINICAL AND LABORATORY NOTES 


ANOREXIA NERVOSA 
By J. C. G. Evans, M.B. Lond. 


Two major references to anorexia nervosa have 
lately appeared in THE LANCET :— 

C. Wallace Ross (1938) describes the favourable 
response to treatment of a girl of 12, the youngest 
child of over-solicitous parents, who was to all intents 
and purposes an only and lonely child among grown- 
ups (the ‘‘ misfit ’’). There is an excellent trigger 
to be found in the history—namely, the fright caused 
by her grandmother having a “seizure.” During 
her first stay in hospital, lasting about three weeks, 
there was no response to treatment and appetite was 
absent though vitamin B, was given. She was then 
taken home unimproved and her condition steadily 
deteriorated during the 90 days before readmission. 
A few weeks after readmission investigation of the 
carbohydrate metabolism showed impaired glucose 
tolerance which returned towards normal when liver 
extract was administered, first parenterally and later 
orally. Hunger was restored only when liver extract 
was given by mouth, and in Dr. Ross’s view this was 
due to the beneficial effect of the extract on the 
glucose tolerance. There was no increase in weight 
until sufficient food (extra malted milk) was given. 

In a discussion at the Royal Society of Medicine 
T. A. Ross (1938) stated that anorexia is a hysterical 
disappearance from consciousness of hunger and 
appetite, whilst Hobhouse postulated a block in the 
afferent autonomic nervous system and suggested 
that this might be a dissociation or conversion 
hysteria primarily of psychogenic origin. 

Now hysterical states may manifest themselves 
by the suppression from consciousness of the afferent, 
associational or executive side of the nervous system 
at any level from vegetative to psychological, and 
it is reasonable to suppose (as Dr. C. W. Ross does) 
that anorexia may be due to suppression of the 
affective side of the appetite reflex by psychogenic 
causes—any physiological abnormalities found being 
secondary to the inanition. The endocrine imbalance 
so often accompanying anorexia may be the algebraic 
expression of (a) the inadequacy of the “raw material ” 
supplied to the pituitary (the link between the 
personality, the central nervous system, the auto- 
nomics and the ‘endocrine orchestra’’), and (b) a 
possible depression of the activity of the pituitary, 
of central origin, secondary to the strained emotional 
state. No-one can deny that the emotions evoke 
physiological responses from the autonomic and 
endocrine systems—e.g., tears, or the cold sweat of 
fear, with the liberation of adrenaline. 

Dr. C. W. Ross regards the stimulation of appetite 
in his case as a consequence of improved glucose 
tolerance ; but is it not more likely to have been the 
direct effect of meat extractives—e.g., as in liver 
extract—increasing gastric secretion ? Whichever is 
true, it is of prime importance to recall that the 
improvement in appetite only occurred at a moment 
when the child’s change of environment had removed 
the necessity for continuation of the psychological 
protest, the result being that the psychological 
reflex normally following ingestion of meat extractives 
—i.e., appetite—was allowed to reach consciousness, 


Had this change in environment not taken place the 
anorexia would probably have continued. 

This argument is well illustrated by the following 
two cases in which the patient’s environment cannot 
be altered. 

CasE 1.—The patient, a woman of 34, showed no 
response whatever to liver extract. (The menstrual 
picture was complicated by the presence of fibroids.) 
In this case the psychological protest still persisted 
so that the physiological stimulant to gastric secretion 
did not result in appetite. 

CASE 2.—Here the protest has been nearly life- 
long. The eldest but least intelligent child of a large 
family, the patient had in childhood maintained her 
dominance over the family, and her mother’s interest, 
by chronic invalidism and habitual underfeeding. 
For the past thirty years—she is now in early middle 
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age—she has played upon the feelings of her working- 
class but not impecunious family, and she has not 
left her ‘‘ sick ’’ room for the past twenty years. The 
habitual underfeeding has led to the development 
of a nutritional anemia with a Plummer-Vinson 
syndrome; in fact the ‘ inability ” to swallow has 
now become a ‘reality. The symptom.for which I 
was called in was nose-bleeding, which 
surprising since her red cells numbered only 1,020,000 
per c.mm. and her hemoglobin was less than 20 per 
cent. In addition there was gross cedema, auricular 
fibrillation (the apex-beat being well out in the 
axilla) and severe cardiac pain. In short, here is 
an extremely severe anemia, entirely secondary to 
a mild but extremely chronic anorexia nervosa. 

The patient was persuaded to take a diet consisting 
of Allenbury’s Beef Juice, as much egg-and-milk 
as she could be induced to get down, and orange 
juice daily. The remarkable response of the anzmia 
to iron in the form of Ferrgemia tablets (one tablet 
three times a day crushed and wasbed down with 
water) is shown in the chart. The bome influence 
remains the same, and—as is to be expected on the 
conception of anorexia nervosa mentioned above 
the patient is psychologically unaffected, and con- 
tinues to ‘“‘ hold court ” in her room. Although her 
weight has increased a little and her blood picture is 
normal, her appetite has in no way improved. 


was not ` 
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In these two cases the exhibition of strong stimuli 
to gastric activity—namely, water-soluble extractives ; 
in liver extract in one case and in beef juice in the 
other—has had no effect upon the anorexia, despite 
the fact that in the second case a gross anemia, 
secondary to the long-standing anorexia, was com- 
pletely cured. 

I cannot agree with the opinion of Farquharson 
and Hyland (1938) that anemia of moderate severity 
is unusual in anorexia nervosa. I believe that the 
degree of anæmia is determined by the duration and 
severity of the anorexia, and in cases where the 
psychological protest cannot be removed the treat- 
ment of the anemia is only an immediate objective. 
Surely the fundamental purpose of the treatment of 
anorexia nervosa is to remove the cause of the psycho- 
logical protest. The restoration of physiological 
abnormalities resulting from the anorexia is important 
but only secondary. 
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BERIBERI COMPLICATING ANOREXIA 
NERVOSA 


By Harotp A. PALMER, M.D. Manc., M.R.C.P., 
D.P.M. 


SENIOR ASSISTANT PHYSICIAN TO THE WOODSIDE HOSPITAL FOR 
FUNCTIONAL NERVOUS DISORDERS, LONDON; CHIEF 
ASSISTANT IN THE DEPARTMENT OF PSYCHOLOGICAL 
MEDIOINE, ST. THOMAS’S HOSPITAL 


In a discussion held last week at the Royal Society 
of Medicine Prof. J. A. Ryle remarked how seldom 
beriberi is reported as a complication of anorexia 
nervosa. The following case seems to be an example 
of this association. 

The patient, a single girl aged 22, was admitted 
to the Woodside Hospital in a very ill state. She was 
the youngest of six siblings and the family history 
yielded nothing of interest beyond the fact that a 
maternal aunt had suffered from a menopausal 
depression. She had always been unusually timid 
and shy but she had done well at school and at her 
training college. About three years before her 
admission she had begun to be fastidious with her 
food and had been placed on a diet by her medical 
attendant on the supposition that she was suffering 
from a duodenal ulcer. In February, 1937, another 
practitioner diagnosed her condition as anorexia 
nervosa. At this time she complained of an extreme 
dislike of food in any form and a feeling of repletion 
even after the smallest meal. There was also a 
history of vomiting. The mother was described as 
being over-anxious, so that treatment in general 
was difficult to supervise. 

During the whole of 1937 she continued to restrict 
her food intake, resorting to numerous subterfuges 
to mislead her relatives; on one occasion she 
telephoned to them, stating that she was a lady doctor 
who had just seen the patient, and ordering them to 
put her on a strict diet! It was not however until 
the beginning of 1938 that she began to develop 
mental symptoms or that her physical condition 
gave rise to major anxiety. She was then placed in 
a nursing-home for observation. By this time she 
was confused and restless, and incontinent of urine 
and feces; she had a rapid pulse and mild evening 
pyrexia. She complained of severe tinnitus and at 
times her behaviour suggested schizophrenia. The 
one food that she would take was chocolate, of which 
she consumed quite large quantities. 

On admission to the Woodside Hospital on May 3, 
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1938, the patient was confused and unable to carry 
on a conversation, but she was able to answer simple 
questions. As she lay in bed it was observed that 
she would frequently dorsiflex her head. She was 
doubly incontinent and was very thin and wasted 
with a dry scaly skin and a red glazed tongue; for 
the first two or three days the temperature was 
100°-101° F. in the evenings. The pulse-rate was 
132 on admission and the respirations: varied from 
48 per minute on admission to about 25 later on. 
The optic discs were rather pale, there were nystag- 
moid movements of both eyes and there was a 
flaccid paralysis and loss of sensation in both legs. 
The soles of the feet were tender; no tendon-jerks 
were obtainable anywhere in the body; and the 
superficial reflexes of the abdomen and plantars were 
absent. The base of the right lung was somewhat 
congested. The cerebrospinal fluid was clear, with 
5 lymphocytes per c.mm.; the chemical examination 
was normal. The blood-count showed 3,500,000 red 
cells and 8000 white cells per c.mm. The blood- 
sedimentation rate was 48 (control 2). 

The condition was diagnosed as beriberi and the 
patient from admission was given vitamin B, (Benerva) 
in doses of 20,000 international units daily by mouth ; 
after three weeks the dose was reduced to 5000 units 
a day. At the same time her diet was designed to 
contain as much butter as possible in order to ensure 
an adequate intake of vitamin A which, as pointed 
out by McAlpine,! is associated with vitamin B in ` 
the deficiency complex. Massage and passive move- 
ments to the limbs were also given. She made a slow. 
but steady improvement and is now able to walk 
unaided ; she is normal mentally but still complains 
of tinnitus, and the tendon reflexes are still absent 
throughout the body. A recent blood-count showed 
4,400,000 red cells. 


From a psychiatric standpoint the case is of interest 
because the patient has given no trouble with her 
diet since her emergence from the confused condition. 
The confusion and incontinence cleared up fairly 
rapidly—i.e., within the first month of treatment. 

My thanks are due to Dr. Noel Harris for permission 
to publish these notes ; to Dr. Douglas McAlpine for 
kindly seeing this case; and to Roche Products 
Ltd. for a generous supply of benerva. 


UNUSUAL ABNORMALITY OF THE 
KNEE-JOINT 
By E. H. T. Hamsry, M.B. Lond., F.R.C.S. 


RESIDENT HOUSE SURGEON, ROYAL NATIONAL ORTHOPÆDIO 
HOSPITAL, LONDON 


TuE following case appears to be an example of 
a type of developmental abnormality so far unrecorded. 
ZEtiologically the previous history of a kick may be 
disregarded, for it is difficult to see how an injury 
could cause the formation of this well-developed 
abnormality. 


The patient was a professional association-football 


player. He was admitted to the Royal National 
Orthopedic 

Hospital on " “ 

Jan. 9, 1939, ANS 

compl aining 5 

of inability to 


play football Abnormal 


properly on extension of 
account Of Medial Cartilage 
an acutely 
tender spot 


Diagram of right medial men- 
iscus of knee-joint, showing 
abnormal tongue-shaped ex- 
tension of cartilage. 


1. McAlpine, D., Jfiddlesex Hosp. J. 1937, 37, 143. 


I 


970 THE LANCET] ROYAL SOCIETY OF MEDICINE: EPIDEMIOLOGY AND STATE MEDICINE 


on the inner side of his right knee. The history 
was that four months previously he had been 
kicked on the inner aspect of that knee. Since that 
time he had noticed an extremely tender, though 
localised, spot on the medial side, just below the 
joint line. There had been no locking, no muscle 
wasting and no effusion into the joint. His past 
history was that eighteen months previously an 
operation had been performed in the same hospital 
for repair of the external lateral ligament of that 
knee, 

On examination movements of the knee were full, 
and there was no locking. There was a localised area 
of tenderness ł in. in diameter in the situation 
described, which was most evident when the knee 
was flexed and was absent in extension. It was 
painful only when touched, or when pressure was 
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applied, and in this way prevented him from playing 
a full game. A small, firm swelling was palpable 
here, which could be pressed into the joint. X-rays 
showed no bony abnormality. 

On Jan. 10 an exploratory operation on the knee 
was performed. An oblique incision over the tender 
spot revealed a tongue-shaped portion of cartilage, 
which was mobile from within outwards. This was 
attached to and was a portion of the anterior corner 
of the media] meniscus (see figure), which was itself 
normal and, if anything, more firmly attached than 
usual. The tongue-shaped portion was excised. 
The specimen removed measured ? in. by $ in. and 
was $ in. thick and consisted of cartilage. 


My thanks are due to Mr. R. Y. Paton for his help 
and for permission to publish this case. 


MEDICAL SOCIETIES 


ROYAL SOCIETY OF MEDICINE 


SECTION OF EPIDEMIOLOGY AND STATE 
MEDICINE 


At a meeting of this section held on Jan. 27, 
with Dr. J. A. H. BRINCKER, the president, in the 
chair, a paper on epidemiological problems of 


Poliomyelitis in Schools 


was read by Dr. R. E. Smira. The incidence of 
acute anterior poliomyelitis had, he said, greatly 
increased in 1937 and still more in 1938. ‘If this 
rise was due to the notification of abortive cases, 
it might be better to discriminate in future on the 
notification form between the two types of cases. 
The figures for recent epidemics showed that the 
problem of poliomyelitis in schools was serious, but 
the panic which the disease caused in the lay mind 
was chiefly due to the absence of immunological 
measures and to medical ignorance of many of the 
chief facts about the life history of the virus. Experi- 
ments on active immunity had been somewhat 
disastrous for the children on whom they had been 
performed. The general consensus of opinion was 
against serum treatment, and the results of work with 
convalescent serum in prophylaxis had shown a 
higher incidence of the disease among the treated 
groups than among the controls. Spraying of the 
nose with astringent solutions had protected monkeys 
but not children. Poliomyelitis and polio-encephalitis 
were now admitted to be the same disease, though 
their relative incidence varied with different age- 
groups. The frequent association of pharyngitis with 
polio-encephalitis suggested that the infection entered 
by the tonsils and travelled up the nerve tracts to 
the brain. Astringents applied to the nose would 
therefore be useless. 

When a case broke out at school, the authorities 
were bound in fairness to tell all parents that no 
specific treatment existed, that active immunisation 
was dangerous and usually too late and that the value of 
passive immunisation and local treatment of the throat 
was doubtful. They could also, however, be told 
that localised cases were extremely common and that 
epidemics were rare. They must be advised on the 
first appearance of the disease to leave their boys 
at school, and promised that on the appearance of 
the second case they would be immediately notified 
and given a chance to remove them. Parents had 
not in the past taken sufficient trouble to prevent their 
children mixing with others. A definite rule should 
be made that if parents removed their children from 


school, they should do so in a car and quarantine 
them for fourteen days from the last contact. 


Dr. G. O. BARBER, opening the discussion, spoke 
particularly of the epidemic which had occurred 
at Felsted School. While the actual treatment was 
fairly stereotyped he felt that the procedure of dealing 
with boys at school, and with parents, the press and 
the country in general, required a certain amount of 
thought, and also a standardisation so that the 
public might know what to expect. He gave details 
of the epidemic which had, he said, unfortunately 
occurred at the beginning of the annual silly season 
and had been very good copy for the press. The 
school doctor had to spend much of his time emulating 
the chameleon—swivelling his eyes independently, 
and turning one on the actual epidemic and the other 
on the parents who were being perpetually alarmed 
by the press. He had to be reassuring, but not too 
reassuring, or he might be blamed later for minimising 
the danger. 

The Ministry of Health had drawn up an excellent 
code of procedure and had found the balance of 
advantage to be in favour of not closing the school 
on the appearance of the disease. So long as the 
theory of droplet infection from carriers and abortive 
cases held the field, it should govern medical action. 
The parent, however,eknew that his boy was more 
liable to infection at school than if he came home, 
and must have an opportunity of removing him. A 
boy so removed should be quarantined for the full 
period. The Felsted authorities had sent different 
forms of letters to parents of boys in the houses not 
affected and in the affected house. The first form 
stated that there was no contact between the infected 
house and the others and no immediate need for any 
boy not in the affected house to be sent home, and that 
the longest-known incubation period was twenty days. 
The letter set out three possible courses of action: 
to remove the boy at once, which was not advised ; 
to leave him until the normal breaking-up day; 
or to leave him in quarantine after that day if he 
could not be properly quarantined at home. If the 
boy was taken home, continued the letter, he must 
be separated from other children and adolescents 
for the maximum period, and the local medical 
officer of health must be notified. The letter to 
parents of boys in the infected house stated that the 
patients had been isolated and the remainder of the 
house segregated ; and that isolation at home would 
lessen the danger of infection to a boy but that the 
school was prepared to keep boys until the full period 
had elapsed ; it gave the rules for quarantine at home. 

Schools with a day population as well as boarders 
had a special problem, and the domestic staff had to 
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be considered. If the maids were allowed to mix 
with the people of the adjoining village they might 
spread the disease; if they were forbidden to do so 
they would probably give notice and go to their 
homes. Under modern conditions of community 
life it was easy to find a common factor between 
any two persons in the country. Taking account of 
the infinite number of common factors which had not 
produced disease, the physician must assume a high 
degree of immunity in the general population. Never- 
theless, a fresh epidemic would appear every summer 
and show that further immunity had apparently 
not developed among a large number of people. 
To suppose that immunity only lasted, in a number of 
people, from one autumn until the next early summer 
put another strain on the immunity theory. 

An epidemic of influenza was now current in 
Essex with symptoms which closely resembled those 
of the first stage of poliomyelitis, and every medical 
officer who had had an outbreak of poliomyelitis in 
his school would naturally regard every influenza 
sufferer as a suspect. Poliomyelitis and cerebral 
meningitis were by far the most worrying illnesses 
to the school medical officer, merely because they 
broke out in a school. 


Dr. JoHN LAMBERT said that Wellington College 
had a boy population of about 670; of whom 450 
lived in a central building and the remainder in 
five separate houses. The epidemic had been confined 
to the central building : the infection therefore seemed 
to have spread from the dining-hall. Before the 
Michaelmas term began, half a dozen cases had 
occurred in the village and another half-dozen in 
the country a few miles away. The authorities were 
therefore on the outlook and had even warned the 
parents. The local district had been put out of 
bounds for ten weeks. The first case had appeared 
in the school in the middle of. December. The 
parents had been warned that two cases had been 
diagnosed and that all boys would be kept back an 
extra day if cars were not sent for them. In the 
next two days all the boys but about 30 had been 
removed. None of the actual contacts had developed 
the disease. About 15 cases had been reported 
afterwards in addition to the origina] 5, but some of 
them.had obviously been of the abortive type. Only 
one case had been notified in which a boy had given 
the disease to another at home. Many boys who 
were supposed to be in quarantine had undoubtedly 
gone to Switzerland. The question of how the 
disease had entered the schoo] had never been solved, 
but two college servants had been ill, one with a 
tonsillar inflammation and the other with a feverish 
cold. The supply of raw vegetables and fruit had 
been at its minimum at that stage of the term. The 
epidemic had been spreading at a time when the 
figures should have been approaching the zero line ; 
poliomyelitis was most rare in mid-winter. Paralysis 
of the abdominal muscles had necessitated catheterisa- 
tion in a number of cases. An encouraging reflection 
for school medical officers was that any action they 
took would be approved by one body of medical 
thought and condemned by another. 

Dr. R. P. GAMMIE said that in the autumn term 
Bishop’s Stortford College had had an undue pre- 
valence of febrile colds, and one of the patients had 
developed poliomyelitis in the middle of November. 
The affected house had been isolated ; the day boys’ 
school had been continued but they had been isolated 
completely from the rest of the school. The pre- 
paratory school had been isolated. A maid who had 
gone to her home the previous Sunday had developed 
a temperature and not returned. Parents had been 
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notified of the first case, and had received circulars 
on the outbreak of the second case giving them the 
opportunity of taking their boys away and urging 
on them the usual precautions. Only about 10 boys 
had been left in the school. The lay press had given 
no attention to the outbreak. A number of parents 
had said that their doctors had advised them to leave 
their boys at the school, where they would be attended 
by medical officers who were more familiar with the 
disease. The house where the outbreak had occurred 
was the only house with a refrigerator. 

Dr. REGINALD MILLER, speaking from the point 
of view of a consulting pediatrician, declared that 
the most frightened parent was the medical parent, 
who knew something about the disease and the risks 
imposed on a boy segregated in a house where several 
cases might break out and expose him to successive 
quarantines. <A parent paid fifty guineas a term for 
certain advantages, and exposure to a series of 
infections of poliomyelitis was not one of them. 
Dr. Miller agreed with the letters which had been 
sent out. He complained that the central authorities 
would not answer the question what harm, if any, 
had resulted from the disbanding of schools on the 
appearance of the disease. Poliomyelitis was noti- 
fiable, and the available figures must afford a 
complete reply to this question. 

Dr. H. M. Raven said that at Broadstairs ther 


had been an epidemic in the town as well as in schools. 


None of the town cases had been among the poorer 
classes, and all had been separate cases. He could 
not believe in the late James Collier’s theory that a 
large swarm of carriers had arrived in Broadstairs 
from France, but was convinced that the disease 
was communicated by fruit infected by flies which 
had risen from the beach after being in contact with 
the nasal secretions of bathers. High spring tides 
had driven flies inland in large quantities just before 
the outbreak. 

Dr. Maurice Mirman showed tables comparing 
the relative incidence of poliomyelitis and polio- 
encephalitis in England and Wales and in London 
during the last decade; and an analysis of the 
London figures by age-groups. Theratio was fourteen 
to one in the youngest children and twenty-five to 
one in children under five; thereafter it declined 
to eight to one in young adults. If the portal of 
entry was the alimentary canal, a much greater degree 
of control could be applied. It was possible that 
polio-encephalitis tended rather to follow an inhalation 
infection and that poliomyelitis tended to be spread 
by ingestion. If the virus of poliomyelitis travelled 
through the nose to the brain and spinal cord, it 
would reach the anterior horn cells on its way, and 
there was no need then to suppose an infection 
from the spinal cord. 

Dr. F. E. Camps thought the assumption that in 
an abortive case the disease merely took the form of 
nasopharyngitis went far to explaining how the disease 
was spread in schools. There was some evidence that 
paralysis tended to select muscles which had been 
excessively worked and subjected to nerve exhaustion 
ortrauma. Impulses from those nerves might exhaust 
the anterior horn cells and create a predilection 
for those sites. 


In reply, Dr. Smiru deprecated too much 
standardisation of procedure. The influenza epidemic 
at Bradfield had certainly lowered resistance to the 
virus of poliomyelitis, and influenza was a factor 
about which parents would have to be told. It 
had been the determining factor in cases of septicemia. 
On the published results the disbanding of schools 
imposed only a small risk on the general population. 
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REVIEWS AND NOTICES OF BOOKS 


Culture of Organs 

By ALEXIS CARREL, M.D. Lyons, Sc.D. Columbia ; 

and CHARLES A. LINDBERGH, A.F.C., D.S.C. 

London: Hamish Hamilton Medical Books. 1938. 

Pp. 221. 18s. 

Tuis work provides a lucid and comprehensive 
account of the Carrel-Lindbergh perfusion technique 
for whole organs, and includes a summary of the 
experimental results so far achieved. The first 
chapter deals with the purpose and history of the 
method. It is followed by a fully illustrated. descrip- 
tion of Colonel Lindbergh’s apparatus and of how it 
is prepared and assembled for use. Different types 
of perfusing media, with the limitations and advan- 
tages of each, the surgical procedure involved in 
preparing the organs, their installation in the 
apparatus, and the operation of the apparatus 
during perfusion are described in great detail. 
The technique is however so complicated that 
in spite of Dr. Carrels assurance that the 
complexity is only apparent the reader fully endorses 
his statement that the procedures ‘‘ cannot be learned 
merely by reading a description of them. They 
have to be observed in actual use and practiaed under 
guidance.” 

The last two chapters on the behaviour of the 
perfused organs and the future of the method are of 
more general scientific interest. The results obtained 
are indeed remarkable. Photographs are reproduced 
showing histological sections of organs which had 
been perfused for periods up to thirty days without 
degenerating. It is possible to modify the physio- 
logical activity of the perfused organs at will by 
altering the humoral and environmental conditions 
in the apparatus. Thus ‘“‘under the influence of 
perfusing fluids of various composition, the thyroid 
glands are seen to lower their epithelium, to suppress 
the vacuolation of their colloid and to enter a state 
of rest. Or, on the contrary, to increase the height 
of their cells, perforate their colloid with vacuoles, 
. and assume an appearance of great activity. In 
still other media, the epithelium was observed to 
become hyperplastic.” It is justly claimed by 
Dr. Carrel that ‘‘the cultivation of whole organs 
has already become capable of very extensive applica- 
tion to anatomical, physiological and pathological 
problems.”’ 

The authors are to be congratulated on a mag- 
nificent technical achievement, of which the future 
possibilities seem almost unlimited. 


Iodine Metabolism and Thyroid Function 
By A. W. ELMER, M.D., of the Institute of General 
and Experimental Pathology, John Casimir Uni- 
versity, Lwow, Poland. London: Humphrey 
Milford, Oxford University Press. 1938. Pp. 605. 30s. 
THis most comprehensive monograph begins with 
a fifteen-page historical review of the investigation of 
iodine metabolism from the period of Chatin in 1850 
to that of Baumann and Kendall, of Fellenberg and 
Harington, and finally to the present day. Sub- 
sequent chapters deal with every aspect of iodine 
metabolism and correlated subjects. The various 
methods of iodine determination in blood, urine, bile 
and other biological fluids are fully described. The 
section on physiology includes basal iodine balance, 
the fate of the various iodine-containing compounds 
administered to the organism, the relation of the 
glands of external and internal secretion to iodine 
metabolism, the production and secretion of thyroid 


hormone, the influence of the thyroid on iodine storage 
in such organs and tissues as the pituitary, ovaries, 
adrenals and nervous system, and the relationship 
of the vitamins to iodine metabolism. Clinicians will 
perhaps be most interested in the fourth chapter 
which deals fully with the pathology of iodine 
metabolism and discusses the problems of thyro- 
toxicosis—pre-operative iodine treatment, the nature 
of the thyrotoxic crisis the iodine balance and the 
effect of röntgen and radium irradiation—in a clear 
and critical manner. There is a very generous 
bibliography containing 900-1000 references. 

The author himself has contributed in no small 
way to the subject of which he writes, and it is a 
pity so few of his publications appear in journals 
readily available to English readers. It is almost 
an impertinence to suggest that such an authority 
is in error historically, but Dr. Elmer is unorthodox 
in stating that Marine and Ohleman in 1911 were the 
first to find iodine efficacious in thyrotoxicosis. 
The credit for this discovery- is usually awarded to 
Trousseau, who in 1863 gave iodine instead of 
digitalis to a case of exophthalmic goitre and detected 
clinical improvement which gradually wore off after 
the iodine was stopped. 

This is the most complete work up to date on 
iodine metabolism and its clinical application, and 
can be strongly recommended. 


Queen Charlotte’s Textbook of Obstetrics 

(5th ed.) By the Members of the Clinical 

Staff of the Hospital. London: J. and A. 

Churchill. 1939. Pp. 668. 21s. 

A NEW edition of this textbook appears regularly 
every three years. The present volume differs 
little from its predecessor except in the section on 
the treatment of puerperal sepsis; here the new 


methods of chemotherapy have made revision 
essential. There is an excellent description of the 


chemistry, therapeutics and dangers attendant on 
the use and abuse of the sulphanilamide group of 
drugs, but one may question the suggestion that the 
drop in the mortality-rate from puerperal sepsis in 
the Queen Charlotte’s Isolation Hospital from 22-6 per 
cent. in 1931-35 to 5-5 per cent. in 1936-37 is due to 
the use of these drugs. It seems more probable that 
they deserve only a part of the credit. In the section 
dealing with the operative treatment of puerperal 
sepsis it is said that the ligation or excision of the 
Ovarian and uterine veins will block the path of the 
progress of thrombophlebitis. This treatment is 


surely contrary to all the established tenets of patho-. 


logy, and its very mention is not worthy of so excellent 
a textbook. Otherwise there is little that merits 
adverse criticism. 

The chapters dealing with the treatment of hemor. 
rhage in pregnancy, the toxemias and delay in 
labour, are really excellent, and throughout the 


book a definite and clear line of investigation and 
treatment is laid down for every abnormality likely 
to be encountered. The admirable section on the 


baby has been thoroughly revised and brought up 
to date by Dr. Alan Moncrieff. The last part, and 
perhaps one of the most attractive, deals with such 
subjects as the use of oxytocic drugs and of anesthetics 
in midwifery, the value of X rays, and the practical 
lessons that can be learnt from a short analysis of the 
causes of maternal and fotal mortality. The print- 
ing and illustrations throughout maintain the high 
standard of previous editions. 
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NURSING AS A NATIONAL SERVICE 


THE interim report of the Inter-departmental 
Committee on Nursing Services, discussed on 
another page, is no less valuable because it does 
not present a balanced and comprehensive survey 
of the problem. The committee makes concrete 
suggestions designed to stimulate recruitment and 
to minimise wastage through dissatisfaction with 
working conditions and prospects, and it disposes 
effectively of the bogy that measures planned to 
secure a much larger number of candidates for 
training could possibly cause the supply of nurses 
to exceed a rapidly growing demand. A question- 
naire has been issued to all hospitals and the 
analysis of the answers should yield more precise 
information on the needs of institutions than is 
at present available ; but the committee concludes 
‘from evidence already submitted that it is in 
hospitals that the existing shortage is most acutely 
felt and most of its present recommendations 
are concerned with this branch of nursing. 

An important exception, which affects the whole 
profession, is the elaborate discussion of the 
education of the prospective nurse from the time 
of leaving an elementary or a secondary school 
to the stage when she passes the first part (anatomy, 
physiology and hygiene) of the divided pre- 
liminary state examination. The pre-nursing courses 
hitherto established did not attract many girls 
because they offered no tangible advantage in the 
way of progress towards the goal of state- 
registration. Now that the General Nursing Council 
have agreed to allow part of the first professional 
examination to be taken before entering hospital 
the committee contemplates that after a transition 
period the usual method of entry to the profession 
will be by way of pre-nursing courses which will 
take various forms: full-time courses for senior 
pupils in secondary schools, and longer part-time 
evening courses for ex-elementary-school girls 
employed during the day. The establishment of 
such courses (which should continue the general 
education of the students as well as providing 
specialised instruction) by local education authori- 
ties throughout the country is regarded as the 
most effective method of bridging the gap between 
school and hospital. The estimate that 12,000 
probationers a year are required to meet the needs 
of hospitals recognised as training-schools has con- 
vinced the committee that it is at present impossible 
to obtain enough recruits from secondary schools. 
The committee is realistic also in its assumption 
that hospitals will continue to rely largely on 
student labour; the alteration of the status of the 
probationer from that of an apprentice to that of 
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a pupil is evidently not contemplated. The com- 
mittee recognises moreover that almost from the 
moment of entry to hospital the probationer gives 
valuable service; it observes that in 1937 the 
L.C.C., in view of the difficulty of obtaining staff 
nurses, engaged a number of first-year probationers 
in excess of establishment in order to release 
fourth-year probationers for staff-nurse duties. 

No change then is suggested in the pattern of 
the training of nurses, or in the reduction of the 
number of registers, general and supplementary, 
kept by the General Nursing Council; the recog- 
nition of a second grade of nurses would indeed 
add another register (or roll) to those now existing. 
Some disappointment may be felt that more 
specific proposals are not made for the recom- 
mended increase in the salaries of trained nurses 
pending the appointment of national committees ; 
that the relative merits of different methods of 
reducing hours of work are not discussed; and 
that comment on the syllabus and scope of the 
final state examination is postponed. But all will 
welcome the fundamental message of the report: 
that nursing must be recognised as a service of 
outstanding national importance and that the 
social and industrial structure of the nation has 
undergone such radical changes during recent years 
that a “sense of vocation” can no longer be 
relied on as the chief stimulus to recruitment. 
Remuneration during active employment, provision 
for old age and conditions of service must be so 
improved as to enable nursing to compete with 
other careers open to women. Many of these 
things have been said before in vain, but the 
recommendation of grants from national funds to 
meet the heavy cost of some of the proposed changes 
will, if adopted, succeed in implementing them. 

One thing remains to be said. The final 
report of THe Lancet Commission appeared at a 
time when the industrial slump had enhanced the 
attractions of a professional training that costs 
nothing except in labour and provides pocket 
money as well as board and lodging from the 
outset. An influx of candidates in 1931 and 1932 
reassured many hospitals and prevented them from 
putting their houses in order. This interim report 
appears at a time when the desire of young women 
to equip themselves for service in case of war has 
in some places led to an increase of applicants for 
hospital training. It would be a calamity if an 
urge which is likely to be only transitory should 
postpone action which is essential for the protection 
of hospital services in normal times. 


THE CLINICAL SCIENCE CAMPAIGN 


During the last twenty years Sir THOMAS 
Lewis has made a series of contributions to medi- 
cine which are outstanding in their originality, 
simplicity and precision. Most of them concern 
the circulation, and they range from his earlier 
work on disorders of the heart, through his classical 
investigations of the blood-vessels of the human 
skin, to his later studies of the Raynaud pheno- 
menon and other vascular disorders of the limbs. 
They all bear directly on disease. They all depend 
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very largely on one type of approach, which is to 
contemplate a sign or symptom, to define it, to 
find out where possible how to elicit it at will, 
and then to investigate it in the patient or in a 
normal subject by varying the conditions under 
which it is produced. The immediate aim is to 
discover the physiological mechanism by which 
the symptom is produced. The ultimate aim is 
by the synthesis of such discoveries to arrive at 
a comprehensive picture of the disease process 
and a rational method of controlling it. In 
Lewis’s hands this method has yielded astonishingly 
rich results. It is his modest conviction that the 
virtue lies in the method. There are some who 
have thought otherwise, allotting a larger share 
of the credit to a certain touch of genius in its 
application. It may in the course of time be 
possible to decide which view is right ; for through- 
out those twenty years Lewis has conducted a 
persistent campaign for the wider use of the 
experimental method applied directly to clinical 
problems, and that campaign has achieved consider- 
able success. His public propaganda for it has 
taken the form of sundry addresses and orations, 
originally published in the British Medical Journal, 
and now collected in a volume? as a history of 
the campaign and a statement of principle for its 
present and future disciples. 


Two motives run through these papers. The 
first is an insistence on the need for closer contact 
between physiology and medicine. Physiology 
was the child of medicine. In the middle of last 
century it broke away from the apron strings, and 
academically free it grew prodigiously. It has 
now come to look on medicine as a useful but rather 


-~ muddled old lady. Sir THomas Lewis is at pains 


to show that medicine abounds in problems— 
really problems in applied physiology—which 
will yield to scientific experimental investigation. 
He begs physiologists to show more interest in 


` them, and to keep those human problems more 


predominantly in view when they are teaching 
medical students. The second motive is his desire 
that, among the medical sciences, hominal experi- 
mental medicine may become established as an 
important member of the team, with its own field, 
its own tradition and its own body of workers. 
His belief is that with adequate opportunity it 
will make rapid progress. So he has fought for 
its recognition, under the name of Clinical Science, 
and for the establishment of units and of salaried 
positions with reasonable economic prospects, 
which may attract young men to it and enable it 
to develop. At times there has been opposition, 
not so much to his case itself as to the form of its 
presentation. His faith in the potentialities of the 
experimental method has made him seem to belittle 
the value of traditional clinical observation and 
the collection of accurate data from large numbers 
of cases. Sometimes he uses “clinical science ”’ 
as equivalent to what we have called ‘ hominal 
experimental medicine,” at other times in a wider 
sense to include investigative medicine in general 
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and all that physiology, biochemistry, pathology 
and bacteriology contribute to it; his readers 
may not always have kept the two senses distinct. 
But the opposition has not been serious; the 
campaign is succeeding. Largely with the support 
of the Medical Research Council opportunities 
for careers in clinical science have been created, 
usually distinct from the medical units already 
established. The latter have the more compre- 
hensive task of pursuing ‘“‘academic medicine,” 
which comprises the practice and teaching of the 
art as well as the study of the science of medicine, 
freed only from the handicap of competitive private 
practice. 

Whether the more rapid advance in knowledge 
will come from the older units, or from those which 
follow LeEwis’s principles with greater singleness 
of purpose, only time will show. From both, at 
present, are drawn the bulk of the full-time workers 
who, under Lrewis’s leadership, have formed the 
Medical Research Society, and this has now grown 
sufficiently in size and consequence to be able to 
take over from him the editorial control of the 
journal Clinical Science. The society’s tradition 
has been wisely founded. Its atmosphere is 
scientific and critical. Its growing membership 
has already produced work of value. Its creation 
has been a notable achievement on Sir THomas 
Lerwis’s part, for genius in research is not often 


joined with the gift of persuading and organising 


bodies of men. It is now to the Medical Research 
Society, inspired by the principles which Lewis 
has both preached and practised, that the future 
will look (to use his own words) to keep Clinical 
Science abreast in the team of allied medical 
sciences. 


AS OTHERS SEE US 


Every passing day swells the number of 
refugees, whose only hope lies in entry. to the 
relatively free countries. Sir JOHN HOPE 
SIMPSON’S monumental survey,! which appeared — 
last week, shows that the care of the thousands 
—soon to be millions—of exiles in Europe is now 
beyond the power of private charity alone ; it 
must be undertaken by governments. But even 
the most enlightened government can do little 
against the wishes of its nationals, and there is a 
passage in Horr Simpson’s book which particularly 
demands notice from the medical profession. 
“ A less obstructionist and exclusive policy on the 
part of trade unions and professional organisations,” 
he says, is “‘ essential if the refugees are to achieve 
economic rehabilitation which will allow final inte- 
gration. The dictum that the right to work cannot 
be separated from the right of asylum still remains 
rhetoric even in countries with a liberal tradition.” 

This grouping of “‘ professional organisations ” 
with trade-unions may be unwelcome to some of 
us; but to the outsider the difference between 
one and the other appears small where the purpose 
of both seems to be to maintain sectional interests. 
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The outsider is aware that the interests of the 
community do not necessarily coincide with those 
of the sections of which it is composed; for 
example it is obvious that “‘every increase in 
plenty, while raising the general standard, will 
damage those sectional interests which are vested 
in scarcity.” 2 Can we confidently claim that the 
interests of the medical profession, regarded as 
money-earners, never conflict with those of the 
community ? Are we sure that none of these 
interests are “‘ vested in scarcity ” ? Such questions 
are highly relevant to our attitude towards 
refugees. If we say that there is no work in 
England for immigrant-doctors, are we prepared 
to aver that the population in every part of the 
country gets all the medical care it wants, or even 
all the care it is willing to pay for ? Certainly 
there may not be a very good living to be had 
in the areas at present poorly served; but our 
destitute colleagues might nevertheless accept it 
thankfully if allowed the choice. Turning to the 
larger opportunities of the Empire, are we willing 
to tell our government that there is no possibility 
of helping refugee doctors to work among the 
native and white populations? In reaching rapid 
decisions we are apt perhaps to forget that for 
many of these would-be emigrants our refusal 
means, literally, death. But even on purely prac- 
tical grounds is it sensible for the British Common- 
wealth, with its huge unhealthy masses, to reject 
the services of men and women who have under- 
gone the long expensive training required in every 
European country for medicine ? To make these 
doctors do other work, or no work at all, is a 
grave human waste. It is rightly described as 
“a disastrous conception that immigrants can 
only be of value to our country if they bring with 
them a fortune, or a new technique, or a world- 
famous name, or if, on the other hand, they will 
cook our dinners and scrub our floors.” 3 
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' Organisation for the protection of trade or 
professional advantage is necessary and valuable, 
but it carries the risk that men codperating for 
selfish aims will take pride in the codperation and 
forget the selfishness. The campaign in this 
country to prevent the rescue of our foreign 
colleagues has made use of good reasons as well as 
bad ; as its leaders say, there is an undoubted 
possibility that foreigners engaged in a struggle 
for existence may at first have ethical standards 
below the best we cherish. The main appeal, 
however, has been to the pocket and to prejudice, 
and it runs counter to the tradition that has 
hitherto made medicine pleasanter than many 
other occupations. The best thought of our 
profession has been inspired by two ultranational 
ideas—the idea of service and the idea of science— 
and if we become infected by the pandemic of 
national exclusiveness we lose both. If we regard 
ourselves primarily as scientists we cannot afford 
to neglect the generous example of many of the 
teaching staffs of the universities, who for several 
years now have been making contributions, or 
deducting a proportion of their salaries, so as to 
enable displaced scholars to work among them. 
If we regard medicine as primarily humane we 
cannot afford to let race prejudice enter into our 
minds, for race prejudice and humanity are incom- 
patible. The medical profession was naturally 
expected by our government to show friendliness 
to those in need of it; but the friendliness has 
hitherto been remarkably cautious. Has not the 
time come to reconsider an “‘ obstructionist policy ” 
that has done us no credit? The constructive 
movement in which we should have our part was 
defined by the Archbishop of York a few days 
ago when he said that everything we can do now 
to meet the desperate needs of the refugees is 
“ preparing the way for a return of civilised life 
and hopes among men.” 


ANNOTATIONS 


THE CIRCULATION IN PREGNANCY 


KNOWLEDGE of the physiology of pregnancy— 
that is to say, the changes in the physiological systems 
of the mother—tends to lag behind other physiological 
knowledge, new techniques being applied to it 
long after they have been in use for other purposes. 
It is not so long ago that Sir Joseph Barcroft and 
his colleagues beg gan an attack on the physiology 
of the fœtus which involved a study of the maternal 
respiration and circulation during pregnancy. This 
work was done on animals and quickly yielded much 
valuable information; but owing to the usual 
difficulties comparatively little information of the 
same kind has been obtained from the human subject. 

Now however a team of American workers,‘ partly 
through using up-to-date methods and partly through 
having some highly codédperative mothers at its 
disposal, has been able to report some very interesting 
observations on the maternal circulation. . The main 
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conclusion is that the intervulous spaces of the placenta 
act aS an arteriovenous anastomosis. Regular 
measurements under basal conditions disclose a 
combination of high pulse-rate, increased pulse- 
pressure, raised cardiac output and increased oxygen- 
consumption. Until the last month of pregnancy, 
the excess of oxygen-consumption is less than can 
be accounted for by that of the cardiac output, 
suggesting that some of the latter is being “‘ short- 
circuited.” The diminished diastolic pressure would 
be compatible with such an explanation, but the 
findings cannot be said to be more than suggestive. 
A comparison between the venous pressures in the 
arm and leg seems much more significant. Normally 
these are about the same, but in pregnancy that 
in the femoral greatly exceeds that in the antecubital 
vein. In all but local obstructive conditions the 
two pressures rise together. Experiments on 
pregnant bitches show that venous pressure in the 
hind legs remains high even when the abdomen is 
opened and the vena cava relieved of all mechanical 
pressure. The pressure in the uterine veins is even 
higher than that in the femoral vein and the blood 
returned from the uterus has a higher oxygen-content 
than that of the mixed venous blood in the right auricle. 
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Taking all these observations together there seems 
to be an excellent case for regarding a rapid transit 
of blood through the placenta as the cause of the 
obstructive circulatory changes in the lower extremities 
' during pregnancy. The return of blood to the heart 
is said to be facilitated by the opening up of the 
alternative subcutaneous abdominal route, This 
can be beautifully demonstrated by infra-red photo- 
graphy, and there is no doubt that the abdominal 


venous network becomes more and more distinct: 


as pregnancy advances. Gorman and Hirsheimer,® 
however, after a thorough exploration of the infra- 
red photographic method, express some doubt as 
to whether the increased visibility of the sub- 
cutaneous vessels necessarily means they are carrying 
more blood. They point out that while the changes 
are undoubtedly progressive in any one patient, 
in a group of women the veins of some who are not 
pregnant may photograph better than those of some 
who are. The measurement of venous pressures 


seems to have provided the most significant evidence | 


DRUGS IN CORONARY DISEASE 


THE commonest cause of coronary obstruction is 
atheroma; no remedy is yet available which directly 
affects this condition. Drugs are therefore only useful 
in the control of symptoms and complications, and 
as most of those ordinarily used have unfavourable 
side-effects they should not be given unless really 
necessary and then with caution. Gold ® points out 
that though the value of some of the drugs recom- 
mended is proved that of others is doubtful. The 
nitrites are still the most valuable in the relief or 
prevention of effort angina, though their action is 
transient. Glyceryl trinitrate tablets absorbed from 
the mouth may be effective in small doses (gr. 1/200- 
1/150) if taken at the onset of the pain. When pain 
arises on slight provocation tablets may be required 
very often, and it is stated that fifty or more may 
safely be taken daily. In such a case, however, it is 
necessary to exclude a recent myocardial infarct or 
recurrent multiple small infarcts, for it is then better 
to avoid pain by absolute rest than by vasodilators. 
The subject with effort angina is a potential victim 
of myocardial infarction in which vasodilators may 
be harmful, and he should be warned against using 
such drugs repeatedly for any anginal pain of more 
than a few minutes’ duration, especially if it comes 
on at rest. It has been claimed that the xanthine 
derivatives, such as Diuretin and Euphyllin, are 
valuable both in effort angina and myocardial infarc- 
tion, and they are extensively used for these condi- 
tions, but there have been no controlled clinical or 
experimental observations to justify these claims. 
This group of drugs may be rationally used, however, 
as diuretics, and one of them (euphyllin) may abolish 
Cheyne-Stokes breathing. When cardiac infarction 
_is accompanied by severe pain morphia is required, 
but the large doses sometimes needed lead to meteor- 
ism, depression of the respiratory centre and possibly 
ectopic rhythms, though the heart condition itself 
can produce any of these symptoms. Gold suggests 
that not more than gr. } of morphia should be given 
at a time, that this should not be repeated oftener 
than once every half-hour and that a total of more than 
gr. lin twelve hoursisrarely wise. He regards codeine 
gr. 4-1 with or without scopolamine gr. 1/150 as a 
good substitute for morphia, especially where a mild 
pain persists for several days. In most cases a continu- 
ous mild sedation is helpful and for this the barbi- 
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turates—e.g., phenobarbital—are suitable. For cardiac 
infarction without complications digitalis is not only 
unnecessary but probably harmful, but with heart- 
failure, or auricular fibrillation, or flutter with fast 
ventricular rates it must be given, though in rather 
smaller than ordinary doses since in the acutely 
damaged myocardium ectopic rhythms are more 
readily produced. Quinidine may be called for in 
ventricular tachycardia but not otherwise. Measures 
to increase venous return are indicated for shock, and 
adrenaline for Stokes-Adams attacks. Gold rightly 
deplores the use of muscle extracts in the treatment 


_ of coronary disease, since there is no properly controlled 


evidence of their value. 


DENTAL CARIES 


Accorpine to R. W. Bunting and his co-workers 
in the Michigan school the most significant causative 
factor in dental caries is the presence and degree of 
activity of Bacillus acidophilus in the mouth, but the 
incidence of caries may be increased by the addition 
of relatively large quantities of sugar to the diet. 
These findings are hardly supported by the results 
of a small-scale investigation reported by King and 
Croll! Using eight institutional children in Sheffield 
and thirty from the relatively caries-free country 
districts of the Isle of Lewis they first related the 
incidence and extent of caries to the B. acidophilus 
content of the saliva. In the town children no 
association could be detected; in the others a 
comparatively low count or complete absence of 
B. acidophilus was found in the majority of the 
caries-free mouths and a high count in half those with 
active caries. On the other hand two of the caries- 
free had a fairly large number in the saliva while half 
the carious had relatively low counts—two, in fact, 
were completely negative. There is certainly some 
suggestion of an association between the variables 
in these figures, but it is obvious that striking 
exceptions are not infrequent. With the eight 
Sheffield children the authors next endeavoured to 
test the effects of the daily addition to the diet of 
2 oz. of sweets in the form of toffee for ten weeks, 
after which the children rebelled and accepted choco- 
late caramels for a further six weeks. With such a 
small number of observations the results must be 
rather indeterminate. Two children showed no 
change in their number of carious cavities and little 
change in the number of colonies of B. acidophilus. 
In the other six there was some increase in carious 
activity, but how much might have been expected 
with mere lapse of time is unknown; three showed 
also an increase in B. acidophilus ; two no material 
change; while one remained negative throughout, 
The authors are rightly reluctant to draw definite 
conclusions from so small an experience, but they are 
unable to find in it a corroboration of Bunting’s views. 

On the other hand Schiétz* of Oslo presents more 
evidence in support of the relation between dental 
caries and nutrition. Of pupils in the Oslo elementary 
schools only 2 in every 1000 have, he says, faultless 
teeth. This is a small number, and for the purposes of 
the inquiry those defined as having excellent or good 
teeth were added to them and 200 children thus 
obtained. Dietary histories were obtained from their 
mothers and Schiétz thought that these showed 
a more regular use of protective foods and a smaller 
consumption of sweetstuffs than in the population 
in general, but no control group is available. More 
convincing is the evidence that the children with good 
teeth are largely segregated in a few schools, the 
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average number being 17-6 per 1000 in five schools 
against 0-3 per 1000 in four other schools, and 2-7 
per 1000 in the remainder. Various measures of 
social status show that the good teeth come mainly 
from the economically better-situated families. In 
addition Schiétz gives some figures from isolated rural 
districts where the ‘old-time natural manner of 
feeding ” is maintained. Of 127 children examined, 
with an average age of nearly eleven years, 17 per 
cent. were free from caries, and of 2136 permanent 
teeth (present and extracted) 27 per cent. were 
_attacked (carious and filled and extracted); much 
better figures than those presented for Oslo. Investiga- 
tions were also carried out at 23 infant homes com- 
prising 338 children and the resulting figures show 
that the earlier in life the children come to the home 
the better are their teeth. With regard to sugar 
consumption an interesting comparison is made 
between two homes. The children in Alfredheim 
have far worse teeth than those at Trysil. The 
consumption of milk, coarse bread, butter and fruit 
is about the same at each home; the Alfredheim 
children eat more vegetables and potatoes ; while the 
Trysil children have about two and a half times as 
much sugar. At Trysil, however, all the children have 
cod-liver oil daily in the winter, whereas at Alfredheim 
they have it only when ordered by the doctor. 


INJURY AND DISEASE 


IN an interesting article which appeared in the 
Magazine of the University of Leeds medical society, 
Dr. G. F. Walker discusses some of the problems of 
the relationship between injury and disease. He 
divides the illnesses which may follow injury into 
eight classes and gives examples of each, drawing 
upon his personal experience to illustrate his points. 
He emphasises quite rightly the importance of this 
matter in forensic medicine. So much attention is 
now being paid to the subject in the courts that, 
at least as far as injuries arising out of and in the 
course of employment are concerned, the workmen’s 
legal advisers assume with apparent authority 
that any disease appearing subsequent to an injury 
is part and parcel of that injury, or in legal phraseology 
“ caused, precipitated or aggravated by it.” Thus, 
contrary to the first principle of British justice, an 
onus of disproof is thrust upon the medical advisers 
for the employer. 

Much research work needs to be done so that 
definite guidance may be given to the courts about 
this. A start could be made by defining injury 
and disease. Accident-insurance companies have 
endeavoured to describe the peril insured against as 
a morbid condition due to injury ‘‘ caused by violent, 
accidental, external and visible means.” Although at 
first this may have seemed clear enough, succeeding 
judgments given in the courts have succeeded in so 
whittling down the previously accepted meanings of 
these words that almost the whole range of disease 
can be covered by them. For instance, “ violent ” 
means the contrary of “ without any violence at all.” 
As an example, an elephant trampling on a fly may 
be an original example of violence; but now the 
fiy trampling on the elephant would be held to be 
“not without any violence at all.” Similarly, 
“ visible’? may now be interpreted as “discernible 
by a medical man.” In contradistinction to “ injury,” 
disease may be held to be a morbid condition which 
arises and runs its course without any history or 
clinical evidence of injury. This definition, however, 
is obviously not suflicient in itself and it may be 
desirable for some scientific body of medicine to 
supply the deficiency. 
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After satisfactory definitions have been given it 
will then be necessary to search for proof of relation- 
ship between the two. No doubt there is often some 
connexion between injury and disease and it is easy 
to quote cases in which disease appears to have arisen 
from definite injury. One of the best examples is 
carcinoma of the tongue arising from repeated trauma 
by an ill-fitting dental plate. Another example is the 
“ surgical kidney ” following prolonged instrumenta- 
tion for the treatment of a traumatic stricture of the 
urethra. It is quite otherwise with generalised 
epilepsy or tumours of the brain; although in the 
law-courts these conditions are ‘constantly being 
attributed to injury, scientific proof is wanting in ~ 
most if not all the cases. Little has been done in the 
investigation of normal controls although in some 
directions a beginning has been made. Among 431 
cases of glioma Parker and Kernohan! found in 
13-4 per cent. a history of injury at some previous 
time in the lives of the patients. In a control group 
of 431 consecutive victims of various other diseases 
there was a history of injury in 10-4 per cent. Among 
200 presumably normal persons there was a history 
of injury in 35-5 per cent.; the relative severity of 
the injury was highest in the normal group. Among 
10,452 cases of gunshot wound of the head occurring 
in the United States armed forces during the late 
war, Pollock ? did not find any case of brain tumour ; 
and of the 40 cases of cerebral tumour occurring 
amongst U.S. veterans and operated on by Loyal 
Davis® not one had been wounded and only two 
gave a history of head injury. 

In fulfilling the “onus of disproof >” the medical 
witness may have little difficulty in showing that the 
cause of a particular disease was not a ‘particular 
injury, but it is often difficult to give a direct negative 
to a statement that disease was precipitated in a 


person who was already destined to suffer it, or that 


disease had already started or had been latent and 
become aggravated by the injury. Only an accurate 
knowledge of the usual course of the disease, its 
accelerations and exacerbations, and a detailed 
history of the condition of the patient from the onset 
of the disease or the accident, with a full account of 
any bridging symptoms, will enable the examiner 
to form a valid opinion. 


BARBITURATES AND LIVER DAMAGE 


SomE of the barbiturates are detoxicated by the 
liver whereas others are excreted straight away by the 
kidney. The latter are generally those of quick 
action, such as Evipan and Pentothal, while the 
former are typically represented by Nembutal. 
Anesthetists ordinarily withhold barbiturate pre- 
medication from patients with any form of liver 
derangement and the work of Cameron and de Saram ¢ 
at University College Hospital medical school shows 
that the need for caution may be present even before 
the liver can be known to be imperfect. Experi- 
mentally rats with acute liver damage proved 
abnormally susceptible to both nembutal and evipan ; 
this effect quickly passed off when liver regeneration 
set in. With progressive liver damage the action of 
nembutal was much enhanced long before serious 
structural damage appeared in the organ, and it is 
suggested that impairment in detoxifying function 
precedes the development of obvious structural 
change. Some observers it is true have obtained 
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prolonged sleep in chloroformed cats and dogs not 
_ only with nembutal but with evipan which is excreted 
by the kidney; they have accordingly argued that 
the effect is not attributable to deficient liver detoxica- 
tion but rather to injury of the central nervous 
system by chloroform, so that nerve-cells become 
more susceptible to barbiturates. To what extent 
the laboratory findings are applicable clinically has 
not yet been ascertained, but obviously there is need 
for much circumspection in the use of barbiturates 
in association with other anssthetics, especially 
chloroform. 


STIGMA AND PREJUDICE 


THE anthropologist interested in taboos upon names 
need not go among savages to find his material. At 
the recent conference of the National Council for 
Mental Hygiene, when the organisation of outpatient 
clinics for mental illness was under discussion, almost 
all the speakers were preoccupied with the name 
these clinics should go by and insisted that the word 
“mental” must be dodged at all costs; none of 
those present, however, went so far as to propose 
also that they should in future meet as the National 
Council for Nerve Hygiene, or that the sister bodies 
should be invited to disguise themselves as the Central 
Association for Psychological Welfare and the Nervous 
After-Care Association. It is surely hasty to assume 
that the dog given a bad name can be saved by a 
euphemism: often, as in the proverb, his name is 
nothing but his reputation, and the new name will not 
for long conceal the old reputation, provided the 
latter be deserved. This proviso is the root of the 
matter. In those places where the mental hospital 
has still a bad name in the community, to call it a 
“ nerve hospital” or ‘‘St. Swithun’s’’ will be of 
only brief avail in making people ready to go to it 
either as inpatients or outpatients, so long as it has 
in fact repellant attributes and terrifying associations. 

There is unquestionably much ignorant prejudice 
against mental hospitals, derived from the bad old 
past, and everything that betokens the break with 
that past, or emphasises the medical aspect of mental 
illness, is so much to the good. But there is also 
what may be called informed prejudice. Dis- 
guising the mental hospital or the outpatient 
department by some new name will not for long 
conceal from the public the fact that the hospital, 
even though most modern and most successful 
in treatment of many of its patients, houses some 
people who are hopelessly or abhorrently insane, and 
that at the outpatient clinic patients may be seen who 
turn out to need mental-hospital care. If the hospital 
or clinic is a good one, recognition of these facts by 
the public will not deter them from seeking treatment 
when they need it; any more than changing the 
name, as from ‘“‘asylum”’ to ‘‘ mental hospital,” 
or from ‘‘ mental hospital” to “ hospital for nervous 
disease,” will in itself encourage them to do so. A 
parallel instance is the’ cancer hospital, No name 
could be more calculated to frighten away patients 
than this, one might suppose, if the same weight is 
to be given to prejudice and old belief as in the case 
of the ‘‘ asylum ” ; but it has not proved necessary 
to change the name of this hospital; its reputation, 
based on the work it does, apparently obviates the 
need for euphemism. Undoubtedly it is preferable 
to keep the clinic for outpatients, like the inpatient 
clinic for recoverable cases generally, separate from 
the mental hospital (even though in rare cases it is 
practicable, as mentioned earlier in the discussion, to 
identify them); but this separation should be based 
not on an avoidance of disagreeable words, but on 
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honest recognition of an actual difference—viz., that 
the one cares for people whose mental illness takes a 
form that may be immediately dangerous to them- 
selves or to society, while the other looks after those 
whose illness is compatible with ordinary life in 
society. It is false to emphasise, in implied coutrast, 
the success of the treatment in the outpatient clinic, 
or even the predominance of psychotherapy in it; 
for this is to give colour to erroneous notions as to 
the nature and function of the mental hospital. 
Both hospital and clinic should care for the chronic 
as well as the recoverable case, and both should use 
psychological and physical methods of treatment as 
their patients’ needs require. The common sense and 
common knowledge of the public must be taken into 
account as much as the universal human tendency to 
be misled by words. | 

A new name should not be regarded as poppy and 
mandragora, or as a transient alternative to be 
discarded when prejudice or facts again make this 
expedient. If we are to throw over ‘mental 
hospital’? and ‘‘ psychiatric clinic” as ‘lunatic 
asylum ” was thrown over, we shall before long get 
into the ignoble company of those who have inefiec- 
tually draped the undertaker in mortician’s clothing, 
and elevated the w.c. into the House of Easement. 
Psychiatrists, it must be admitted, are sometimes a 
little prone to project upon the public their horror of 
plain English. The “stigma” of having been in a 
mental hospital, or even of having been treated for a. 
“ nervous breakdown ” at an outpatient clinic, has 
a little to do with the words used—but a great deal 
more to do with popular belief about the supposedly 
unreliable, unpredictable or tiresome conduct of such 
patients, even after recovery. In the long run, all 
that is wrong or exaggerated in these beliefs will 
die for lack of evidential support: its death will 
be hastened, no doubt, by the educational efforts of 
the National Council of Mental Hygiene to counteract 
false notions and ignorant fears about mental illness 
in all its forms. 


ALCOHOL AND THE HUMAN ORGANISM 


THE little book! published by H.M. Stationery 
Office on the action of alcohol, of which a third 
edition has now appeared, was originally prepared by 
an advisory committee appointed in 1916 by the 
Central Control Board (Liquor Traffic) to consider 
the physiological action of alcohol and its effects on 
health and industrial efficiency. This committee, 
which was presided over by the late Lord D’Abernon, 
carefully revised the material in 1920, and their 
revisions were incorporated in a second edition 
published in 1924 under the auspices of the Medical 
Research Council, the Central Control Board having 
by then been dissolved. The present revision has 
been carried out by the surviving members of the 
former committee, 

Among other new features it contains a description 
of the processes for determining the alcohol content 
of blood and urine and an important section dealing 
with blood-alcohol tests in relation to road accidents. 
Last year Hansen of Oslo found that of 3000 people 
involved in traffic accidents 1126 had a blood-alcohol 
concentration between 0-15 and 0-2 per cent., figures 
which confirm the opinion of Strohmayer that the 
concentration most conducive to accidents is about 
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Sir Edward Mellanby, Dr. C. S. Myers and Sir Charles 
Sherrington; with the assistance of Dr. Margaret 
M. Murray, Prof. A. J. Clark, Dr. E. Arnold 
Carmichael and Dr. H. W. Newman. London: 
H.M. Stationery Office. 1938. Pp.176. ls. 
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0-18 per cent. Clinical tests for alcoholism showed 
that two-fifths of Hansen’s subjects with a blood- 
alcohol concentration of 0-1 per cent. and nine- 
tenths of those with a concentration of 0-2 per cent. 
were “affected by alcohol,’ but it appears that 
driving may be affected by concentrations lower than 
those needed to affect the behaviour in ordinary 
clinical tests. Thus Sachsenberg reported that none 
of the subjects he tested was capable of driving 
safely with a blood-alcohol concentration exceeding 
0-14 per cent. In the United States a similar definite 
limit (1-5 per mille) has been accepted by a com- 
mittee of the National Safety Council. There is 
probably a considerable individual variation in 
response and habituation to alcohol may raise the 
alcohol level at which drunkenness appears. By 
means of an artificial motor-driving apparatus 
Vernon studied the effects on driving capacity of 
20—45 c.cm. of alcohol in whisky taken on a practically 
empty stomach. Most of the subjects tested drove 
more quickly and more erratically than in normal 
circumstances, usually without realising they were 
doing so, and with alternating periods of fast and 
slow driving. Some believed they were driving better 
after alcohol, but in fact they were less accurate. 
These characteristics were noticeable even after 5c.cm. 
of alcohol, equivalent to half a tumbler of mild beer. 
Other experiments demonstrated slower response of 
the eyes, hands and feet after alcohol consumption. 

Miles in 1924 investigated the effect of alcohol on 
skilled movements by administering it in two different 
doses (21-28 grammes and 32-42 grammes) to five 
professional typists who were moderate beer-drinkers. 
During the first two hours after taking the weaker 
and stronger doses, the errors in typing nonsense 
syllables increased by 24 and 73 per cent. respectively, 
and the speed decreased by about 3 and 6 per cent. 
The errors in typing practised sentences increased 
by 40 and 90 per cent. respectively, and the speed 
decreased in both cases by about 2 per cent. The 
incidence of errors was greater when the alcohol 
was taken on an empty stomach. Another experi- 
ment of Miles is also described in this book. Here 
the subject is required to counteract deviations of 
a needle in an electrical apparatus, the “‘ pursuit- 
meter.” The movements of the needle, which are 
comparable to but quicker and more irregular than 
those of a ship’s compass, allow the passage of an 
electric current which is measured, smaller readings 
corresponding to greater accuracy of movement of the 
subject. After drinking a litre of 2-75 per cent. 
alcohol, equivalent to 1} pints of very light beer, 
the current allowed to pass was about 11 per cent. 
more than when the subject had drunk the same 
quantity of water; but the figure was raised to over 
16 and 22 per cent. in the same subject when the 
alcohol was diluted with grape-juice or non-alcoholic 
beer respectively, and in four other subjects the same 
dilution of alcohol with water gave an average 
increase of about 19 per cent. From these and other 
experiments it is concluded that a single dose of less 
than 40 c.cm. of alcohol, equivalent to 2}? oz. of 
whisky at proof or one pint of beer, taken by an 
adult accustomed to moderate use of alcohol, does not 
impair movements that do not demand precision, 
but skilled movement may be temporarily impaired 
especially in the diminished speed and nicety of the 
required act's performance by even 30 c.cm. of 
alcohol. The sedative effect of alcohol may, however, 
improve skilled movements in a nervous person by 
decreasing anxiety. 

Other additions to the present volume include the 
work of Penrose who showed from a clinical and 


genetic study of 1280 cases of mental defect that the 
children of alcoholic parents were no more likely 
to be defective than the children of abstainers of 
similar mental grade; and the revised life-tables of 
Raymond Pearl which, in the committee’s view, 
confirm the general impression that heavy drinking is 
prejudicial to life and ‘‘ the probably equally general 
impression that moderate drinking cannot be shown 
to be deleterious.” 


ANOREXIA NERVOSA 


THE effect of mind on body is nowhere more 
strikingly displayed than in anorexia nervosa, and 
the present interest in psychosomatic relationships 
has brought this disease into prominence, The 
opinions put forward at a meeting of the section 
of medicine of the Royal Society of Medicine on 
Jan. 24 formed a useful supplement to those provided 
by the section of psychiatry early last November. 
Prof. J. A. Ryle, the opener, said that in his experience 
of 63 private cases nine patients out of ten are women 
and girls, and seven out of ten are unmarried and 
under 30. Most of them may be classed as psycho- 
neurotic and the prognosis is then very good if the 
proper conditions of management can be secured. 
The clinical picture includes the general effects of 


starvation and he sees no need for treatment with 


endocrine preparations or (unless the physical condi- 
tion is grave) by injection of vitamins. Dr. J. H. 
Sheldon pointed out that the condition resembles 
not only starvation but also anterior-pituitary 
insufliciency ; indeed on the Continent it is generally 
diagnosed as Simmonds’s disease. The best way 
of explaining this resemblance is, he thinks, to assume 
that the features of starvation are not a series of 
haphazard peripheral effects but are brought about 
by a coérdinated mechanism (possibly hypothalamic) 
whose main characteristic is a diminution of anterior- 
pituitary activity. Anorexia nervosa arises in 
response to an emotional or mental need, and the 
lowered food-intake sets in motion a series of changes 
which are “ mediated’? to the body through a 
reduction of anterior-pituitary secretions, Dr. A. W. 
Spence said that in his view the endocrine dysfunction 
is definitely secondary. It is true that amenorrhea 
may develop before there is any loss of appetite, but it 
can be regarded as an early symptom of disturbance 
of the higher nervous centres, ‘‘ After the anorexia 
has become established,” continued Dr. Spence, “I feel 
that the endocrine features may perhaps be explained 
in terms of vitamin deficiency. A likely cause of the 
amenorrhea, in addition to the psychological dis- 
turbance, may be the deficient intake of vitamin E” 
—lack of which has been shown to cause changes 
in the anterior pituitary of rats.2 Deficiency of 
vitamin A might also play a part, by interfering 
with the action of whatever gonadotropic hormone 
is secreted, and by causing keratinisation of the 
thyroid. The non-appearance of the more severe 
nutritional disorders in the course of anorexia nervosa 
—to which rule Dr. Palmer provides an apparent 
exception on p. 269—was tentatively explained by 
Dr. Spence on the hypothesis that the endocrine 
system is for some reason relatively hypersensitive 
to vitamin deficiency. Hormone treatment he has 
found disappointing. 

In the previous discussion Dr. H. Crichton-Miller 
tersely described anorexia nervosa as a compromise 
with suicide, and the emotional aspect of it is well 
brought out by Dr. Evans in the clinical note we 

1. Proc. R. Soc. Med. January, 1939, p. 153 ; see also Lancet, 


1938, 2, 1173. 
2. Barrie, M. M. O., Lancet, 1937, 2, 251. 
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publish on another page, At last week’s meeting 
Sir Arthur Hurst said that the patient should always 
be treated by a general physician and that he should 
begin by giving her an ordinary meal and sitting 
beside her while she ate it. Unfortunately, as 
Dr. Spence remarked, she may afterwards go away 
and vomit; and in these and other difficult cases the 
physician may have to give place to the psychologist. 
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KARL PEARSON 


InN writing an account of his father’s life a son 
is at a disadvantage as well as an advantage; he has 
an intimate contact with the labours and ambitions 
of his subject, but he cannot easily take an objective 
and dispassionate view of him. Those who read the 
reprinted edition! of two articles which originally 
delighted readers of Biometrika will find that Prof. 
E. S. Pearson has not only availed himself fully of 
the privilege of his position but at the same time has 
been able to preserve an admirably balanced outlook 
on his father’s work and influence on scientific 
thought and method. The elder Pearson’s career 
is sympathetically traced from the time that he was 
called to the bar in 1881 (after which he turned his 
fertile brain to historical research in studies of German 
social life and thought) to his appointment in 1884 
at the age of twenty-seven as professor of applied 
mathematics and mechanics at University College, 
London, and to his later associations with Weldon 
and Galton and so to the final development of the 
biometric school with its growing application of 
statistical methods in research and ever-widening 
influence in all branches of scientific work. A glance 
at the bibliography appended is sufficient to display 
the enormous range of Karl Pearson’s interests— 
from the mathematical theory of evolution to the 
experimental study of the stresses in masonry dams ; 
from a study of the long bones of the English skeleton 
to the influence of parental alcoholism on the 
physique and ability of the offspring ; from the light- 
fluctuation of variable stars to a monumental study 
of the Wilkinson head of Oliver Cromwell—all linked 
together by an intense devotion to the search for 
knowledge. This brief but living account of it all 
should secure even a wider audience than that of 
which it is certain—namely, the generations of 
students who for nearly half a century drew inspiration 
from the work and personality of “ K. P.” 


THE WAVE- LENGTH FACTOR IN RADIOTHERAPY 


At the request of the Joint Committee on Radio- 
therapy Crabtree and Gray have inquired ? further 
into the influence of wave-length on the biological 
effectiveness of radiation. The criterion they have 
chosen for estimating the effect of the radiation 
is a biochemical process—namely, ‘inhibition of the 
anaerobic glycolysis of rats’ retinas—and may not be 
universally acceptable. Their experiments on such in- 
hibition, which have been well planned and controlled, 
have shown no evidence of any dependence of bio- 
logical effect on the quality of the radiation used. 
Not the least useful part of the paper lies in the 
appendix written by Crabtree on the relation between 
metabolism and radiation effects. The careful reader 
of this appendix will realise the cleavage of opinion 
in radiological circles on the essential nature of the 
changes induced in cell life by radiation. C. M. 


An appreciation of some aspects of his 
Pearson, D.Sc., professor of 
statistics, University College, London. London: 
Cambridge University Press. 1938. Pp.170. 10s. 6d. 
2. ae He Ni ,and Gray, H. L., Brit. J. Radiol. January, 
» P- 
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Scott, it will be remembered, after examining the 
quantitative aspects of the biological actions of X 
and y rays came to the conclusion è? that metabolic 
processes play no part in the primary action of radia- 
tion on cells; whereas such action is considered so 
significant by the present authors that they use it as 
the basis of their tests. In combating Scott’s views 
Crabtree deprecates the basing of generalisations on 
the study of one type of tissue. Perspective is 
confused by workers whose negative results lead them 
to deny the existence of differential action. The 
present authors are content to let their experiments 
stand as a contribution to fact; for, as they remind us, 
no evidence can be contrary to facts. The present 
rigorous methods of physical measurement should 
permit of a much greater elaboration of effort on 
the wave-length factor, preferably on tumour-bearing 
animals, for the main interest lies in its possible 
application i in radiotherapy. 


INTRAVENOUS GUM ARABIC 


SmncE Bayliss introduced gum-arabic infusion to 
replace lost blood, very diverse results have been 
obtained from its use. Despite Bayliss’s directions 
that only reliable samples of gum should be employed, 
it seems possible that some of the failures have been 
due to the use of unsuitable gum. In studying this 
possibility Maas, working with rabbits, records 
fatalities with one solution and good results with 
another. He found that when the calcium of the 
satisfactory solution was replaced by sodium it 
became as lethal as the other and that this effect 
could be neutralised by an injection of calcium 
chloride. The explanation put forward is that a 
solution of sodium arabinate will extract calcium 
from calcium-containing solutions, including blood, 
and so induce a fatal hypocalcemia. Maas accordingly 
recommends the use of pure calcium arabinate, 
which he has found entirely. harmless to rabbits. 


We regret to announce the death of Mr. Joseph 
Lewin Payne, consulting dental surgeon to Guy’s 
Hospital and an authority on the structure of teeth. 


In response to an appeal from the Chilean Red 
Cross the British Red Cross Society has sent £500 for 
relief work after the earthquake in Chile which is 
said to have caused the death of 30,000 people and 
injury to 50,000 others. 


At the Mansion House banquet on Jan. 30 more 
than £60,000 was subscribed towards the £650,000 
required to complete the rebuilding of St. Bartholo- 
mew’s Hospital. The appeal may be regarded as safe 
in the hands of the City of London, to the corpora- 
tion and citizens of which the foundation was 
entrusted by a Tudor king. The hospital, as the 
Duke of Gloucester reminded the diners, has lived 
through the reigns of 39 British sovereigns, 


A national appeal to provide funds for the work 
being done on behalf of academic refugees will be 
made on Monday, 8.15 P.M., at a public meeting in 
the great hall of University College, London, when 
the Archbishop of York will preside. On the 
following evening at 8.30 P.M. the Society for the 
Protection of Science and Learning will hold a con- 
versazione at Burlington House, when the presidents 
of the Royal Society and of the British Academy will 
receive the guests. 


3. Spec. Rep. Ser. med. Res. Coun., Lond. 1937, No. 223. 
4. Maas, J. A., Quart. J. exp. Physiol. December, 1938, p. 315. 
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SPECIAL ARTICLES 


THE SHORTAGE OF NURSES 
NEW PROPOSALS 


THE Inter-departmental Committee on Nursing 
Services, appointed in November, 1937, by the 
Minister of Health and the President of the Board of 
Education, has not waited until it can present a 
complete report on its very wide terms of reference. 
The statistical material on which it proposed to 
base its final conclusions cannot yet be summarised, 
but the public anxiety about the maintenance of 
an adequate institutional nursing service has led it 
to make an interim report! on the most urgent of 
the problems presented to it. The introductory note 
acknowledges the help given to its consideration 
of nursing problems by the report (1932) of THE 
LANCET Commission on Nursing and adds: “. . 
we think that many of the improvements which 
have been made in hospital conditions in recent years 
are directly attributable to the recommendations 
contained in that Report.” It is common knowledge 
however that the shortage both of probationers and 
of trained nurses applying for work in hospitals has 
become more acute, relatively to the need, during 
the last six years. Besides endorsing most of the 
recommendations made in 1932 the committee has 
brought forward constructive new proposals and it 
is these that we propose to outline. 


SALARIES AND PENSIONS 


The committee is agreed that having regard to 
their great responsibilities nurses are badly underpaid, 
especially in the higher posts, even when their 
emoluments are taken into account. It deplores the 
competition between employing bodies for the available 
personnel as a method of raising salaries and suggests 
that pay and pensions should be treated on a national 
basis by the establishment, on the initiative of the 
Ministry of Health, of one or more committees similar 
to the Burnham committees, composed of repre- 
sentatives of employers and employees, which evolved 
national scales of salaries with regional application 
for the teaching profession. 
cost of a general improvement in salaries (which 
cost will be increased by that of the employment of 
additional staff needed to carry out what is regarded as 
“ another essential reform ’—namely, the reduction 
of hours of duty to 96 per fortnight) should be met 
by two types of grant: (1) payable in respect of work 
done in training nurses and (2) payable in respect 
of increased expenditure incurred on nursing services. 
The first type of grant would be derived from national 
funds, available to voluntary and municipal hospitals 
alike, and administered centrally by the Ministry of 
Health ; the second would be given only to voluntary 
hospitals and administered through the local authority. 

These suggestions are subject to reservations signed 
by eight members of the committee. Three are 
unable to support grants specifically in respect of the 
training of nurses when the training-school is saving 
the hospital money by employing probationers to 
supplement the work of trained nurses. Three 
members are joined by another in a refusal to express 
any opinion as to the source from which grants should 
be provided to voluntary hospitals which are unable 
to carry out the recommendations of the report on 
salaries and hours of work ; and four other members, 


1. H.M. Stationery Office. Pp. 93. 1s. 6d. 


It is proposed .that the ` 


though in full agreement about the need for improving 
salaries and conditions of service, do not regard the 
financial basis of the proposals as equitable in so far 
as large expenditure would be incurred by local 
authorities on what is regarded as a national problem. 
These reservations are conspicuous because among 
the many controversial questions considered a 
remarkable degree of unanimity has been achieved ; 
only two other notes of reservation (to be mentioned 
presently) are recorded. 

The committee is sure that pensions for nurses 
should be universal and interchangeable, but the 
difficulties of achieving this are clearly set out in a 
memorandum from the Government actuary in an 
appendix to the report. He suggests (and the 
committee concurs) that the most helpful line of 
approach is by the method known as ‘‘ cold storage ” 
under which each separate period of service earns 
a separate pension only when the employee ultimately 
retires.? The service counts for pension whether 
it is with a voluntary hospital or other body whose 
staff is affiliated to the federated superannuation 
scheme for nurses and hospital officers or under a 
local authority. 

Though under this method the total superannuation 
rights earned may be less than those of a continuous 
Service under one authority, the fact that a transfer 
from one service to another usually implies promotion 
may ultimately neutralise any loss. Attention is 
drawn to the fact that as both in voluntary and 
municipal hospitals superannuation contributions 
are paid on salary plus emoluments—i.e., estimated 
cost of board and lodging—it is unfair for the emolu- 
ments of nurses who live in hospital to be reckoned 
less for superannuation purposes than the cash 
allowances given to those who live out. The latter 
are therefore favoured. In view of the small number 
affected it is surprising to learn that witnesses assured 
the committee that this is already “a cause of great 
dissatisfaction in the profession”; but we agree 
that it might well become so if recommendations 22 
and 27—in favour of extending the system of living- 
out for the trained staff and of the practice of 
employing married nurses—are adopted. Pending 
the establishment of salaries committees the anomaly 
could, it is suggested, be remedied by reckoning 
part of the cash allowance granted to a nurse who 
lives out as a non-pensionable emolument, rather 
than by throwing an extra financial burden on the 
hospitals by scaling up the salaries of all nurses 
living in. 

HOURS OF WORK 


The introduction of a 96-hour working fortnight, 
exclusive of time spent at meals, for all grades of 
institutional nurses both on day and night duty is 
a unanimous recommendation. Witnesses before 
the committee were agreed that only if this figure 
were reached could the nursing profession stand 
comparison with the hours worked in most of the 
alternative careers open to women. This view 
represents a definite (and, we believe, satisfactory) 
change of attitude to the question of hours of work, 
for only six years ago responsible nursing organisa- 
tions in evidence to THE LANCET Commission regarded 
a 56-hour week spread over a fortnight—.e., a 112-hour 
working fortnight—as a satisfactory maximum. 


2.This metbod was also recommended m the same advice by 
the committee on nursing set up by the Secretary of 
State for Scotland undei the a areh of Lord Alness 
(see Lancet, 1938, 2, 1086). 
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Then as now legislation to enforce a maximum was 
not generally favoured. The committee regards 
such legislation as both undesirable and unworkable 
in practice; pressure could, it holds, be brought 
to bear on any hospitals reluctant to introduce a 
96-hour working fortnight either through the nursing 
organisations or, if necessary, through the recom- 
mended system of grants. Five members (in a note 
of reservation) do not agree that “the profession 
itself is resolutely opposed to having its hours of 
work regulated by statute” and believe that only 
by legislation—which would have to settle an 
“ appointed day ” some years in advance—would it 
be possible to ensure the institution of a 96-hour 
working fortnight at a reasonably early date. 

The recommendation that extra work in an 
emergency should be recognised by additional hours 
off duty, rather than by payment for overtime, is 
unanimous, ! 


N 


RECRUITMENT 


The desirability of a central bureau to control 
recruitment is suggested. There is evidence, especially 
in London, that intending probationers may be 
discouraged and lost to the profession because the 
hospital to which they first make application has no 
vacancies. In some districts in the provinces a 
central office of this kind would perform a useful 
function both for voluntary and municipal hospitals. 
Such a bureau could establish effective contact between 
hospitals and education authorities and with girls 
leaving school; the bureau could supply information 
on qualifications required, on facilities offered and on 
prospects ; it could keep a register of trained nurses 
and advertise in the press. The committee holds 
however that any official publicity campaign for 
nursing would be premature until the conditions of 
employment have been altered on the lines of its 
recommendations. 

On balance of evidence the age of 18 is recom- 
mended as the minimum for entry to the wards of 
a general hospital, although 19 would be desirable. 
In the future it is hoped that special hospitals will 
be able to raise their age of admission to 18; in 
no case should any girl be allowed to start nursing 
duties under the age of 17, though younger ones may 
be employed in other hospital departments. 

It is impossible, in the committee’s view, to obtain 
enough probationers from girls educated at secondary 
schools; recruitment must be directed towards the 
elementary schools as well. The chief inspector 
of the Board of Education is quoted as authority 
for the belief that the best products of elementary 
schools are capable of becoming good nurses and would 
find little difficulty with the state examinations. 
The committee regards the resolution of the General 
Nursing Council to divide the preliminary state 
examination as the one step which can be of material 
value in bridging the gap between school and hospital. 
The secondary-school girl should be able, after a 
full course of one year’s duration, to take part 1 
of this examination (anatomy, physiology and 
hygiene); the ex-elementary-school girl who is in 
full-time employment will be required to spread a 
part-time evening course over two years. If she is 
not employed during the day she could fill in two 
years between 15 and 17 by study at a technical 
institution. 

The committee does not favour special nursing 
scholarships at secondary schools, holding that any 
financial assistance to enable girls to continue their 
education beyond the age of 16 should be inde- 
pendent of the profession to be chosen by the pupil. 
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Girls likely to be specially suitable for nursing might 
however be granted assistance by local education 
authorities even if they had not obtained the school 
certificate. ; 


THE TEST EXAMINATION 


The examination in English, general knowledge and 
arithmetic, recently instituted by the General Nursing 
Council for girls who have not obtained the school 
certificate, has in the committee’s view intensified 
the difficulties of recruiting probationers. It has 
deterred some girls from considering a nursing 
career, and has increased the burden on sister-tutors 
and on those probationers accepted at hospitals on 
the condition laid down by the General Nursing 
Council that they pass the examination within three 
months of entry. The sole function of such an 
examination should be to exclude from the training- 
schools those who are unlikely to pass their profes- 
sionalexamination. The thesis that the test examina- 
tion should not be obligatory on those who have 
passed the first part of the preliminary state examina- 
tion is supported by convincing argument. The 
committee contemplates that the usual method of 
entry to the profession should ultimately be by way 
of a pre-nursing course in which general subjects, 
such as arithmetic, will be included. Meanwhile 
it is suggested that the age of admission to the test 
examination should be reduced from 174 to 17, 
that the system of prior acceptance of the candidate 
by a matron should be discarded and that the scope 
of the examination should be made more suitable 
for candidates from an elementary school. 


WHITLEY COUNCILS 


The recommendation that governing bodies of 
hospitals who have not recently revised their rules 
should do so with the assistance of probationers as 
well as of representatives of the nursing staff is a 
good example of the general tenor of the report, in 
its implied criticism of the current militaristic attitude 
to the trainee. This idea is developed into a suggestion 
that not only a nurses’ representative council, with 
access to the matron, but one constituted on the lines 
of a Whitley council should be established in every 
hospital. The ‘staff side” should include repre- 
sentatives of the probationers and should meet 
regularly ; a delegate from this side could settle by 
informal discussion with a representative of the 
“official side”—e.g., the matron—many minor 
questions which need never be brought up at formal 
(and infrequent) meetings of the full council. The 
important aspect of this proposal seems to us the 
tacit recognition that the matron in whatever 
maternal relation she desires to stand to her nurses 
is necessarily influenced by loyalty to their employers. 
Often hospitals undertake quite lightly responsi- 
bilities to patients which they cannot fairly fulfil 
without a much greater annual expenditure than was 
contemplated and such enterprises may press hardly 
on a depleted nursing staff. The dual rôle of the 
matron makes her position of divided loyalties a 
particularly difficult one. Her authority would not 
suffer and her position as go-between would be eased 
if the nurses’ representatives had direct access to 
representatives of the governing body of the hospital 
at meetings where she would take her place on the 
‘‘employer’s side ” where she really belongs, however 
zealous her private efforts to secure better conditions 
for her staff. t 

We agree with the committee that such a council 
might not only remove causes of friction but would 
give the nurses, including probationers, valuable 
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experience of the problems of hospital administration 
and enlarge their outlook. The. committee envisages, 
in course of time, the development of a national 
council charged with the consideration of conditions 
of service in the broader aspects, but it holds that 
the first step to this end is the successful and 
universal adoption of local councils. 


A SECOND GRADE OF NURSES 


The frank admission in the report that, whatever 
the improvement in recruiting, it will not be possible 
‘for some years (or perhaps ever) to carry on the 
nursing services of the country without the aid of 
‘assistant nurses ’’ clears the ground. The oppo- 
sition in the profession to the official recognition of a 
second grade of nurses has been founded as much 
on the conviction that the basic training leading to 
state-registration is the minimum that will protect 
the public from the very real dangers of incom- 
petence in private nursing, as on a natural desire to 
protect the status and economic position of registered 
nurses. But the fact that so many unregistered 
women are working in institutions (sent as ‘ tem- 
porary ”?” helpers from nursing codperations), in 
nursing-homes, and in private houses, without any 
guarantee of the extent of their training, or of their 
character, makes it essential on all grounds to 
differentiate those capable of rendering useful service 
from others who are unsuitable for such work. 

It has often been assumed that it is only the 
chronic sick who could safely be entrusted to the care 
of a second grade of nurse. The committee does not 
stress this point, but would restrict their employment 
in hospitals to work done under the supervision of a 
trained nurse. In domiciliary nursing the safeguard 
to the public would be licensing, registration and 
inspection by local authorities of all agencies and 
codperations supplying private nurses. Such codpera- 
tions would be forbidden to supply nurses not entered 
on a state register or on the roll of “ assistant nurses,” 
and would be required to inform the patient which 
type of nurse was being sent out. The committee 
expresses the opinion that no women except those on 
the registers or the roll or those in training should 
‘ habitually and for gain ” nurse the sick; but it 
reserves for further consideration a suggestion that 
legislative measures should be taken to secure this 
end. Existing “‘ assistant nurses ”’ should, they hold, 
be admitted to the roll, which should be placed under 
the control of the General Nursing Council, on 
evidence of competence, two years’ experience and 
good character. In the future somewhat similar 
qualifications would be demanded of candidates over 
the age of 21. 

No detailed consideration is given to a scheme of 


training, but importance is attached to preliminary 


approval of training institutions which would not 
normally but might in certain circumstances be 
hospitals also recognised as training schools for state- 
registered nurses. An excellent suggestion is that the 
test in practical nursing (there would be no written 
examination) which would be a condition of admission 
to the roll should take the form of an inspection by 
assessors of the candidate’s work in her normal 
environment at her hospital. The service would, it is 
believed, appeal to older women dissatisfied with 
their present occupation and would release many 
state-registered nurses for more highly skilled work. 
It is noteworthy that the recommendation for the 
recognition of a second grade of nurse, though 
endorsed in principle by all members, is subject to a 
reservation on nomenclature signed by the nurses on 
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the committee. They advocate as an official designa- 
tion that of ‘‘ registered invalid attendants,” 


CONDITIONS OF SERVICE 


The general conclusions so far reached agree sub- 
stantially with those formulated by THE LANCET 
Commission. They advocate reasonable notice of 
times off duty, preferably by means of the universal 
adoption of time-tables; the relief from hospital 
duties of probationers about to sit for a state 
examination ; at least four weeks of annual leave, of 
which two should be consecutive ; better accommoda- 
tion in a number of hospitals; an extension of the’ 
living-out system for trained staff; the abolition of 
unreasonable rules and restrictions, and a more 
friendly atmosphere in hospital; the conduct of the 
nurses’ home as a hostel; better facilities for recrea- 
tion and the pursuit of social life outside the hospital ; 
an improvement in catering, and the removal of 
vexatious restrictions regarding attendance at meals ; 
the provision of domestic help for routine duties. 
It is recommended that a nurse confined to bed or 
absent from duty for more than twenty-four hours 
should be examined by a medical officer. Routine 
medical inspection of the nursing staff at intervals 
during training is carried out in Germany and is 
regarded by the committee as an admirable practice 
which might with advantage be adopted as a routine 
in British hospital practice. 


HYDATIDIFORM MOLE 
AND CHORIONEPITHELIOMA 


MR. BREWS’S BLAIR-BELL LECTURE 


Ar the Royal College of Obstetricians and Gynæ- 
cologists on Jan. 27 Mr. ALAN Brews delivered the 
second William Blair-Bell memorial lecture. It was 
based both upon his own experience and on an 
analysis of case-records from the London Hospital, 
comprising 100 consecutive cases of hydatidiform 
mole treated during a period of thirty-three years, 
1905-37, and 26 consecutive cases of chorionepithe- 
lioma treated during a period of fifty-three years, 
1885-1937. 

HYDATIDIFORM MOLE 


Lamotte, said Mr. Brews, may have been the first, 
in the 18th century, to associate the terms hydatid 
and mole, and the first recognition that the hydatids 
are cystic dilatations of the chorionic villi was attri- 
buted to Velpeau and Madame Boivin (1827). 
Virchow (1853) still considered that the essential 
lesion was a degeneration, affecting the stroma of 
the villi, and the modern conception of excessive 
proliferation of syncytium and Langhans cells as 
the primary morbid change originated with Marchand’s 
monograph (1895). That the term hydatidiform mole 
is not truly descriptive was evident from the fact 
that the foetus may survive and be born as a living 
healthy child. 

Excess of gonadotrophic hormone in the urine of 
patients suffering with this disease was first demon- 
strated by Fels and Ehrhart in 1929. Recently, 
with the aid of the dissecting microscope, Meyer had 
demonstrated chorionic vesiculation to a varying 
extent in nearly a third of a large number of 
spontaneous abortions examined. 

Etiology.—In the lecturer’s opinion the available 
evidence points to the condition being a primary 
disease of the ovum. 
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The average incidence in seven obstetric hospitals 
in Great Britain was calculated by Das as l in 835 
of their admissions, but this figure might represent 
an under-estimate of the general incidence, because 
the hospitals have insufficient accommodation to 
admit cases of abortion. The present series of 100 
cases at the London Hospital gave an average inci- 
dence of 3 per year (the incidence of chorionepithe- 
lioma was 1 case every two years). As regards age- 
incidence, in the present series 3 patients were under 
twenty, but a third of the patients were forty or 
more. In 26 per cent. the mole was a first preg- 
“nancy, but the average fertility was 4 pregnancies 
and 0-6 miscarriages. Only 1 patient had had a 
previous molar pregnancy, and a follow-up of more 
than half of the patients had not revealed any subse- 
quent molar pregnancies: therefore although Essen- 
Møller reported 18 collected cases of molar pregnancy, 
the possibility might safely be considered remote. 

According to leading veterinary authorities hydatidi- 
form mole appeared to be rarer in domesticated 
animals than in human beings, and chorionepithelioma 
was not recorded: neither condition had been recog- 
nised in any animal in captivity in the London 
Zoological Gardens during the last twenty years. 

Diagnosis.—The presenting symptom in three- 
quarters of the series was abnormal uterine hemor- 
rhage following a period of amenorrhea up to twelve 
weeks in duration, the latter being long in 20 cases 
—in 2 it lasted forty weeks—and absent in 8. 
Atypical cases, suggestive of carneous mole, were 
diagnosable only by biopsy. Clinically the uterus 
was as a rule larger than would be expected from the 
calculated duration of pregnancy; of 57 cases in 
which no molar tissue had escaped the uterus was 
larger in 41 (in 9 it was abnormally small, owing to 
partial or complete necrosis of the mole). Signs of 
pregnancy toxæmia at an unusually early period of 
gestation might be significant; of 56 cases in which 
the urine, uncontaminated with blood, was examined 
(often a catheter specimen) albumin was present in 21 
(large amounts in 8). @Œdema and hyperpiesis were 
recorded in a few cases. 

In the lecturer’s series ovarian cysts were palpable 
clinically in 8 out of 100 patients (3 with large bilateral 
multilocular lutein cysts with loculi up to 6 cm. in 
diameter; 5 with small unilateral cysts up to the 
size of a tennis-ball), while at laparotomy cysts were 
visiblein 80utof 10patients. Excessiveluteinisation was 
demonstrable at biopsy after ovariectomy in 5 ovaries 
from 3 cases where naked-eye ovarian enlargement 
was present and in 9 ovaries from 5 patients without 
any associated ovarian enlargement. Excessive 
luteinisation was apparent in one or both ovaries (with 
or without cystic enlargement) in the majority of molar 
pregnancies, since of the 14 ovaries removed from the 
latter 8 patients, multilocular lutein cysts (bilateral 
in 5 patients, large in 2 and small in 3, and unilateral 
in 3) were found in all except one ovary (from a 
patient aged forty-five). The 3 examples of large 
bilateral multilocular lutein cyst occurred in patients 
aged between twenty and twenty-four; of the 5 
with a cystic ovary discovered clinically, only 1 
(who later developed chorionepithelioma) was over 
thirty. The type of response therefore appeared to 
be related, among other factors, to the age of the 
patient. 

In 20 cases certain diagnosis was made possible by 
the identification of expelled hydatidiform vesicles, 
and in 5 recent cases the radiographic report, ‘‘ no 
foetal parts seen,” was of value, although there might 
be difficulty in distinguishing hydatidifor m mole from 
an early twin pregnancy, which might also be asso- 
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ciated with very high gonadotrophic hormone excre- 
tion. The Aschheim-Zondek technique of gonado- 
trophic hormone assay wasemployed in 6 of thelecturer’s 
last 11 cases, where no part of the mole had escaped 
from the uterus ; in 5 a positive reaction was obtained 
in a dilution of 1/200 (in 1 case up to 1/800) and in 
the remaining case a negative reaction was obtained 
in undiluted urine. In the former 5 the total urine 
injected varied from 2-4 to 3 c.cm., an amount 
corresponding to a urinary output lower than the 
standard suggested by Zondek as adequate for 
certain diagnosis; in fact an output of this level 
might occur in normal pregnancy at the peak 
(sixtieth day of gestation) of a three weeks’ period of 
high excretion (even more frequently in multiple 
pregnancy). In 2 of the lecturer’s cases during 
abortion the reactions (positive in undiluted urine) 
were negative in dilutions of 1/25 and 1/100 respec- 
tively, findings which were at variance with a case 
of Prof. James Young’s during abortion, which gave 
a positive Friedman test in dilution of 1/600 and a 
negative at 1/700. Cases had been recorded of 
abnormally low or negative hormone assays in asso- 
ciation with hydatidiform mole, probably representing 
examples of delayed or missed abortion of separated 
moles. Exploration of the uterus was the con- 
firmatory or actual method of diagnosis in all cases 
where escape of vesicles had not occurred. 

In 97 cases no uterine content other than molar 
tissue was identified: in 2 cases there was a twin 
pregnancy, a normal fœtus and placenta coexisting 

with a hydatidiform mole, and in 1 case there were 
multiple focal areas of vesicular degeneration in a 
placenta with a well-formed fœtus attached. The 
development of the foetus in each case was about 
fourteen weeks. 

Treatment.—Of the 100 cases medical treatment 
(supervision of the spontaneous complete abortion 
of the mole) was adopted in 12. Vaginal operation 
was performed in 79 cases: (a) induction of abortion 
was completed spontaneously in 7 cases and by 
digital evacuation in 6 cases; (b) exploration of the 
uterus was followed by immediate digital evacuation 
of the mole in 24 cases; (e) digital evacuation of 
retained mole was performed in 31 cases of incomplete 
abortion (30 spontaneous, 1 after induction); (d) after 
recent abortion (spontaneous or therapeutic before 
admission) the uterus was explored diagnostically in 
and (e) in 1 case vaginal hysterotomy 
was performed, Abdominal operation was under- 
taken in only 8 cases (1 hysterotomy and 7 hysterec- ‘ 
tomies). No patient received a blood-transfusion ; 
4 were given an intravenous infusion. One ‘woman, 
admitted moribund, died of acute anemia from 
hxemorrhage (mole still in utero). 

The mortality-rate of 1 per cent. was compared 


favourably with a rate of 1-4 per cent. for 576 cases 


collected from 179 papers published between 1935 
and 1937 (Albert Mathieu). In Sherman’s consecutive 
series of 78 cases from the Lying-in Hospital, New 
York, the mortality was 2-5 per cent. 

Complications.—Puerperal pyrexia, moderate and 
not exceeding fourteen days’ duration, was evident 
in 39 (45 per cent.) of the 86 temperature charts at 
hand ; convalescence was afebrile in 38, and severe 
pyrexia (parametritis 1 case, pysemia 2, septicemia 5, 
and 1 case of bilateral suppurating lutein cysts) was 
apparent in 9. 

Secondary uterine hemorrhage within a few weeks 
of expulsion of the mole occurred in 17 (18 per cent.) 
of 92 cases, excluding the 7 patients treated by 
hysterectomy, none of whom had postoperative hsemor- 
rhage, and the 1 fatality. The biopsy of 10 of the 17 
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cases of secondary hemorrhage suggested malignancy, 
and half of these were proved subsequently to 
have chorionepithelioma developing in the uterus. 

Discussing the relationships of normal chorionic 
epithelium and malignant changes associated with 
chorionepithelioma, Mr. Brews said that spontaneous 
perforation of the uterus by hydatidiform mole had 
been recorded in 9 cases (1 of them in his own series). 
In this series the histological report on the primary 
products of abortion in 69 cases was in 51 cases 
“ hhydatidiform mole, benign,” in 15 cases ‘“‘ probably 
malignant,” in 2 cases ‘malignant (infiltrating 
myometrium),’’ and in the 1 case just mentioned 
“ perforating hydatidiform mole” (after hysterec- 
tomy). The figures for those subsequently developing 
chorionepithelioma in the above groups were respec- 
tively 3, 3, 1 and 1—i.e., an incidence of 8 per cent. 
for the series as a whole (8-6 per cent. excluding the 
fatality and hysterectomy cases). 

Apart from the 17 cases of secondary hemorrhage, 
referred to earlier, secondary curettage was performed 
in 30 cases about six weeks after evacuation of the 
mole, as a diagnostic measure, but in none of the 
30 cases was chorionepithelioma demonstrated— 
l patient died however six months later from 
disseminated chorionepithelioma. 

Control of aftercare with hormone assay was 
employed in 10 out of the last 11 of the lecturer’s 
cases. In & of them the assay was negative in 
undiluted urine on the first occasion it was made, 
fourteen days, twenty-four days, four weeks and 
seven weeks after abortion of the mole, and eight 
days after a panhysterectomy respectively In 4 
cases the first test was positive in undiluted urine 
only, three days, eight days, seven weeks and five 
months after -abortion respectively. In a case of 
twin pregnancy (hydatidiform mole and normal 
gestation) very completely removed by abdominal 
hysterotomy, a positive reaction in dilution of 1/25 
was obtained six weeks after abortion: in undiluted 
urine a positive reaction was obtained ten weeks 
after abortion and a negative reaction sixteen weeks 
after abortion. 

CHORIONEPITHELIOMA 


Aitiology.—Of the 26 cases 8 gave a history of 
recent hydatidiform mole, 7 of recent miscarriage, 
5 of recent pregnancy of unrecorded nature, 4 of 
recent labour at term and 2 of recent teratoma of 


the testis. The age-incidence of the 24 females was 
as follows :— 

Age Cases Age Cases . 
Under 20.. si l 40-49 m sa 6 
20-29 se as 6 50 and over je 2 
30-39 os és 9 


Four patients were primigravide, 18 were multi- 
gravide. The site of the primary growth was in 17 
cases the body of the uterus, and in 3 cases the body 
and cervix, the cervix, and a fallopian tube. In 4 
cases there was no primary growth in the genital 
tract, owing probably to spontaneous resolution, with 
survival of a metastasis. 

Prognosis.—A third of the women (8) survived for 
not less than five years ; 2 others probably survived, 
while 14 were known to have died. The average 
duration of the history before admission of the 10 
probable survivors and the 14 fatal cases was respec- 
tively eight and thirteen weeks. Of 8 cases that 
followed hydatidiform mole 6 survived in good health 
for more than three years, but 4 cases following labour 
proved fatal. Operation was not considered possible 
in 7 of the 14 subsequently fatal cases, and 2 patients 
treated by abdominal panhysterectomy died—l a 
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month later of pyæmia and secondary metastases in 
the lungs, the other nineteen days later from cerebral 
metastasis (present before operation). Another 
patient had a vaginal hysterectomy, and in the 
remaining 4 laparotomy resulted in fatal hemo- 
peritoneum, Apart from the latter immediate cause 
of death, cerebral metastases were responsible in 
5 cases, septicemia in 4, and pulmonary metastases 
inl. Of 14 cases examined post mortem metastases 
were present in the lungs in 9 (64 per cent.), in the 
vagina in 7, in the brain in 4, while liver, intestinal, 
renal, suprarenal, cardiac, splenic, ovarian and bone 
metastases were each present in 3 cases. 

By a colour film, paintings and photomicrographs 
Mr. Brews demonstrated the spontaneous resolution 
of a vaginal metastasis in a case of chorionepithelioma 
(following labour at term) which was successfully 
treated by panhysterectomy; a table demonstrated 
the conversion of the Aschheim-Zondek reaction from 
positive to negative simultaneously with the spon- 


-taneous resolution of this metastasis. 


MEDICINE AND THE LAW 


Thrombosis after an Injection 


Cotton v. Treissman, tried before Mr. Justice 
Greaves-Lord last week, was a case in which everyone 
must sympathise with the plaintiff’s misfortunes. 
Miss Cotton entered the Kent and Canterbury 
Hospital in 1934 for treatment for kidney trouble. 
In mid-December an X-ray photograph was taken 
but was not satisfactory. She returned on Dec. 31 
for an injection of Uroselectan B for the purpose of 
further X-ray examination. Mr. Treissman, then 
house surgeon, made the injection. It was common 
ground that he tried to make it in the arms, first one 
and then the other, but failed because the veins were 
not visible; he tried the left leg and found a suitable 
vein. When he left the patient there was nothing in 
her condition which required further treatment; he 
was going to another appointment next day in any 
case and he never saw her again. Some 15 months 
later Miss Cotton wrote a letter complaining of her 
treatment at the hospital; she said she had suffered 
continuously from thrombosis since the treatment 
and this had developed into chronic phlebitis. Swelling 
had gradually spread up the left leg ; the next symp- 
tom was a clot on the chest, which caused extreme 
pain; the swelling then spread down the right leg. 
She was 52; she had lost her appointment and her 
pension. She had to use an invalid chair but could 
now get about with a walking-stick. 

A medical practitioner does not insure the success 
of treatments or operations. He is not liable to pay 
damages unless he has been at fault; the patient 
who charges him with negligence must specify the 
acts or omissions which amounted to negligence. 
Miss Cotton’s statement of claim was not delivered 
to Mr. Treissman till 1937. The alleged particulars 
of negligence then included a complaint that the 
defendant was at fault in injecting by a puncture when 
the vein was unsuitable for that method. Mr. Justice 
Greaves-Lord observed that for a long time the 
case as regards that head of negligence was almost 
entirely confined to the suggestion that the defendant 
preferred a vein in the leg to a vein in the arm. But 
a medical witness who gave evidence on behalf of the 
makers of uroselectan said definitely that any vein, 
if on the surface and suitable in size, was proper for 
the injection. This statement, said the judge, disposed 
of that head of negligence. X-ray photographs, taken 
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at the time, showed a perfectly normal circulation 
of the uroselectan through the blood-stream. This 
fact seemed not without relevance to other allegations 
of negligence—namely, that the defendant had failed 
to make sure that the needle had effectively located 
the vein, and that the injection was made without 
having placed the plaintiff in such a position as to 
secure adequate distension of the vein. Miss Cotton’s 
advisers apparently did not contend that uroselectan 
was a drug which, by reason of its dangerous qualities, 
it was negligent to use. The real essence of her case 
was that some small part of the drug either leaked 
back from the vein or was inserted outside the vein 
and thus, by setting up local inflammation, involved 
the vein wall and caused thrombosis. In fact, so far 
as the reports of the case indicate, the plaintiff was 
saying ‘“‘This is a perfectly proper drug but you 
failed to inject it into the vein,” whereas the defendant 
was saying “‘ I did inject the drug into the vein; had 
I failed to do so, certain symptoms would inevitably 
have appeared but they did not appear; but, even 
when the drug is correctly injected into the vein, no 
one can guarantee that thrombosis will not occur.” 
Mr. R. T. Payne, of Harley Street, giving evidence of 
his examination of Miss Cotton, said that she might 
have been predisposed to thrombosis; he felt quite 
sure that her condition was due to injection into the 
vein; intravenous injection was much more likely 
to cause clotting than an injection of the fluid into 
the neighbouring tissues. So also Mr. Naunton 
Morgan, of Harley Street, said that, if doctors desired 
to produce thrombosis deliberately, they injected 
into the vein and not into the tissues. Mr. Morgan, 
who had made about 100 injections of uroselectan, 
described his own experience of an injection of it. 
The prick was only like that of a pin, but the pain 
up his arm was as much as he could stand and he 
felt like jumping off the couch. Some people, said 
Mr. Morgan, had a tendency to thrombosis; the 
medical reason was not known. 

In giving judgment next day the judge referred 
more than once to our ignorance of the origin of 
thrombosis. He could not decide against Mr. 
Treissman unless it was shown affirmatively that he 
had done something which he ought not to have done, 
or had shown some lack of care. The plaintiff had 
wholly failed to prove any such thing; there must 
therefore be judgment for the defendant with costs. 
Mr.Treissman is amemberof theMedical Defence Union. 


Consolidated World Research Again 


A doctor got his money back from the Consolidated 
World Research Society in a recent action in the 
Westminster county court on the ground of the 
fraudulent misrepresentation made to him by an 
agent of the society. The plaintiff first received a 
letter from the society’s head office; he next received 
a telephone call from the society’s representative, 
Mr. Hamer, and an appointment was made. At the 
interview the doctor was given to understand that 
the encyclopedia marketed by the society was a 
medical publication. ‘‘ I have,” he said, ‘‘ an encyclo- 
pædia of medical knowledge, but it is getting out 
of date.” Mr. IIlamer replied that the society’s 
encyclopedia was the very thing for him; most 
encyclopedias went out of date the moment they 
were published, but this one was kept up to date by 
quarterly supplements. Mr. Hamer produced a list 
of persons who, he said, answered questions in con- 
nexion with the research facilities which were another 
part of the benefits obtained by the subscriber. In 
the county court the society said that the list was 
not one of consultants but one containing the names 


of persons who would be willing to give satisfactory 
references about the encyclopedia. On the list were 
the names of two persons known to the plaintiff 
doctor; on gathering that they would answer 
research questions and on being shown what was 
alleged to be an answer to a research question given 
by an eminent consultant, the plaintiff entered into 
the contract. Apparently the defendants produced 
two lists at the trial and contended that anybody 
who looked at the lists would realise that the 
encyclopxdia was not a medical encyclopedia because 
the lists contained many names which were not those 
of medical men. The judge remarked that list A 
certainly contained many non-medical names, but 
list B contained only one man not medically or 
dentally qualified and he was a doctor of divinity. 
Oddly enough in list B he was described as “Dr. 
whereas in list A, where his name also appeared, he 
was described as the “ Very Reverend 

Counsel for the defendant society suggested a little 
heartlessly that it might well be the. plaintiff's own 
fault if he was such a fool as to be taken in. The 
judge, however, cited Lord Halsbury’s famous 
dictum: “If by a number of statements you inten- 
tionally give a false impression and induce a person 
to act upon it, it is none the less false although, if 
one takes each statement by itself, there may be a 
difficulty in showing that any specific statement is 
untrue.” Taking the case as a whole, the court was 
of opinion that material misrepresentations were 
made by Mr. Hamer and that they were made for 
the purpose of inducing the doctor to enter into a 
contract, and that, in consequence of those misrepre- 
sentations so made and intentionally untrue to Mr. 
Hamer’s knowledge, the plaintiff did enter into the 
contract. Fraud, said the judge. was a-serious matter 
to allege and the proof must be definitely established. 
The plaintiff had proved his case. The contract would 
be rescinded and the £19 10s. which he had paid to 
the society would be refunded. 

The plaintiff was represented by the London and 
Counties Medical Protection Society of which he is 
a member. Other medical men who have become 
involved with the Consolidated World Research 
Society would be well advised to consult their defence 
union. Perhaps the defendants will now leave the 
medical profession alone if they cannot curb the 
excessive zeal of their salesmen. 


THE LANCET 100 YEARS AGO 


February 2, 1839, p. 690. 


From a report of some clinical remarks delivered at 
St. George’s Hospital by Sir Benjamin Brodie. 


ABSCESS OF THE T1BIA.—A man was brought into the 
operating theatre with an enlargement of the upper end 
of the tibia; the skin covering it was tinged with a red 
inflammatory blush; which, however, did not cause 
much pain on manipulation. The patient was under 
Sir B. Brodie’s care, who diaznosticated “ abscess in the 
substance of the bone.” A crucial incision was made 
down to the spine of the tibia, the periosteum scraped 
off, and the trephine applied. In a few minutes a drop 
of pus appeared in the interstice, and when the circular 
portion of bone was removed there was discovered a 
collection of pus (about two teaspoonfuls), which gradually 
rose from its cavity in the cancellous structure to the 
anterior and superior edge of the shaft, from the con- 
traction of the osseous walls, which had been expanded 
outwards by the dilatation of the abscess within. ‘* See, 
see,’ said Sir B. Brodie, evidently delighted beyond 
measure at the accuracy of his own diagnosis, which now 
stared every one in the face; the pus was absorbed up 
by some lint, some cool dressing applied and the man 
romoved to bed. 
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AIR-RAID 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. MitcHiner, C.B.E., T.D., F.R.C.8., and E. M. CowELL, D.S.O., T.D., F.R.C.S. 


V—INFECTION: GAS GANGRENE: TETANUS 


ALL wounds must be regarded as infected from the 
start for the following reasons. The micro-organisms 
are introduced both from the patient’s skin and from 
the overlying clothing, fragments of which are often 
carried into the depth of the wound by the projectile. 
Moreover, the projectile has often already struck some 
surrounding object and is therefore a potential source 
of infection. Al missiles must be regarded as infected, 
but machine-gun bullets, though they pass through 
soiled clothing and unwashed skin, do not tend to 
carry the clothing into the wound ; they also often 
ricochet before striking the patient, and for this 
reason the infection in penetrating wounds from this 
source is more superficial and therefore more amenable 
to treatment. Very different is the case of the low- 
velocity projectile and irregular fragments from bombs 
and shrapnel, where clothing, grease, and dirt are 
carried into the wound and gross infection is the 
invariable rule ıf the patient survives long enough. 


TREATMENT OF INFECTION 


Prophylaxis.—Every type of micro-organism may 
be introduced into the wound, and for this reason the 
only sound treatment is early excision of the wound 
track and surrounding damaged tissues in every case. 
Success cannot be expected if the excision is post- 
poned for a longer period than twelve hours after 
infliction of the wound, but in some cases, in which the 
organisms are of low virulence and the damage to 
the skin is not very severe, success may follow excision 
up to twenty-four hours after infliction of the wound. 
With penetrating wounds very severe infection may 
occur in the deep tissues, while a small punctured 
surface wound may have healed soundly apparently 
by first intention. In these cases deep pain and 
tenderness, ‘accompanied by rapid pulse-rate and 
hectic temperature, show that infection may have 
progressed far before being detected, for neither 
the pain nor the tenderness is evident before there is 
considerable tension in the tissues, and this does not 
happen by any means immediately where the tissues 
have been extensively disrupted round the wound 
track—a condition commonly caused by high-velocity 
bullets. Such wounds are infected much more in 
the superficial part. When, therefore, a very com- 
plicated track involves deep viscera and important 
structures which cannot be excised, it is worth while 
to excise the superficial part of the wound track while 
at the same time exploring for embedded shreds of 
clothing and to ascertain the extent of the damage. 
If infection is expected or suppuration is already 
present, the wound track must be adequately drained. 
In lacerating wounds infection is more obvious and 
manifests itself earlier by redness, cedema, and 
purulent discharge from, or spreading cellulitis 
round, the wound. When muscle is involved, a 
epecial watch must be kept for gangrene infection, 
which begins in the damaged muscle tissue and, 
being due to anaerobic organisms, is much favoured 
by suppuration and infection, which uses up the 
oxygen in the damaged muscle tissue. 

Cure.—When infection is established, conservative 
treatment—hypertonic saline dressings frequently 
changed and the provision of adequate drainage 
—is essential; but, if suppuration tracks into the 
surrounding tissues, incision must be made to 


secure drainage of the pockets of pus round the 
wound. So soon as any signs of infection appear in 
the wound, the part concerned must be put at rest 
and maintained thus if necessary by adequate 
splintage ; for this purpose skeleton splints are most 
suitable, for they allow the wound to be dressed 
without disturbing the rest of the limb. 

In deep wounds, in which adequate drainage is 
impracticable, irrigation with small perforated rubber 
tubes (Carrel-Dakin) may be carried out (fig. 1). A 
10 per cent. solution of hypertonic saline or some very 
bland antiseptic—e.g., a 1 per cent. solution of 
gentian violet or a 1 in 1000 solution of acriflavine 
—which will not damage the surrounding tissue 
cells should be | 
used. The irri- 
gation should 
be kept up con- 
tinuously, for it 
is the mechani- 
cal washing far 
more than the 
action of the 
antiseptic that 
is responsible 
for any improve- 
ment. 

Spreading sub- 
cutaneous OT 
cutaneous gan- 
grene, an insidi- 
ous and steadily 
spreading infec- 
tion of the skin 
and subcutane- 
ous fat, occa- 
sionally starts 
round a chronically infected wound. Its ætiology is not 
known, but culture reveals a pure growth of strepto- 
cocci in nearly all cases. Deep sutures producing 
tension on the surrounding tissues undoubtedly 
predispose to this infection. A few days after 
operation intense pain develops near the wound, 
accompanied by a dusky purplish discoloration and 
œdema of the surrounding tissues. Great and very 
distressing pain persists throughout the entire 
illness. If untreated, the skin slowly breaks down, 
while the subjacent fat becomes an infiltrated purulent 
slough. The ulceration spreads slowly but steadily, 
unless treated, and may involve as much as half the 
body surface. Apart from the intense pain and 
debility from loss of sleep, there is usually little 
general toxemia though the temperature tends to 
be hectic. Treatment must be prompt and early. 
It consists in excising the infected area about half 
an inch beyond the obvious edge of the infection or, 
alternatively, in isolating it by diathermic incision 
down to the deep fascia. In very extensive and 
neglected cases this treatment may be supplemented 
by curettage and ionisation with zine salts. After 
excision epithelialisation and healing take place 
rapidly and the pain disappears almost immediately. 


Fic. 1—Carrel irrigation apparatus. 


GAS GANGRENE 


This type of gangrene, also called acute spreading 
gangrene, is always due to infection with spore- 
forming anaerobic bacilli of various types: (1) 
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sugar-splitting bacilli, including Bacillus perfringens 
(B. welchit); (2) proteolytic organisms, including 
B. sporogenes, B. aerogenes capsulatus, and B. edematis 
maligni, which are found in soil, especially if cultivated 
and manured; they are normal inhabitants of the 
intestines and can multiply very rapidly under 
favourable conditions, such as in the depth of a wound, 
more especially if there are aerobic pyogenic organisms 
in the tissues. Under favourable conditions they can 
form highly refractile and resistant endospores, 
which can survive prolonged boiling and later develop 
when conditions become favourable—i.e., in the 
absence of oxygen. 

Muscle, owing to its large content of glycogen, 
is particularly favourable, especially if damaged, to 


Fia. 2—Early gas gangrene. Part of vastus lateralis 
muscle one hour after death, which took place twenty- 
four hours after patient was wounded. The dark body 
is a shell fragment with a track leading to it from the 
left edge of the preparation. The track of the missile 
is lined by a thin layer of pale infected muscle covered 
with pus. In several places the infection is spreading 
into that part of the vastus lateralis occupying the 
lower part of the illustration. The triangular area 
towards the right is a mass of gas-containing tissue in 
the muscle attached to the femur. Along the bottom 
of the preparation can be seen the lateral intermuscular 
septum. (After the Journal of Pathology and Bacterio- 
logy, 1917.) 


the development of this type of gangrene; indeed, 
many observers consider that gas gangrene always 
starts in the muscles. Certainly it extends more 
rapidly and extensively in muscle than in any other 
tissue, but it undoubtedly sometimes starts in 
cellular tissue. When a muscle is affected, the 
gas spreads rapidly throughout the whole group of 
muscles, but often it may be localised to the one 
muscle in the early stages, especially when the blood- 
supply of the affected muscle is impaired while that 
of surrounding muscles is intact. The changes in 


colour of the affected muscle are very constant. 


The acid produced by the rapid growth of the 
organisms changes the hæmoglobin to hematin. 
In the earliest stages, therefore, the muscle-fibres 
along the track are bright pink. Next the healthy 
red appearance vanishes, and the muscle looks swollen, 
puffy and dull. When snipped with scissors it is 
non-contractile, and an excised fragment sinks in 
water. In 2-6 hours gas may begin to form. It 
may be produced in such quantities that the whole 
thigh, for instance, may become blown up and 
tympanitic. If the wound is confined to a single 
muscle, the infection spreads up and down the injured 
muscle and does not spread through the fascial 
compartments into the neighbouring muscles (fig. 2). 
If operation is impossible, the pathological changes 
continue to advance rapidly. The colour becomes 
darker as the blood-pigment is further destroyed, 
rapidly changing through green to brown and finally 
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black. Bubbles of gas now appear between the 
muscle fasciculi—on section the tissue has a honey- 
comb appearance, and portions will float in water. 
Some of these changes can be demonstrated by 
perfusing a portion of fresh muscle with weak hydro- 
chloric acid through an attached artery. This changes 
the normal red to a bright pink. If a solution of 
sodium bicarbonate is next injected, the specimen 
blows up with gas. In the early stages the gas 
produced is odourless, consists of carbon dioxide and 
hydrogen and is often inflammable; later it becomes 
highly offensive owing to the production of hydrogen 
sulphide and indols from the proteolytic action of 
B. sporogenes and its allies. 

The local signs of the onset of gas gangrene may be 
noticed very shortly after infliction of the wound, 
although in some cases they may be delayed for a few 
days. The wound usually looks unhealthy, and its 
edges are often white and pouting, though the 
surrounding skin soon assumes a dusky hue and later 
becomes swollen with gas. There is a brownish 
watery discharge, which may be very free and often 
contains bubbles of gas; colourless at first, it is 
later foul and very fetid and can be smelt at some 
distance from the patient. The affected area is 
swollen and tympanitic to percussion, and crepitation 
can be detected in the tissues owing to the presence 
of the gas, which spreads along any invaded muscle 
far beyond the limits of the wound. If much gas is 
present, a radiogram will show the affected muscle 
or muscles to be abnormally clear and to appear 
foamy ; but no time should be wasted in radiological 
diagnosis. 

The general signs will be modified according to the 
type of gangrene, but any patient with persistent 
tachycardia should be viewed with great anxiety as 
likely to be infected, unless it is known that there 
is an arteriovenous wound. The types are: (1) 
localised, (2) restricted to one group of muscles, 
(3) generalised in the affected limb—the ‘‘ massive ” 
type—and (4) fulminating. In the localised type 
the signs of general infection are slight, there being 
a raised temperature, often accompanied by rigors 
and vomiting. The pulse-rate rises and the blood- 
pressure falls, The gas remains localised to the area 
of the wound, and a fatal result can be averted by 
prompt treatment. In the group type the general 
signs of toxsemia are much more severe, delirium is 
often present, and the patient suffers acute pain in 
the limb, the affected muscles being swollen and 
tender and often sloughing through the discoloured 
skin. The massive type is always associated with 
serious injury to the main vessels of the limb and may 


‘affect a limb already dead from this cause, in which 


event the general signs are usually mild. In the 
acute primary variety constitutional disturbance is 
severe, and often there is a rapid pulse-rate with 
a normal or subnormal temperature, a sign of very 
grave import. The patient’s pallor suggests that 
severe hemorrhage is still taking place, but there 
are profuse sweating and great restlessness, with no 
air-hunger. In the fulminating type the gangrene 
spreads with alarming rapidity, and the whole body 
may be converted into a putrescent mass in a few 
hours. The mental condition usually remains clear, 
and death occurs rapidly and very suddenly. Such 
a patient has been known to die with a freshly lit 
cigarette between his lips. The tongue is brown and 
dry, the facies drawn and pale, the pulse-rate rapid 
and irregular, the temperature subnormal, and 
vomiting severe. 

The differential diagnosis of gas gangrene from 
other types of surgical emphysema is usually easy, 
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for in the latter there are no toxic signs, though it 
must be borne in mind that the trauma preceding the 
emphysema may cause considerable shock. Surgical 
emphysema other than from infection with gas- 
forming organisms is limited to the regions of the 
gas-containing viscera, though in the later stages it 
may spread widely. If any wound is treated with 
hydrogen peroxide, the gas liberated on its contact 
with damaged tissue will penetrate for some distance 
into the cellular tissue and produce crepitus. Care 
must be taken not to mistake this for gas due to the 
presence of organisms. The patient shows no general 
signs of toxæmia and the gas disappears in a few hours. 
Prophylaxis consists in the immediate and free 
removal of all infected tissues, special attention 
being directed to the muscles, which may have to be 
entirely excised. The wound should be left open and 
exposed to the air and dressed or, better, irrigated 
with hydrogen peroxide or some strong antiseptic, 
-such as Dakin’s solution. Secondary suture can be 
performed later, when the infection has been overcome. 
The injection of hydrogen peroxide into the tissues 
round the infected area is undoubtedly of value in 
limiting the spread of the infection after treatment of 
the gangrenous area. In the localised type excision 
and free incisions may be tried, with entire removal 
of the infected muscles. Amputation of the affected 
limb proximal to the gas-containing region is often 
necessary in the group type and always in the massive 
type. Since the gas has spread far along infected 
muscles, amputation should be performed well clear 
of the gas area and must always be of the circular 
type, usually by the circular cuff method, the skin 
being sewn back. B. welchii antitoxic serum should 
always be administered, usually 40 c.cm. intra- 
muscularly. In the fulminating type local treatment 
should be attempted only if the gas is sufficiently 
localised for there to be any reasonable hope of 
dealing with the infected area, and even in these 
cases the chances of averting death are small. 
Tourniquets, tight bandages, splints, and anything 
else likely to impair the blood-supply to the damaged 
area should‘be avoided. Tight plugs and antiseptic 
pastes should never be used, for these preclude aeration, 
and for the same reason dressings should be changed 
frequently. If there is suppuration the wound should 
be irrigated continuously with Carrel-Dakin tubes, 


for the pyogenic organisms are aerobic and their‘ 


presence favours the growth of anaerobes. Maggots 
may be found in neglected wounds of this type and 
aid the cleansing, and their presence is of good 
prognosis, for they do not flourish in the wounds 
of moribund patients. Permyase may be used as 
a liquid or a jelly for dressing the wound to achieve 
the same result, 


‘TETANUS 


The spore-forming B. tetani is strictly anaerobic, 
is widely distributed in all soil and dirt contaminated 
with horse dung or feces of any description, and may 
thus be present in any garden soil or street dirt. 
Tetanus is very likely to supervene in wounds of 
the foot resulting from the penetration of rusty 
nails, often from the boot sole. The organism 
flourishes in the immediate vicinity of the wound, 
especially in association with pyogenic organisms 
which use up oxygen, and for similar reasons it is 
particularly liable to grow freely at the bottom of 
a deep punctured wound, if this become infected. 
During the Great War it was found that most of the 
wounds contaminated with soil from vineyards and 
with mud from the trenches became infected with 
B. tetani, which grew much more rapidly if pyogenic 


organisms were also present. Gas gangrene also 
occurs in these conditions; but, whereas B. tetani 
remains strictly localised to the area of the wound 
and causes sapremia by absorption of its toxins, 
gas-forming organisms spread rapidly throughout the 
tissues by the blood-stream. The presence of the 
tetanus toxin in wounds greatly favours the rapidity 
of the multiplication of the bacilli, and indeed when 
there is only a small amount of the toxin the bacillus 
will not develop and multiply ; for this reason any 
wound suspected of being infected must be excised 
or freely drained. 

The clinical signs of tetanus are mainly general, 
for locally the wound presents no special charac- 
teristics, though it is usually inflamed; indeed the 
infected place may be so minute as to escape detection. 
A smear should be taken from the deeper part of any 
wound, for this may reveal the presence of B. tetani. 
The general signs appear after an incubation period 
which may vary from two days to over three weeks, 
according to the time taken by the toxin to travel 
to the central nervous system and depending on the 
virulence of the toxin—ie., the amount necessary 
to produce the spasms, which generally begin in 
10-18 days after infection. Not infrequently the 
muscles round the wound are tender and rigid, 
but this is often attributed to their inflamed condition. 
Next, the muscles of the back of the neck become 
stiff and rigid; the sternomastoids stand out as 
ribbon-like bands, and the head is held stiffly, with 
the chin a little elevated. This is accompanied by 
spasm of the temporal and masseter muscles and 
inability to open the jaw freely (trismus), together 
with a generalised spasm of the facial muscles, which 
produces the typical tight-lipped grin of the tetanic 
patient (risus sardonicus). Later, dysphagia from 
spasm of the csophagopharyngeal musculature is 
not uncommon, and by this stage the jaw is held 
tightly closed, a condition which gives the disease 
its popular name of “‘ lockjaw.”? Generalised rigidity 
of the body muscles now supervenes, together with 
some respiratory distress owing to the diaphragm and 
intercostals being affected, and indeed in the later 
stages the continued spasm of the respiratory muscles 
often causes death. Throughout the disease severe 
clonic spasms supervene on the tonically contracted 
muscles, and these are often excited by any disturbing 
external stimulus, such as the slamming of a door 
or handling or attempting to feed the patient, who 
should therefore be shielded as much as possible. 
During these spasms muscles may contract so violently 
as to rupture, this accident most often affecting the 
rectus abdominis. Owing to the greater power of 
the erector spine and gluteal muscles, the body 
is usually arched backwards (opisthotonos), the 
abdominal muscles being contracted and the abdomen 
retracted and board-like; more rarely the body is 
bent forward (emprosthotonos) or sideways (pleuros- 
thotonos). The continual muscular cramp causes 
severe and often agonising pain, and the temperature 
1s often considerably raised, but the mind remains 
clear to the end, the patient being acutely sensible 
of his condition. There is profuse sweating, and 
the urine is scanty and often contains a fair amount 
of albumin. 

Cephalotetanus (tetanus paralyticus) is uncommon 
but, when it occurs, is always associated with wounds 
of the head and neck, especially the forehead. The 
first sign is a paralysis of the facial muscles on the 
side of the injury, not necessarily those supplied by 
the seventh cranial nerve only, for squint and diplopia 
are fairly common from paralysis of the oculomotor 
and abducent nerves. Trismus due to spasm of the 
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masseters and temporals soon develops, and there 
may be very great difficulty in swallowing, attempts 
at which are followed by violent spasm of the 
pharyngeal constrictors, giving this type of the 
disease the name of tetanus hydrophobicus. The 
mental condition of these patients is usually one of 
great excitement, and they may get attacks of acute 
mania, in which they are liable to inflict damage on 
themselves and their attendants; occasionally an 
attack of maniacal frenzy is the first sign of the 
disease. 

The prognosis is always unfavourable in acute 
tetanus and should be guarded even in chronic cases. 
The length of the incubation period, if known, is a 
most important guiding factor; speaking broadly, 
all cases occurring under five days are fatal, from 
five to ten days 95 per cent. succumb, from ten to 
fifteen days 75 per cent. die, from fifteen to twenty- 
one days the vast majority of patients recover. The 
prognosis is always worse when the wound has been 
inflicted on the bare flesh. | 

The diagnosis may present some difficulties, but 
the thin-lipped grin, combined with the upflung chin, 
should enable the trismus in the early stages to be 
distinguished easily from that due to dental causes. 
In the later stages, when convulsions have appeared, 
the fact that the muscle spasm remains in the intervals 
is pathognomonic of tetanus. 

Prophylaxis.—The treatment of tetanus can be 
best summed up in the well-known adage ‘‘ Prevention 
is better than cure.” Prophylaxis can now be aimed 
at by the administration of toxoid to all those likely 
to be infected, for this substance stimulates the 
active development of antitoxin. In all cases of 
wounds antitetanic serum should be injected. With 
these prophylactic injections, which must be given 
as soon as possible after the infliction of the wound, 
the incidence of tetanus among the wounded in the 
Great War, which was at one time so high as to 
threaten to become a scourge in the army, was reduced 
to practically nil, and in those few cases in which the 
disease developed it was because antitoxin had either 
been refused or not administered early. In ordinary 
circumstances 500 units of antitoxic serum should 
be injected intramuscularly, but if the wound is 
strongly suspected to be infected 1500-3000 units 
should be given. If the serum is warmed to body- 
temperature by immersing the ampoule in hot water 
many of the disagreeable sequele, such as joint- 
pains and urticarial rashes, which often appear a 
week or ten days after injection, can be avoided or 
much minimised in severity. 

Cure-—Once the disease has manifested itself, 
energetic and prompt measures must be adopted, 
the three main principles being: (1) to prevent, 
by injections of serum, further absorption of toxin ; 
(2) to control the spasms and prevent exhaustion 
or asphyxia; and (3) to maintain bodily strength. 
The patient should be placed in a quiet darkened 
room, an anzxsthetic administered, and the wound, 
if obvious, freely opened up and packed with hydrogen 
peroxide 10 vols. or excised completely to stop the 
formation of toxin. Antitoxic serum must be 
introduced into the body to stop the action of the 
toxin already absorbed, an easy task when this is 
circulating in the blood; but when the toxin has 
combined with the cells of the central nervous system 
its effects are difficult to combat and death often 
follows from the spasms in spite of energetic treat- 
ment. It must be understood clearly that the anti- 
toxin has no effect on the bacteria themselves, for 
the destruction of which the action of the phagocytes 
and antibodies, together with oxidising agents, such 
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as hydrogen peroxide, must be relied on; hence the 
necessity for the active treatment of the wound. 
The antitoxin should be given in large doses— 
15,000-60,000 units—and a similar dose should be 
administered daily for the next two days, and then 
again at the end of the week. To diminish the bulk 
of liquid to be introduced a specially concentrated 
antitoxic serum has been prepared ; or the German 
serum, which is sixty-six times as concentrated as 
the British and United States serum, may be used 
for this purpose. In whatever form the antitoxin 
is given, care must be taken that it is sterile and 
given under antiseptic precautions; and, if the 
serum is of old stock, allowance must be made for 
deterioration in the proportion indicated on the 
phial. The antitoxin should be administered intra- 
thecally after the withdrawal by lumbar puncture 
of a quantity of cerebrospinal fluid equal in amount 
to the bulk of the serum to be introduced. This 
operation must always be done under anesthesia 
in tetanus, lest a sudden spasm snap the needle ; 


_the spinal canal may be entered in the lower cervical 


region, but this is not without risk of damage to the 
cord. Intravenous injection of serum seems to be 
of benefit in the fulminating tetanus and can be given 
in saline when liquids cannot be swallowed ; other- 
wise it has nothing to recommend it above intra- 
muscular injection, which is easier, and from which 
the serum is more slowly absorbed and eliminated. 
The best point for this method is midway between 
the top of the great trochanter and the iliac crest. 
These methods may be used in combination or alterna- 
tively, but it is not advisable to administer two. 
consecutive intramuscular doses at the same spot. 
Subcutaneous injections of a 1 in 20 solution of 
phenol and intrathecal injections of magnesium 
sulphate have been used to allay the spasms, but 
their results are disappointing and their use now 
generally abandoned in favour of antitoxin. Curarin 
has been given by continuous intravenous drip, but 
this must be used cautiously, for it is a cumulative 
paralysant of all muscle and in some cases has caused 
death from cardiac failure. In addition; the patient 
must be quietened by the administration of some 
narcotic, such as chloral, potassium bromide, or 
Nembutal, which must be given freely. Inasmuch 
as these require some hours to act they often need 


‘supplementing in the first day or so by injections of 


morphine, which may have to be used freely to 
control the spasms. Catheterisation of the bladder 
may be necessary. Avertin has also been used 
extensively in doses rather larger than those required 
in basal anesthesia. The patient may be kept more 
or less continuously under it for several days. 
Artificial feeding under anesthesia has often to be 
resorted to, but the induction of anesthesia is 
invariably accompanied by severe and sometimes 
fatal respiratory spasm. Care must be taken to 
eliminate all sources of external irritation, such as 
draughts, bright lights, and noises, which often start 
severe clonic spasms. 

Active immunisation.—In a valuable paper (J. R. 
Army med. Cps, 1938, 70, 289) Major J. S. K. Boyd, 
R.A.M.C., of the department of pathology, points out 
that in the first two months of the Great War, before 
antitetanic serum (A.T.S.) was given, 8 cases of tetanus 
occurred per 1000 wounded. As soon as a prophylactic 
dose of 500 units was given, the incidence fell to 1 per 
1000. Later it was found necessary to give up to four 
prophylactic doses to every wounded man, and the 
incidence was still lowered, as well as the mortality 
of contracted tetanus. Antitoxin prophylaxis has 
the following disadvantages: (1) A.T.S. should be 
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given as soon as possible after the reception of a 
wound, but this is not always possible; (2) the 
passive immunity conferred being transitory and 
probably not lasting more than a fortnight, a weekly 
repetition is therefore necessary in many cases; 
(3) serum sickness occurs in about 10 per cent., 
anaphylaxis may prove dangerous, and later it may 
be impossible to administer horse serum, because of 
the sensitisation produced by the A.T.S. ; and (4) the 
infection may be so intense that the antitoxin given 
is not potent enough, and tetanus may supervene. 
(In the present fighting in Spain many cases of tetanus 
have occurred in spite of prophylactic A.T.S.—possibly 
consequent on the immediate use of plaster-of-paris.) 

Owing to the work of Ramon and others at the 
Pasteur Institute, it has been found that toxin, 
treated with weak formalin and incubated at 37° C. 
for a month, loses its toxic action but retains its 
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Health and Unemployment Insurance Compared 


THE American Social Security Board, which has 
been charged with the duty of “ studying and making 
recommendations as to the most effective methods 
of providing economic security through social 
insurance,” is conducting a series.of studies of foreign 
social insurance systems, and has just published, as 
the first of the series, a report on insurance against 
illness and unemployment in Great Britain.1 The 
object of the study was to ascertain whether the 
` benefits provided for workers unable to work from 
inability to obtain employment are comparable 
to those for workers whose inability to work is due 
to incapacitating sickness. In one respect the two 
systems are comparable—namely, the provision of 
cash benefits for temporary interruption of employ- 
ment and wages. Provision of this kind is an element 
of both systems. There are other elements peculiar 
to the one or the other—e.g., the medical services 
of health insurance and the employment-finding 
work of unemployment insurance. The report 
makes no attempt to deal with these; it is limited 
to a historical and comparative study of the provision 
made for cash benefits. The subject is discussed 
with remarkable ability, and the report will repay 
study by workers in social insurance in this country. 

Stress is laid on the wide divergence of the two 
systems since they were both established by the same 
Act in 1911. It is pointed out that while health 
insurance has remained relatively static, unemploy- 
ment insurance has been “rapidly and consistently 
liberalised.” It is true that the health-insurance 
cash benefits were increased in 1920, but the contri- 
butions were also increased and both changes were 
consequent upon the reduced purchasing power of 
the currency. Unemployment-insurance benefits 
have, on the other hand, been repeatedly increased, 
dependents’ allowances have been added, and the 
proportion of the total cost borne by the taxpayer 
is now far in excess of the corresponding state con- 
tribution to the health-insurance system. Yet the 
monetary needs of the incapacitated worker are no 
less than those of the worker unable to obtain employ- 
ment; and the report quotes the opinion of the 
Royal Commission on National Health Insurance 
that it is difficult to justify (1) a less generous pro- 


1. Unemployment and Health Insurance in Great Britain, 
1911-37. By Marianne Sakmann. Washington : 
U.S. Govt. Printing Otce. 1938. Pp. 44. 10 cents. 
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antigenic properties. This toxin was called “ ana- 
toxin ” by Ramon, but it is better termed “toxoid.” 
Inoculations of toxoid produce no ill effects. A 
subcutaneous injection of 1 c.cm. is given, followed 
a month later by one of 1-5 c.cm. and 10-15 days 
later one of 1-5 c.cm. The result of the third or 
‘boosting ° dose is to raise the antitoxin of the 
patient to 1 or more units per c.cm. of serum. In 
a series of men examined five years later a satisfactory 
degree of immunity against tetanus was still present. 
Boyd states that ‘‘ there is good reason to hope that 
in time it will be shown that toxoid confers a solid 
immunity against tetanus of long—possibly lifelong— 
duration ” ; but, though such an active immunisation 
may be possible among troops, it presents many 
difficulties as a routine prophylaxis among the civil 
population, at any rate before the beginning of 
hostilities. 


PRACTICE 


vision for the invalid than for the man in good health 
whose circumstances certainly involve smaller expendi- 
ture, and (2) the existence of two state schemes, side 
by side, one of which recognises the needs of depen- 
dents and the other does not, in circumstances of 
hardship closely similar. The disparities are attributed 
to the approved-society system of administration 
which acts as a buffer between the workers and the 
Government, absorbing the pressure for more liberal 
health-insurance benefits. Additional cash benefits 
are already received by about half the persons 
insured under the health-insurance scheme, and they 
tend to look to their societies rather than to 
Parliament for increases in benefits above the legal 
minimum, 

The societies, the report points out, have no 
incentive to agitate for increased statutory cash 
benefits ; for many of them, on their private side, 
do a large business in voluntary health insurance, 
and increased cash benefits in the compulsory scheme 
would reduce the need for voluntary insurance, In 
unemployment insurance, on the other hand, very 
little voluntary insurance business is done and the 
workers look to Parliamentary pressure to secure 
increased benefits, According to this American 
study of British social insurance, it is here that the 
factors giving rise to the disparities between the 
cash benefits of health and unemployment insurance 
in Great Britain may be found. 


Adequate Physic ? 


In the News Chronicle for Jan 18 appears an 
article by ‘A panel doctor ” entitled “ I am sorry 
for my patients.” The writer says that in his experi- 
ence an insurance practitioner cannot order expensive 
drugs or several remedies at one time, such as a 
gargle, a cough mixture and a nasal spray, without 
a serious risk of being fined for excessive prescribing, 
and that patients are therefore deprived of necessary 
treatment. When he first started panel practice he 
tried to give his patients the treatment which he had 
been taught to use in hospital, and made full use of 
proprietary drugs which are prepared for injection. 
As a result the cost of his prescribing was found to 
be nearly twice the average for the area. The matter 
was considered by the panel committee and he was 
duly mulcted of £10. The writer points out that oncea 
doctor has told his patient that certain drugs are 
necessary it becomes his duty to provide them 
irrespective of his liability to be fined. This means 
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that if a doctor is to protect himself from pendlisation 
he must avoid prescribing expensive drugs lest he 
be fined for so doing and must also keep his patients 
in ignorance of the existence and advantages of such 
drugs lest he be fined for not prescribing them. 
According to the article this system of administration 
is calculated to destroy the doctor’s enthusiasm and 
self-respect and the patient’s confidence. The panel 
patient’s loss is never known. 

The fact is that any panel doctor may order any 
medicine at any price that is necessary for the proper 
treatment of his patients. Indeed, it is by no means 
uncommon for an individual patient to cost as much 
as £1 a week in drugs and certain cases have involved 
very much more than that. If ever a doctor’s 
prescribing is questioned—as it must sometimes be 
since public money is involved—he has only to prove 
to the satisfaction of a committee of his colleagues 
that his prescriptions were medically necessary. It 
is only where extravagance or excess in ordering is 
proved that the practitioner is penalised. The question 
which the doctor must consider in prescribing a drug 
and which may subsequently have to be investigated 
by the panel committee is not whether the drug ordered 
is costly, but whether it is unnecessarily costly—that 
-is, whether a preparation of equal therapeutic value 
could have been ordered at less cost. This criterion 
applies to proprietary as well as other medicines, 
No doubt many of the multiple prescriptions which 
are a frequent cause of trouble are given in response 
to suggestions of patients themselves, and practitioners 


GRAINS AND SCRUPLES 


should ensure that the treatment they prescribe is | 
based on a knowledge of the principles and practice 
of modern medicine and not directed by the opinions 
of the patient. 


The Unprofitable Patient 


An insurance practitioner has been called to task 
by an insurance committee for writing an unwise 
letter to a patient. He had applied to the committee 
to have this patient removed from his list. In such a 
case no reason for the request need be given amd the 
practitioner need only satisfy the committee that 
the insured person is not incapable of work and not 
receiving treatment at weekly or shorter intervals. 
The practitioner also wrote to the patient saying 
that he found from his records that during the last 
twelve months the patient had attended at the surgery | 
no less than 44 times, and that the remuneration in 
respect of this worked out at just over 2}d. per 
consultation, He went on to say that the patient 
must admit that he had done his best to look after 
him since he came into the practice and that it was 
only fair that someone else should now take a turn. 

In every practice there must be panel patients 
who are unprofitable when regarded individually, 
but on the other hand there are others who seldom 
if ever require treatment, and practitioners must set 
off the good cases against the bad. There can be no 
justification for asking for the removal of a patient 
who has needed much treatment unless his demands 
have been unreasonable. 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM AUTOLYCUS 
I—ALLOTMENTS AND CAREERS 


LOOKING out of the carriage window as our train 
approaches some busy country town we notice 
amongst the other changes in the scene the appearance 
of untidy tracts of land, cut up into smallish squares 
or strips, most of which bear a shabby sentry-box 
kind of structure and grow an assortment of vegetables 
and a ragged fringe of old-fashioned country flowers. 
At this time of year these plots seem to bear little 
more than some unkempt rows of pea sticks, or 
that most unsightly of edibles the brussels sprout. 
These, in short, are the allotments on which the 
humbler members of the community raise their little 
crops and practise husbandry. No one would deny 
that these allotments serve a valuable function, 
recreative and nutritive, but equally no one can 
dispute that they lack those grander elements of 
pastoral beauty through which our train passed 
before it reached them. In no depreciative sense I 
am reminded of these allotments when I encounter 
the series of Grains and Scruples scattered through 
the well-ordered and majestic literary parklands of 
TuE Lancet. It is clear that their writers have 
enjoyed writing them, and that their readers have 
been the better for them. I hasten, therefore, to take 
possession of the little plot that is mine for a few 
weeks, without the expectation—and happily without 
the necessity—of trying to rival the spreading beauty 
of the literary oaks—and chestnuts—that bem it in 
on all sides, and I shall proceed to sow my grain 
without scruples. 


Thinking of chestnuts reminds me naturally enough 
that each year the weekly medical journals issue 
what is known as an “ Educational Number.” This 
has many striking qualities besides impressive bulk, 
but it would be superfluous for me to describe these 
since for the modest sum of one shilling any one of 
my readers may regale himself with this guide to 
knowledge durmg the last of the holiday months. 
But while this number has probably never achieved 
a “‘succés fou’? as a holiday book, it must be as 
welcome as the flowers in May to the harassed editor, 
Since with the single exception of one item it is a 
reprint of every educational number for more years 
than I care to remember. Now if my grains are to 
have any scruples I must admit that the last educa- 
tional issue of THE LANCET made a bold effort, .and 
not an unsuccessful one, to break with tradition, 
but one swallow doesn’t make a summer and it is:the 
tradition that I am now concerned with. 

In the traditional educational number this single 
item I have just referred to, somewhat different 
though its outward form may seem from year to year, 
does not place any great strain on the editorial 
imagination, for beyond a little shuffling of the 
sentences and a few fresh adjectives it is substantially 
the same year after year. Of course I refer to the 
inevitable article on Medicine as a Profession. Now 
this subject doesn’t lend itself greatly to variation 
or provide any irresistible impulse to original thought, 
though it is true that the president of the Royal 
College of Physicians who recently dealt with this 
topic in an opening address to medical students did 
find a little new ground to break when he told his 
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doubtless appreciative hearers to keep their emotions 
on ice until they were qualified and well launched 
in professional life. But in more than one sense this 
must have seemed a chilly counsel and cannot have 
greatly added to the gaiety of the function. 

Nevertheless, even in this well-worn topic of a 
career in medicine there is a spice of humour, at 
least in the hands of some of its exponents, and this 
is what induces me to return to it after a sufficient 
experience of the practice of medicine to have acquired 
some heretical notions of my own. Of course all the 
best notions are heretical. 


* * * 


As a student I doubt if I ever deliberately thought 
of building myself a career, and certainly since those 
far-off days I have noticed that the conscious career 
builder is too often an unblushing egotist. Yet 
I do recall a period immediately following the 
Armistice in 1918 when I was forced to ask myself 
what I was going to do with my bright young life— 
as it then was, or seemed to be—when I returned to 
England. I was in Egypt at the time, and had been 
there continuously for close upon four years. I had 
left a resident post to join the R.A.M.C. and therefore 
had nothing definite to return to. It was in these 
circumstances that after a guest night in the mess I 
found myself strolling up and down between the 
desert and the sea on one of those wondrous moonlight 
nights that all who served in those parts will recall. 
My companion was an elderly consultant who had 
had a great success in his own professional career. 
He had dined well, was puffing at an indecently large 
and lethal cigar, and was feeling in an expansive and 
reminiscent mood. Out of a rich experience he pro- 
ceeded to give me his advice on this burning topic 
of a career, and to help me to set about achieving a 
success comparable with his own, or as near his own 
as my obviously modest merits entitled me to look for. 
As far as I can now recall, this was substantially 
what he had to say. ‘‘ Now, my boy, I can look back 
on a singularly successful career ’’—yes! this was 
the very word he used—‘“‘ and I think it’s only fair 
that we old fellows who are going out should pass 
on to you young ones who are just beginning some 
sound advice. Now there are three ways you can 
choose from if you want to get on in consulting 
practice. You can try to build up a reputation on 
research. Well, I soon decided against that. The 
general practitioner—like his patients—distrusts the 
scientist, and anyway a thirst for knowledge and 
the bedside manner scldom go well together. In fact, 
you fall between two stools. I shouldn’t attempt it 
if I were you. Look at so-and-so and so-and-so! 
You know what they say in the obituary notices of 
such fellows ‘He never obtained that success in 
practice which his merits entitled him to, but his 
colleagues appreciated his worth.’ Well, that won’t 
help your widow much.” I had not acquired the 
makings of a widow at the time, so this didn’t depress 
me as much as it would now. However, he went on 
‘ Then, of course, you can take the social line, keep 
open house and a good table—it must be a good table 
—for the people who may -belp you. But that’s 
very expensive and terribly exhausting, and your 
wife may go on strike. I don’t advise that either. 
In any case I doubt if you could carry it off.” He 
gave me a penetrating look as he said this, and 
I began to feel that there was no hope for me; but 
relief was at hand. ‘The tbird way, my boy, and 
believe me it’s easily the best, is to write a text-book. 
As you know, this is what I did and it made me. 
My book’s gone into five editions, and when I get 
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back I shall have another one on the stocks. It’s 
80 simple—industry and a good library for reference, 
that’s all you want. You take my word!” 

More followed on these lines. I thanked him with 
eager deference, expressing that warm and generous 
gratitude the young invariably feel for the advice 
of their elders, and when we parted I was resolved 
to take to scissors and paste and become an eminent 
medical author as soon as I got back to England. 


+ * * 


The sequel is interesting, but something of an 
anticlimax, for I returned to London too late. All 
my contemporaries were busily writing medical 
masterpieces. After twenty years the spate continues 
and shows no signs of subsiding. In short, this writing 
business was no secret at all. There remained for me 
nothing but the hollow revenge of the soured and 
disappointed man—namely, to review the books 
my more successful rivals were publishing. This did 
indeed compensate me for many reverses, though as 
a road to popularity I cannot honestly recommend 
it, while as for prosperity—well, editors would blush 
with manly pride did I reveal the princely sums they 
pay away to their reviewers. 


* a * 


Thus it is that my masterpiece remains uncon- 
ceived, unborn, and in middle age the birth pangs 
of medical authorship are likely to be more than I 
could expect to survive. Still, ambition flickers up 
feebly and futilely long after all hope of its achieve- 
ment is dead, and from time to time I coquet basely 
with the notion of writing a volume of medical 
memoirs. These seem to have a tremendous vogue 
nowadays. The public feels that it is being let into 
spicy secrets of the consulting-room and rushes to 
read these quaint compounds of fact and imaginative 
fiction. In somewhat siniilar mood we may see a 
group of gaping children, a few blousy housewives, 
and that prince of idlers the errand boy, standing 
open-eyed round some door before which an ambulance 
stands waiting, and through which—if they are 
lucky—some sufferer with a horrid rash, or with 
delirium tremens, will shortly be borne. D.T.s, of 
course, trumps all otber diseases in this game. But 
even a volume of memoirs calls for some gifts, literary 
if possible, but if these are not forthcoming, then for 
some kind of strip-tease act in which the author will 
reveal himself—under some thin disguise—as having 
had a saucy past and an unrepentant present, the 
whole sprinkled with platitudes to taste, as the cookery 
books say. Some studied spirit of benevolence for 
mankind is also a necessary qualification for successful 
sales. In short, this kind of author is born, not made. 
Weighed down by an increasing load of morbid 
repressions I cannot hope to shine in this literary 
world. .In any case, nothing has ever happened to 
me that anyone will want to pay half a guinea to 
read about. But this question of the writing of medical 
text-books is an interesting one, and I shall return 
to it. 


“.. Lord Rayleigh has lately shown the absurdity 
of the charge that scientific men are responsible for the 
evil uses that are sometimes made of their discoveries. 
But this responsibility is theirs, that they shall explain 
what they find so that their fellow-men know how they 
stand. The scientist cannot be expected to see that 
discovery is rightly used, but no one except himself can 
rightly describe it. It is not to be expected that the best 
use will be made of what is imperfectly understood.”— 
Sir Witt1am Brace, P.R.S., Proc. roy. Soc. B, 1938, 
126, 263. 
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Influenza and Pneumonia 


In the week ending Jan. 21 the deaths in the great 
towns of England and Wales attributed to influenza 
numbered 223, or only nine more than the previous 
week’s total. At the same time notifications of 
primary or influenzal pneumonia showed some 
decline, from a corrected total of 1804 in the week 
ending Jan. 14 to 1638, the latter figure being only 
a little above the level expected at this time of year. 
The influenza deaths were still largely derived from 
northern towns, though theiramumber slightly declined 
in Manchester (from 20 to 15) and in Liverpool 
(from 25 to 24) and rose in London (from 19 to 26). 
There is still clearly no evidence in the published 
figures of the usual rapid spread of ‘‘ real ” influenza 
from one part of the country to another or of its 
equally rapid accessions with time, as may be seen 
from the comparison of the experiences of the last 
three years given in the accompanying table. 
Although the level of the present year is substantially 
above that of 1938 it is far below the order of events 
in the last epidemic year (1936-37) and the trend 
of its figures gives reason to hope that its maximum 
has been reached. 


DEATHS FROM INFLUENZA IN THE GREAT TOWNS 


1938-39 


1936-37 1937-38 
a: Deaths duane = Deaths PN a | Deaths 
Dec. 5 43 Dec. 4 45 Dec. 3 | 24 
» 12 64 » i 46 » 10 26 
» 19 57 » 18 52 » 17 36 
» 26 97 » 25 | 46 » 24 41 
Jan. 2 325 Jan. 1 59 » 3l 89 
» 9 768 » 8 77 Jan. 7 | 144 
» 16 | 1100 „n 15 91 » 14 ! 214 
» 23 | 1137 „n 22 13 » 21 | 223 


CLINICAL ASPECT 


In Manchester, our correspondent writes, the 
epidemic resembles in some respects the one in 
Liverpool which preceded it by about a fortnight. 
Although there are variations in the clinical picture, 
yet the majority conform to the following type. 
Sudden onset, with the development of marked 
generalised pains and temperature of 101°-103° F. 
within two or three hours of normal health. In 
many cases severe frontal headache and retro- 
orbital pain have been a marked feature and have 
caused considerable worry in connexion with the 
possible development of sinus disease; but the 
headache has cleared without the development of 
any sinus or aural complications. Then on the 
second or third day has appeared the principal 
incapacitating symptom, a tracheopharyngitis—dis- 
tressing, harsh, dry cough with substernal pain. 
The pyrexia on an average has been lasting four or 
five days and has left marked asthenia and depression, 
frequently with nausea and emotional instability. 
The absence of pneumonia, or in fact of any chest 
signs in the great majority of cases, has been con- 
spicuous, Although in respect of mortality and 
clinical severity the epidemic has been a mild one, 
yet it has caused a great deal of incapacity. The 
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distribution is interesting, in that the infectivity in 
small communities appears to be very high. In 
institutions it has been noticed that practically 
every person in one ward has been affected and in 
another ward there have been no cases. It is difficult 
to say whether this epidemic is due to the influenza 
virus or not. Prof. Maitland told me he had not 
had opportunity of examining more than a few 
throat washings ; these however were negative with 
one doubtful result. There was no specific antibody 
response to the influenza virus in the sera tested. 
In the majority of the sputa examined the pre- 
dominant organism was a pneumococcus. 

In Devon, though widespread and highly infective, 
often running through the house, the disease has been 
mild in character, most cases showing pyrexia for 
not more than three or four days with more or less 
headache, backache and malaise followed by 
tracheitis. Pulmonary complications have been rare 
and aural complications more so. Less typically the 
disease has manifested itself as a catarrhal gastro- 
enteritis, occasionally with intractable diarrhea. 
In some cases there appears to have been a long 
incubation period, patients having experienced vague 
malaise and catarrhal symptoms for a week or longer 
before the disease declared itself in pyrexia. Abortive 
cases, also, have been noted in which symptoms and 
pyrexia appeared and disappeared again within 
a few hours without treatment. Most cases have 
been fit to resume work in a week or a fortnight. 
As usual, there have been relatively more cases among 
the very poor than among any other economic class. 
The epidemic is now on the wane. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN. 21, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1821; diphtheria, 1345; enteric fever, 
22 (21 ‘‘expected’’); pneumonia (primary or 
influenzal), 1638 ; puerperal pyrexia, 181; cerebro- 
spinal fever, 38; acute poliomyelitis, 10; acute 
polioencephalitis, 65; encephalitis lethargica, 8; 
dysentery, 36; ophthalmia neonatorum, 87. No 
case of cholera, plague or typhus fever was notified 
during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 27 was 3250, which included : Scarlet 
fever, 598; diphtheria, 1031 (carriers, 50); measles, 6; 
whooping-cough, 722 ; puerperal] fever, 19 mothers (plus 13 
babies); encephalitis lethargica, 297; poliomyelitis, 5. 
At St. Margaret’s Hospital there were 29 babies (plus 13 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox or scarlet fever, 
2 (0) from enteric fever, 6 (0) from measles, 20 (5) 
from whooping-cough, 34 (2) from diphtheria, 52 (14) 
from diarrhoea and enteritis under two years, and 
223 (26) from influenza. The figures in parentheses 
are those for London itself. 


West Ham reported the only 2 deaths from typhoid. 
Manchester and Newcastle each had 2 deaths from whooping- 
cough. Fatal cases of diphtheria were scattered over 24 great 
towns, no more than 2 in any. Of the 223 deaths attributed 
to influenza 151 were reported from the Northern Area : Liverpool 
contributing 24, Manchester 15, Salford 10, Sheffield 8, Black- 
burn and Hull each 7, Preston and Wallasey each 6, Bolton, 
Carlisle, St. Helens and Warrington each 5; and 19 from the 
Midland Areca: Birmingham contributing 5, Bristol 3. 


The number of stillbirths notified during the week 
was 256 (corresponding to a rate of 39 per thousand 
total births), including 32 in London. 


THE LANCET | 


LETTERS TO 


‘¢BETWEEN FRIENDS ”’ 


SIR, —I venture to support whole-heartedly your 
leading article. Some years ago I talked to your 
predecessor about the possible serious effect of 
specialism upon such journals as The Lancet and the 
British Medical Journal; and in so far as one can 
expect an editor to show any emotion his reply 
was ‘‘touché.” It will be a serious matter for the 
general medical profession and for back-numbers 
like myself when The Lancet cannot promptly tell 
us the latest efforts in English medicine. If some 
errors creep into your reports they are certainly 
not greater than the errors we make ourselves, and 
they can always be corrected. 

One thing I think is certain. The individual 
doctor cannot afford to subscribe to every specialised 
journal, nor can many find room for the Proceedings 
of the Royal Society of. Medicine. Accordingly 
every effort should be made to keep established 
and reputable journals such as The Lancet and the 
British Medical Journal, which have a general outlook, 
supplied with the best and latest information on 
English medicine. I uphold your view that this 
is wholly to the advantage of us as doctors, and 
moreover our right. 

I am, Sir, yours faithfully, 
Bath, Jan. 27. F. JOHN POYNTON. 


RENAL CHANGES IN MALIGNANT 
HYPERTENSION 


Sir,—Drs. Wilson and Byrom are to be con- 
gratulated on the work they reported in your issue 
of Jan. 2lst. To accomplish the delicate operation 
of partially occluding the renal artery in so small 
an animal as the rat is a triumph in technique, and 
their results form a valuable new contribution to the 
study of vascular disease. It would be a pity 
however if some of the value were lost through too 
free an interpretation, and it seems important at this 
stage to be cautious in drawing conclusions, especially 
in relation to problems of nephritis. The writers are 
preoccupied with the idea that essential hyper- 
tension causes nephritis. They say that if it could be 
shown experimentally that the picture of chronic 
interstitial nephritis may be caused by hypertension 
alone the concept of malignant hypertension would 
be strengthened, and one gathers that they regard 
their experimental results as having done this. It 
is difficult to share their view. ‘The concept of 
malignant hypertension is that hypertension leads 
to arterial lesions which in turn cause progressive 
renal destruction through ischemia. The illustra- 
tions provided by Drs. Wilson and Byrom undoubtedly 
show degeneration of renal vessels, but not the 
picture of chronic interstitial nephritis. In their 
tigs. 3, 5, 7 and 11 there is severe destruction of 
arterioles and glomeruli, but no more degeneration 
in the tubules around than may be found in the 
cortex of any rat dying after a severe toxemia. Their 
fics. 9 and 15 it is true show some parenchymatous 
degeneration, but it is of a type frequently found 
in rats subjected to dietary disturbances, and which 
is not dependent on vascular disease. The writers 
venture to explain the absence of interstitial changes 
on the ground of the short duration of the experi- 
ments. They may be right, but their explanation is 
speculative and must not be confused with experi- 
mental evidence. So far as their experiments go 
the evidence, as judged by their illustrations, is that 
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vascular disease in the kidney does not necessarily 
lead to parenchymatous destruction. This can 
hardly be said to support the concept of malignant 
hypertension. I am, Sir, yours faithfully, 

J. B. DucuID. 


Welsh National School of Medicine, Jan. 28. 


THE AIR-RAID i 


Sır, —I am following the series of articles under 
the above heading with intense interest. They 
deserve the widest possible circulation in both lay 
and medical circles, for their realistic and practical 
instruction bears a message for all. 

In the instalment of Jan. 21, on general principles 
of wound surgery and anesthetics, the authors have, 
however, allowed themselves to fall into error. I 
am in entire agreement with them when they advocate 
closed methods of anesthesia, avoiding, I am pleased 
to notice, any reference to intravenous agents, which 
will have only a limited application in war; but 
I must cross swords with them on the issue of post- 
anesthetic conjunctivitis, Surely they must know 
that conjunctivitis never follows a ‘‘ closed” anæs- 
thetic? The conjunctivitis which was seen when 
the open methods of anzsthesia were in common 
usage was due to the abrasion of the surface of 
the orbit with the ether-sodden gauze covering the 
Bellamy-Gardner mask. Other causes were the 
occasional introduction of vomit into the eye and 
the rarer, more serious, and therefore better known 
accident which resulted from the dropping of liquid 
chloroform into the eye—the dreaded ‘ chloroform 
eye.” These factors do not exist where gaseous 
agents are used, as in the ‘“‘closed’’ and ‘ semi- 
closed’? methods. Where open methods are used 
—and presumably they will have to be used 
under war conditions, when the shortage of specialist 
anesthetists will be fully felt—the prevention of 
conjunctivitis depends on following a rigid technique. 
Reliance must be placed on the strictest attention 
to the eyes during the anesthesia. The administrator 
must see that they are kept closed throughout the 
operation and that at no time are they likely to be 
abraded by the mask or its appendages. It behoves 
those who are responsible for the instruction of 
students to teach first principles first and to see that 
their charges are fully capable of walking with the 
open and closed methods of ether administration 
before running with such companions as Pentothal, 
cyclopropane and divinyl ether. 

I had intended also, in this letter, to draw attention 
to the evil of pouring castor oil into the eye “to 
diminish the risk of post-anesthetic conjunctivitis.” 
I had always been led to believe that this agent, 
when exposed to the air on anxsthetic wagons, was 
an excellent culture medium for bacteria, more likely 
to cause conjunctivitis than diminish it. Before 
committing this opinion to paper, however, I thought 
it better to put it to the test of experimental proof. 
My colleague Dr, W. E. M. Armstrong, to whom I 
am very much obliged, kindly cultured an antique 
sample of castor oil at the Central London Ophthalmic 
Ilospital for me and found it to be sterile. He tells 
me however that castor oil which is kept for any 
length of time will cause considerable discomfort 
in the eye because it contains decomposition products. 
Whilst absolving castor oil from the charge of actually 
infecting the eye, it still, on this account, lies con- 
demned and should be banished from the anesthetic 
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wagon. Liquid paraffin is to be preferred where an 
oily instillation is indicated. 

In conclusion I would deprecate the advocacy 
by your distinguished correspondents of the tongue- 
clip. This barbarous weapon should long have been 
abolished from the armamentarium of the anesthetist. 


I am, Sir, yours faithfully, 


Harley Street, W.1, Jan. 28. L. H. LERMAN. 


X-RAY THERAPY FOR TOXIC GOITRE 


Sm,—I note with much interest the remarks, 
in your last issue (p. 235), of Drs. Poulton and Watt 
as I have had experience of such cases over the past 
twenty years. I agree that our present results are 
extremely good and at least 75 per cent. ‘‘cures”’ 
should be obtained with the accurate and standard- 
ised treatment that was not possible in the earlier 
days. In my opinion so-called “deep X rays” are 
' not required ; I use 150 kV with 2 mm. Al. filtration 
and a dosage of 700 r. I have not found iodine 
medication necessary during treatment. 

I am, Sir, yours faithfully, 
“WARNER COLLINS. 
Putney, London, S.W.15, Jan. 27. 


CLINICAL USE OF STILBG@STROL 


Str,—I have read with great interest the report 
on the cestrogenic properties of stilbcestrol contributed 
to your issue of Jan. 7 by Drs. Bishop, Boycott, and 
Zuckerman. Recently I have studied the effects of 
this synthetic oestrogen on menopausal symptoms 
in 18 castrated women. The estrogenic properties 
of stilbcestrol are beyond any doubt though I think 
that, when orally administered, it is three or four 
times less active than oestradiol benzoate subcu- 
taneously injected at the same dosage. 

But I do not agree with Dr. Bishop and his associates 
about the toxicity of this drug. Among 46 patients 
they observed only 3 cases of transitory intolerance. 
I am somewhat less enthusiastic. All my patients 
have received stilbestrol by mouth. In four cases 
the immediate reactions were very severe. After the 
absorption of doses so small as 0°3, 1, 2 and 3 mg. 
during two or three days, the patients experienced 
severe nausea and continuous vomiting, rapidly 
followed by a complete gastric intolerance, as long 
as stilboestrol ingestion was continued. In these 
cases the treatment was accordingly stopped. In 
four other cases similar symptoms appeared later, 
after a continuous absorption of six,weeks’ duration, 
involving total doses of 43, 53, 95 and 165 mg. 
Three other patients experienced slight and 
transitory nausea and epigastric pains after the 
ingestion of 46 mg. (in one month), 88 mg. (in one 
month) and 102 mg. (in two months). The remaining 
patients have tolerated stilbcstrol quite well; but 
only two of them have had the treatment for more 
then six weeks. 

Considering that this treatment of menopausal 
symptoms is one of substitution and must be continued 
over a very long period, I personally hesitate to 
employ it further; for its innocuousness does not 
seem to me sufficiently demonstrated. I have never 
observed such an intolerance after or during the use 
of cestradiol benzoate or testosterone propionate 
for the relief of menopausal symptoms and I see no 
reason in replacing these drugs by stilbcestrol, which 
is less efficient and certainly toxic. 

I am, Sir, yours faithfully, 


Paris, Jan. 28. J. VARANGOT. 


SURGERY IN ULCERATIVE COLITIS 


Smr,—Mr. Lockhart-Mummery has rightly stressed 
the need for differentiating between the degrees of 
severity of ulcerative colitis. The milder cases 
often respond well to medical treatment or appendi- 
costomy. The bigger problem is the treatment of the 
bad cases, and particularly of those of the pro- 
gressively fulminating type which rapidly go down- 
hill and terminate fatally. It is in this last type 
that surgery is especially indicated. l 

Appendicostomy has proved profoundly unsatis- 
factory in the severe case. Rest to an inflamed 
part is one of the primary maxims of surgery, and 
to secure this such operations as colostomy and 
cecostomy came into vogue. The objection to 
cecostomy is that it does not secure complete rest 
to the bowel, which is essential. If the object is to 
relieve distension and procure irrigation, this can 
be more satisfactorily accomplished by appendi- | 
costomy. Colostomy, whilst admirable in procuring 
rest to the bowel, has a limited applicability, for 
only rarely in the more severe cases is the distal 


segment of the colon only affected. Dr. Gaha’s 


treatment of ileosigmoidostomy and colostomy can 
only be applicable to the mild types. Anyone 
familiar, either at operation or post mortem, with 
the severe types knows that the friable, indurated and 
congested bowel precludes any form of anastomosis, 
the sigmoid colon and upper rectum often being 
involved. To procure the desired rest of the inflamed 
bowel a transverse ileostomy must be performed, and 
this treatment has been advocated by Mr. W. H. 
Ogilvie (Brit. med. J. 1938, 1, 1197). The following 
case is of interest with this in mind. 


A girl aged 22 was admitted to the Royal Victoria 
and West Hants Hospital under Dr. Watson Smith 
with ulcerative colitis. Five weeks before admission 
she experienced colicky pains chiefly in the left side 
of the abdomen. The pains were aggravated by 
food and somewhat relieved by defecation. A 
week later she was suddenly seized with diarrhcea 
and began to pass 8-12 motions a day. The stools 
were normal in colour, they contained streaks of 
blood but no mucus and were very offensive. She 
improved slightly with bismuth and opium mixtures 
and dieting. Shortly before admission she began 
to get attacks of vomiting and nausea, and her stools 
now contained chiefly blood and mucus. She had 
lost 14 st. in five weeks. On admission her tempera- 
ture was 102° F., pulse-rate 112 and she was pale and 
looked ill. The abdomen was slightly distended 
and tender all over, especially over her splenic and 
descending colon. Rectal examination with a 
speculum showed ulceration, and caused the passage 
of blood and mucus. 

Agglutination tests were negative for the typhoid 
and paratyphoid groups, the food-poisoning bacilli, 
Br. abortus and melitensis, dysenterie, Flexner 
V. W. Y.Z. and Sonne; positive for Shiga’s bacillus 
1 in 25 and B. Newcastle 1 in 50. This was suggestive 
of a Shiga infection. Culture of stools gave a profuse 
growth of Streptococcus faecalis, some hemolytic 
streptococci and a fair growth of B. pyocyaneus. 


, Blood-count : 3,600,000 red cells, hemoglobin 46 per 


cent., leucocytes 12,000, polymorphs 78 per cent. 

The patient was treated medically for a further 
three weeks. Large doses of antidysenteric sera 
given daily ; Albargin washouts, Yatren injections. 
During this time she was going rapidly downhill. 
When I was asked to see her she was very toxic 
and ill. Her temperature was swinging between 
100°-103° F., pulse-rate 120. Under local anss- 
thetic I did an ileostomy with a spur. The whole 
of the colon from cæcum to rectum appeared to be 
involved. The patient’s condition was critical but 
was improved with a blood transfusion. Within 
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two days of the establishment of the ileostomy her 
temperature dropped to normal and remained so, 
her pulse slowed and her general condition, which 
was previously moribund, improved. The number 
of stools passed per rectum immediately started to 
decrease, and ten days after the establishment 
of the ileostomy she was passing nothing per rectum. 
The ileostomy was then working regularly about twice 
a day and was perfectly easy to manage. She 
suffered from severe anorexia and nausea, and it was 
with the greatest difficulty she could be persuaded 
to eat. Unfortunately she collapsed and died some 
five weeks after operation through sheer inanition. 


In your leading article of Jan. 21 it is advocated 
that medical treatment should be tried for three 
to four weeks. The severe case when seen by a 
surgeon at this stage is almost moribund and past 
effectual aid. I suggest that if after a week or ten 
days’ intensive medical treatment no improvement is 
achieved surgery should be . contemplated. The 
only effective surgery is to set the bowel completely 
at rest by a transverse ileostomy. In the above 
case ileostomy produced an obvious improvement 
straight away by lessening the toxemia, bringing 
the pulse-rate and temperature down to normal and 
reducing the number of stools to none. Often 
the patients’ strength is so sapped by strict dieting 
that they have no resistance to combat their toxzemia. 
The lack of appetite may be due to an achlorhydria 
from which many of them suffer. An early ileostomy 
would enable them to have a full and free diet without 
fear of affecting the inflamed bowel. 

I am, Sir, yours faithfully, 

Bournemouth, Jan. 29. C. E. P. Marxsy. 


CONTROL OF DIPHTHERIA 


SIR, —I see from E. H. R. Harries’s review of 
diphtheria (pp. 45-48) in your issue for Jan. 7 that 
the diagram showing diphtheria in the staff of the 
Birmingham City Hospital is actually said to show 
the effect of immunising the staff against diphtheria. 
This diagram shows that the highest number of 
cases of diphtheria in the staff was reported in the 
year 1920, and that there was a striking drop in 
diphtheria in 1921 and 1922, In the latter year the 
Schick test was introduced. Immunisation was not 
started until 1923. The curve showing decline of 
diphtheria from 1922 is not nearly so acute as from 
1920-22, At the time the Schick test was introduced 
the diphtheria rate had dropped below its lowest 
rate since 1916. Surely we may conclude that 
whatever caused the drop in diphtheria from 1922 
was at work prior to that date. Moreover, it cannot 
be contended that the mere introduction of the 
Schick test could reduce the diphtheria amongst 
nurses. It would be interesting to know the number 
of nurses with tonsillitis and a positive swab but 
negative Schick reaction during these years. 

Dr. Harries maintains that the reduction of clinical 
diphtheria in the residential schools of the L.C.C. 
‘is due to the inoculation of the children. There must, 
however, in all these homes be a proportion of the 
children in whom the advocates of the system would 
contend that immunity had not developed. On the 
Continent it is believed that immunity develops 
within a month of either one or two injections. Here 
few advocates of the system allow less than three 
months for immunity to develop after the final 
injection, and those that are still Schick-positive 
are said to require further injections. There must 
thus always be a period of (say) four months from 
the entry of the child into the home before it can be 
considered to be immune by the standard of the 


immunisers. ` Dr. Newsholme showed that in the 
Birmingham institutions, over a period of ten years, 
there were some 2000 non-immune children residing in 
them for periods up to six months from entry, yet 
amongst these children only three cases of diphtheria 
had been reported, although they were subject to 
the ordinary risks of that disease. If the unimmunised 
children in thése institutions are so free from diph- 
theria, why should the freedom of the immunised be 
attributed to the inoculation ? 
I am, Sir, yours faithfully, . 
Bonner Road, E.2, Jan. 12. M. Beppow BAYLY. 


*«* We have referred this letter to Dr. Harries, who 
replies: ‘“ I have to thank you for the opportunity 
you have given me of seeing Dr. Beddow Bayly’s 
letter. He says that it cannot be contended that the 
mere introduction of the Schick test could reduce the 
diphtheria among nurses. It ig not so contended and 
never has been. I agree that the diagram he mentions 
merely indicates the date of introduction of the Schick 
test, but if Dr. Bayly will refer to the paper indicated 
in the legend below the diagram (Lancet, 1930, 
1, 802) upon which the diagram itself is founded, he 
will find the following statement (italics mine) : 

Schick testing of the nursing staff commenced 
in January, 1922. From then onwards only nurses 
who were Schick-negative reactors have been allowed 
to work in diphtheria wards ; but it should be stated 
that active immunisation of the positive reactors 
{i.e., of those excluded from the diphtheria wards] 
was not commenced until the last quarter of 1923. ... 
From the beginning of 1925 onwards a similar 
procedure was adopted for the domestic staff also, 
since when no nurse or maid has been allowed to work 
in a diphtheria ward until known to be Schick negative. . . 
No Schick-negative reactor [i.e., until the end of 
1929—9 years ago] has contracted clinical diphtheria. 
Needless to say, in a hospital of this kind diphtheria 
means diphtheria, and not any other disease. 

“ With regard to the fall in the incidence of diph- 
theria among the staff I may again quote from the 
1930 Lancet article: ‘The results in the earliest years 
have been submitted to statistical analysis by Hilda M. 
Woods’ (J. Hyg., Camb. 1928, 28, 147). She showed 
that during 1919-21 the attack-rate was 17-8 among 
an average nursing staff of 90; during 1922-24 it 
was 3-7 among an average nursing staff of 108: a 
difference between the attack-rates for the two periods 
of more than four times the probable error—‘ a 
greater difference than would be expected as the 
result of chance alone.’ ” ` 


EFFECT OF WAR ON CIVILIAN POPULATIONS | 


Srr,—I have read with interest and enlightenment 
Dr. Maurice Wright’s address published in your last 
issue. It was my privilege to serve as a regimental 
medical officer for nearly three years in the line in 
France and I think that any regimental medical 
officer would disagree with one or two of the general- 
isations made by Dr. Wright in this address as 
purely hearsay evidence. Dr. Wright states: ‘‘I am 
afraid it is a fact that many more will expose them- 
selves to danger to save property than to save another 
life.’ My own experiences in the last war entirely 
refute this statement. It was a daily experience for 
men to lay down their lives for others and volunteers 
were never lacking for any heroic enterprise. 

Again Dr. Wright says that ‘‘ under terrific bom- 
bardment whole battalions succumbed to panic and 
ran back.” I do not know whether or not he was 
referring to British battalions, but if so such a state- 
ment is entirely mythical. For over and over again 
one saw battalions not retreating but advancing 
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“under terrific bombardment.” If these battalions 
had done otherwise Dr. Wright and I would not be 
in the enjoyment of such security as we at present 
have, Dr. Wright wonders if “the return of some 
religious belief may not prove to be for many people 
one of the best defences against anxiety.” It will be 
admitted that the true Christian is practically without 
fear. St. Augustine after his conversion stated: ‘All 
my Memories are now free from dread.” Many of 
us hold that psychology fails when it is not accom- 
panied by religious synthesis. Can anyone be 
‘“ harmonised ” if the harmony is not physical, mental 
and spiritual? It should be recognised by psycho- 
logists that if spiritual harmony is achieved, mental 
harmony will follow in its train. 
I am, Sir, yours faithfully, 


W. ANNANDALE TROUP. 
Wimpole Street, W.1, Jan. 30. 


PLACENTAL BLOOD FOR TRANSFUSION 


SIR, —Your last issue contains two papers, by 
Page, Seager and Ward and by Halbrecht, to certain 
points in which we feel we must draw attention. 
On Jan. 21 you were good enough to publish an 
article by ourselves on this subject. Our conclusions, 
which dealt with the three primary issues of quantity, 


sterility, and the feasibility of collection by the. 


ordinary personnel of the labour ward, when compared 
seriatim with those of the above articles, emphasise 
clearly the following points :— 


l. The question of quantity. The three English 
publications give a maximum of 80 c.cm. with a 
minimum of 47 c.cm., as opposed to the American 
figures of 125 c.cm. (Goodall) and 105 c.cm. (Grodberg) 
—a substantial reduction. Let it be remembered, 
however, that our figure of 47 c.cm. is the strict mean 
of fifty consecutive cases with no selection whatever. 
We would like to ask Drs. Page, Seager and Ward, 
and Dr. Halbrecht, if they chose their source of 
supply with the same strict impartiality. Quite 
apart from this point, the English placenta, compared 
with its American cousin, seems to be only capable of 
producing an average yield of between 50 and 80 c.cm. ; 
does such a quantity of blood warrant the trouble of 
collection and the elaborate precautions that we feel 
essential for its safe employment in transfusions ? 

2. With regard to sterility. In the first place we 
would draw attention to the fact that neither 
Drs. Page, Seager and Ward, nor Dr. Halbrecht, 
cultured their samples in every instance. The former 
refer to the culture of 15 samples with 1 contamina- 
tion, followed by a further 5 with 3 contaminations, 
which (and this is relevant) occurred on changing 
the personnel of their blood-collecting team—i.e., 
a total contamination percentage of 20. The latter 
reports a contamination ratio of 4 in 48, and appends 
the following startling statement: ‘‘. . . No doubt 
the same proportion of our placental bloods trans- 
fused were contaminated but they produced no 
harmful effects on the recipients.” Dr. Halbrecht, 
however, admits 4 reactions in 116 transfusions, 
3 rigors and 1 of dyspnosa and tachycardia, which 
to our minds is significant. 

We are therefore faced with the fact that Dr. 
Halbrecht sponsors the deliberate introduction of 
living and possibly pathogenic organisms into the 
blood-stream of a patient, a procedure which the 
whole profession must condemn as indefensible. 
It disobeys the fundamental principles of asepsis 
and although up to the present moment the only 
untoward result may have been a rigor or two, sooner 
or later serious harm, and maybe a fatality, will 
occur, If foetal blood can be contaminated with 
Staphylococcus aureus (Halbrecht) it can similarly 
be contaminated with the hemolytic streptococcus. 
Moreover, if we are to accept the dangerous hypothesis 
that the defence mechanism of the human body is 
capable of looking after such contaminants as may 


admittedly be present in placental blood, there still 
remains the patient whose resistance is so lowered by 
hemorrhage or sepsis (and after all these are the very 
patients who are likely to be transfused) as to be 
less capable, or even incapable, of dealing with 
organisms introduced intravenously. For this reason 
we cannot state too strongly that if placental blood is 
to be used for transfusions it must, in every instance, 
be cultured. 

3. The last point to which we would draw attention 
is the feasibility of the collection of placental blood 
by the ordinary personnel of the labour ward. Drs. 
Page, Seager and Ward refer ta,‘‘ the personne! of the 
blood-collecting team.” May we ask the number and 
status of the members of this team ? In our com- 
munication of Jan. 21 we pointed out that to get 
good results in the collection of the blood a special 
team would be necessary. These authors seem to 
have realised this and it is indeed significant that 
their contamination ratio was greatly increased when 
the personnel of the collecting team was changed. 


It is easier to destroy than to create and doubtless 
we shall be criticised for our destructive attitude 
towards placental blood. To save misunderstanding 
may we recapitulate our arguments, The quantity 
is disappointingly small; if this small quantity is 
worth using at all it must be cultured before use ; 
and if the quantity and the sterility of the blood- 
cultures are to be improved a special placental-blood 
collecting team is necessary. We feel that judged 
by these criteria the placenta is unlikely to rival the 
ordinary donor as a source of blood for transfusion. 

We are, Sir, yours faithfully, 
H. F. BREWER, 
JOHN HOWKINS. 


St. Bartholomew’s Hospital, London, E.C.1, Jan. 31. 


A MEDICAL UNIT IN SPAIN 


Sm,—Members of the medical profession are 
unwearied in their efforts to relieve human suffering, 
and for this reason I appeal to them on behalf of the 
Spanish war victims who have endured their pro- 
longed and appalling sufferings with such fortitude. 

The Equipo Anglo-Espafiol is a mobile hospital 
in Nationalist Spain and is the only British medical 
unit in that country. It has worked close to the 
front line throughout the bitter fighting of the past 
two years, and is now in Catalonia. Eight of the 
staff were recently decorated with the Cross of Military 
Merit for their bravery. Some 14,000 sick and 
wounded have passed through the hospital, and 
whether Nationalists or Republicans, all are treated 
with the same care. 

This hospital in the danger zone has saved 
innumerable lives and alleviated untold suffering ; 
but instruments and equipment wear out with use, 
and the need for medical stores increases as the toll 
of war becomes greater. We earnestly appeal 
to your readers to send us gifts of new and second- 
hand instruments, or donations with which we can 
buy those most needed. All donations in money or 
in kind should be sent to the Bishop’s Committee 
for Spanish Distress, 38, Eccleston Square, London, 
S.W.1, and will be most gratefully acknowledged. 


I am, Sir, yours faithfully, 


CECIL PEREIRA, 


Chairman of Executive Committee, Bishops’ 
5 Coramittee forthe Relief of Spanish Distress. 
an. 31. 


“ .. A ‘nation’ is a society united by a common 
error as to its origin and a common dislike and contempt 
for its neighbaurs.”—The Very Rev. W. R. INGE, Evening 
Standard, Jan. 26, 1939, p. 7. 
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OBITUARY 


SIR ROBERT PHILIP 
M.D, EDIN., F.R.C.P., F.R.S.E. 


Sir Robert Philip, professor of tuberculosis in the 
University of Edinburgh and until lately chairman 
of the council of the National Association for the 
Prevention of Tuberculosis, died in Edinburgh on 
Jan. 25 at the age of 81. He was the first to translate 
_ the discoveries of Koch and Villemin and the teachings 
of Bodington, Brehmer and the other early advocates 
of fresh-air into a coérdinated system for the treat- 
ment of all forms and stages of tuberculosis. The 
‘“ Edinburgh system ” that he introduced has now 
been incorporated in anti-tuberculosis measures 
throughout the world. 

Robert William Philip was the son of the Rev. 
George Philip of Glasgow. He was educated at 
Edinburgh High School and 
Edinburgh University, taking 
his M.B. with honours in 1882. 
In 1887 he won the university 
gold medal for his M.D. thesis 
on the etiology of phthisis, and 
in the same year he took 
charge of the new Victoria 
Dispensary for Consumption 
and Diseases of the Chest in 
Bank Street, Edinburgh. This 
dispensary marked the first 
organised attempt to detect 
tuberculosis in its earliest stages 
and to check its spread by 
educating patients and con- 
tacts in preventive measures. 
Philip came at an opportune 
time. The medical world was 
just beginning to discard the 
hereditary theory and to realise 
the true etiology of the disease. 
Sanatoria had been opened in 
Germany and elsewhere, and 
chest hospitals were springing 
up everywhere, so that in 
treatment also doctors were 
beginning to see light. It required someone who, like 
Philip, combined organising ability with a clear 
grasp of essential principles, to make full use of the 
new knowledge. The “‘ Edinburgh system ” gradually 
expanded, In 1894 the Royal Victoria Hospital was 
opened, in 1910 came the farm colony, and by 1913 
the departmental committee on tuberculosis was 
able to describe the full system as consisting of a 
dispensary, sanatorium, farm colony, tuberculosis 
school and hospital for advanced cases. In 1916 the 
organisation was taken over by the ‘‘ Tuberculosis 
Trust ” with Philip as adviser, and in 1917, when a 
chair of tuberculosis was provided in Edinburgh 
University, Philip was the obvious choice for the first 
professor. From its foundation in 1899 Philip was a 
member of the council of the Association for the 
Prevention of Tuberculosis, and in 1932 he became 
its chairman. For fourteen years he was curator of 
the research laboratory of the Royal College of 
Physicians of Edinburgh, and in 1918 he was president 
of the College. He had also been president of the 
British Medical Association, the Association of 
Physicians of Great Britain and Ireland, the Tuber- 
culosis Societies of Great Britain and of Scotland 
and the Medico-Chirurgical Society of Edinburgh, 
He received a knighthood in 1913, honorary degrees 
- were conferred on him by the Universities of Glasgow 


and Wales and he had received a multitude of dis- 
tinctions from universities and other bodies abroad. 
He was the author of many articles in the medical 
journals and textbooks, and published a volume of 
collected papers which ee an account of his 
early work in 1937. 

“ Sufficient notice has never been taken of Sir 
Robert Philip’s great teaching gifts,” writes Dr. A. 
Fergus Hewat. ‘Those of us who had the good 
fortune of close working association know how much 
sound teaching he gave to Edinburgh students and 
graduates during the past forty years or more. It 
is pleasant to recall the small extra-mural voluntary 
classes held in the Royal Victoria Dispensary in the 
early years of the century. My first visit to the Royal 
Victoria Hospital was as a student in 1906. It was 
on a Sunday morning, and a perfect clinical demonstra- 
tion was given of the essential 
features of the open-air cure. 
The executive centre in Edin- 
burgh, from which this treat- 
ment was carried out, was an 
Adam house in what were 
then the outskirts of the city, 
and in front of it was a circle 
of open-air shelters for patients. 
Out of such small beginnings 
developed the great organisa- 
tion of the Tuberculosis Trust. 
Philip’s clarity of vision and 
singleness of purpose were an 
inspiration to all his colleagues. 
Meticulous in detail and un- 
flurried in face of unexpected 
happenings, he never spared 
himself, and he expected an 
equally high standard of effort 
from his assistants. As a 
general physician in the wards 
of the Royal Infirmary he 
showed his sterling qualities 
as a clinical lecturer, and we 
marvelled at his ability to find 
time, amidst all his specialised 
work, to carry on the duties of a chief for his full 
term of fifteen years. 

“ Philip had the great gift of a clear business head, 
and no-one was more competent to conduct a medical 
meeting. His masterly handling of the preparations 
for the meeting of the British Medical Association in 
Edinburgh in 1927 was an education in business 
methods, and the success of the meeting was largely | 
due to his inspiration and arduous work. No detail 
was too small for his notice; and inexperienced but 
ardent secretaries soon learned that time was gained, 
not lost, by referring even what seemed unimportant 
points to the president-elect, He was a great advocate 
of orderly procedure, and nothing offended him more 
than looseness of thought and lack of precision in 
detail. He was punctilious to a fault in his attendance 
at his university classes: many a nine o’clock lecture 
he delivered after a night journey from London, and 
this long after he had reached the age of seventy. 
He was a strict disciplinarian. At times his assistants 
became downhearted when their efforts seemed to 
give little or no satisfaction; but they well knew 
that he upheld them loyally and energetically when 
their progress was at stake, and many must now 
bless his whole-hearted support. Many who had the 
privilege of meeting Sir Robert in his own home 
will remember his gracious hospitality. He never 
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spared himself in entertaining medical visitors to 
. Edinburgh from any part of the Empire or from 
foreign countries. Like many arduous workers, he 
appreciated the value of holidays, most of which he 
spent abroad, usually at his beloved Pontresina. He 
practised on holiday what he preached—the simple 
life in the freshest of pure air.” 

Sir Robert Philip married twice. His first wife, 
who died in 1937, was Elizabeth, the daughter of 
John Fenton Motherwell of co. Sligo. Last year he 
married Edith, daughter of Joseph M’Gaw of New 
South Wales. He had no children. 


Dr. Halliday Sutherland writes : 


The death of Sir Robert Philip, my friend and 
teacher, marks the end of an epoch in the history 
of tuberculosis, an epoch which began with the 
discovery of the bacillus of Koch in 1882. For at least 
a decade after that discovery many distinguished 
physicians maintained that the tubercle bacillus was 
not the cause but merely a harmless concomitant 
of the disease. Yet a young Edinburgh graduate, 
R. W. Philip, went to Berlin, studied under Koch, 
and in 1883 returned to Edinburgh with the intention 
of devoting special attention to tuberculosis. On 
hearing this the professor of medicine at Edinburgh 
remarked, ‘‘ Don’t think of such a thing. Phthisis 
is worn to a thin thread. The subject is exhausted.” 

None of us know the power of conservatism and 
inertia until we have experienced opposition to our 
plans, but today it is difficult and yet encouraging 
to realise that those of Philip’s ideas, which are now 
accepted as a matter of course, were generally opposed 
when first mooted. In 1887 at Lauriston Place, 
Edinburgh, he founded the first tuberculosis dis- 
pensary in the world, because he recognised that for 
every diagnosed case of open tuberculosis there must 
be many clinically infected contacts who could only 
be discovered by routine examination in a “ march- 
past ” at the patient’s home. His plan was opposed 
by the hospitals, though no-one would now contend 
that this work could be done in a general outpatients’ 
department. Not until 1890 did Calmette establish 
a similar dispensary at Lille, and not until 1909 was 
the first tuberculosis dispensary opened in London 
—by the charitable enterprise of Miss Edith M’Gaw, 
now Sir Robert’s widow. 

The same fate attended Philip’s proposal that 
tuberculosis should be added to the list of notifiable 
diseases. At a meeting of the Edinburgh Health 
Society in 1890, in the course of a lecture on consump- 
tion, he said, ‘‘ Tonight I should press strongly for 
the inclusion of consumptive cases in such compulsory 
returns.” 
doctors, but sixteen years later on March 10, 1906, 
the Local Government Board for Scotland announced 
that ‘“‘ pulmonary phthisis is an infectious disease 
within the meaning of the Public Health (Scotland) 
Act of 1897.” 

From his experience at the dispensary, Philip 
realised the protean nature of tuberculosis and the 
need of various coérdinate institutions to deal with 
different types of cases ; and so around the dispensary 
there grew the sanatorium, the farm colony, the open- 
air school and the hospital for advanced cases. The 
Edinburgh System spread throughout the world, 
and in 1911 “ The Control and Eradication of Tuber- 
culosis: a Series of International Studies ” written 
by thirty-two of his pupils and friends in the Empire, 
Europe and America, testified to the results of this 
well-directed codrdinated campaign. 

In clinical medicine his contributions to present 
knowledge have been as great as in public health. 
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To him more than to any other do we owe the passing 
of the old conception of pulmonary tuberculosis 
as a localised disease called phthisis, and the advent 
of the modern conception of tuberculosis as a systemic 
infection with visceral lesions which may occur in 
any part of the body. Of tuberculin he said ‘‘ there 
has grown and remained with me the conviction, which 
is ever ripening, that in tuberculin we have a remedy 
of first importance in the treatment of tuberculosis. 
The cases treated have been very numerous, and of 


varying kinds and types. The net result, is a decisive . 


verdict in favour of tuberculin.” Those words were 
spoken thirty years ago, but the value of tuberculin 
in diagnosis and in treatment has not yet been 
generally recognised. 

Sir Robert Philip had the satisfaction, denied to 
many a pioneer, of seeing his ideas adopted throughout 
the world during his lifetime. The prophet in this 
case was not without honour in his own country, but 
it is right to add that he was more honoured abroad. 
By his personality and enthusiasm he had the gift 
of attracting around him younger workers whose 
services to the “ cause ” and loyalty to himself gave 
him great pleasure. In 1913 he was knighted, and 
this I think, in view of the world-wide and enduring 
significance of his work, was the minimum recognition 
that could have been made for his services to medicine. 

Sir Robert died at the age of 81, his faculties 
unimpaired to the last, and although ordered complete 
rest by his doctors he sent me on Jan. 5 a letter as 
typically ‘“‘Philipian ” as any that his old pupils 
rejoiced to receive. He was a scholar of wide culture 
in literature, of great charm in manner, a good linguist, 
an ideal host, a loyal friend, and I hold memories of 
many happy days and evenings in his company in 
Edinburgh, London, Paris and Rome. I shall close 
with a reminiscence that recalls his kindness to 
patients. This happened in 1910 when I became 
resident physician at the Royal Victoria Hospital, 
Edinburgh. 

In handing over the cases my predecessor, Aubrey 
Hewat, entreated me about one: “‘She’s a lovely kid. 
Of course, she’s rather far advanced, but if the Chief 
suggests sending her out, try to keep her. Matron will 
back you up.” 

At the end of a week Dr. Philip mentioned the case, 
and slowly shook his head. ‘“‘ She’s been here a long time 
and is not doing well. The sanatorium is for curable cases, 
and there is accommodation at Colinton for the more 
advanced cases.” 

“ I thought she was a little better this week, sir, and it 
would break her heart to leave.” 

‘“ It is curious that your predecessor said almost the 
same thing six months ago. Is she a legacy passed from 
one resident to another? Not that I do not appreciate 
these feelings, but—well, let us see what we can do for her.” 


Ave atque vale. 


PROF. VALDEMAR BIE died suddenly on Jan. 2 
at the age of 66. As director of the Blegdam’s Fever 
Hospital in Denmark he attracted much attention at 
home and abroad by advocating massive dosage of 
antitoxin in the treatment of diphtheria. Hé also 
made important contributions to the study of per- 
nicious anemia, tuberculosis and nephritis. He 
was editor of Ugeskrift for Laeger for many years, 
and also of certain important works of reference. 


ST. GEORGEH’s HOSPITAL, LONDON. —Fifty sets of 
plans for the new building of St. George’s Hospital 
have been submitted to the assessors, and the award 
is expected in a few weeks’ time. The plans will 


later be exhibited, not only at a private view, but also 


to the general public at a small charge. 
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IRELAND 
(FROM OUR OWN CORRESPONDENT) 


STATISTICS OF NATIONAL HEALTH INSURANCE 


IN a paper read before the Statistical and Social 
Inquiry Society of Ireland on Jan. 27, Mr. R. 
Ó Brolcháin, an official of the National Health 
Insurance Society, gave the results of a study of the 
statistics of that society for the year 1935. It is the 
first study of figures relating to national health 
Insurance which has been published in Ireland. 
Mr. Ó Brolcháin pointed out the limitations which 
must be kept in mind as regards the accuracy of the 
materials on which the statistics were based. The 


national health insurance scheme in Ireland is unique . 


in that it does not provide any medical attendance 
for insured persons. It is a system for the payment 
of cash benefits only, the entitlement to benefit 
being incapability for work by reason of some specific 
disease or bodily or mental disablement. The usual 
evidence of incapacity supplied is a medical certificate 
signed by the member’s medical attendant. It is 
clear, therefore, that the precise diagnosis of the cause 
of the incapacity is not of essential importance in 
the filling of the medical certificate, and the diagnosis 
is usually provisional. It was these certificates 
which provided Mr. Ó Brolchdin’s material, and 
caution is necessary in regarding conclusions based 
thereon as accurately representing the incidence of 
the several diseases among the members of the society. 
Allowing for this degree of uncertainty, nevertheless 
Mr. Ó Brolchdin’s deductions are informative. 

In the year 1935 there were approximately 500,000 
insured persons in the area of the Irish Free State. 
Of these 335,409 were men, 31,322 were single women 
and 5945 married women. The average duration of 
claim was almost identical among men and single 
women, but nearly 50 per cent. higher in married 
women. The number of claims made showed greater 
variation, being during the year 17:78 per 100 insured 
men, 22-85 for single women, and 44:23 for married 
women. No explanation has been found for this 
high incidence of illness among married women. 
The incidence of the several diseases at different age- 
‘periods is much what might have been expected. 
** Rheumatism ” stands high as a cause of incapacity, 
with a notable increase after middle life. In the early 
years of insured life (age 16-20) microbic fevers 
(principally catarrh and influenza) take first place 
among men; in the next age-group tuberculosis 
takes first place and remains the principal cause of 
incapacity among men up to the age of 40. On the 
other hand cardiac disease is a relatively rare cause 
of incapacity until the age of 40 is passed. Among 
women at all ages from 16 to 60 “‘anemia”’ holds one 
of the highest places as a certified cause of incapacity. 
This is in itself remarkable in view of the relative 
disappearance of chlorosis in the last thirty years. 

Mr. Ó Brolcháin notices a certain degree of 
correlation between the death-rates in certain areas 
and the incidence of incapacity. The counties with 
a favourable record are the counties of Dublin and 
Kildare and the counties along the western coast 
from Donegal to Kerry, while the eastern coast 
counties and the midlands have unfavourable records. 
He adds some information bearing on the occupa- 
tional incidence of certain diseases, Anemia has a 
high incidence among domestic servants; agri- 
cultural labourers are specially liable to rheumatism 
and heart disease ; railway workers are more liable 
to microbic diseases (catarrhal) than any other 


class of workers, but are remarkably free from 
tuberculosis. Road transport workers appear to be 
specially subject to digestive disorders, an observation 
which has been made also in other countries. Com- 
mercial and clerical workers are prone to mental 
disease and tuberculosis, but relatively free from 
heart disease and rheumatism. 

Mr. Ó Brolch4in’s study is pioneer work as far as 
Ireland is concerned, and it is satisfactory to see 
that officers of the National Health Insurance Society 
are devoting themselves to fundamental investigations 
of such a kind. 


SWITZERLAND 
(FROM OUR OWN CORRESPONDENT) 


A DIETETIC PIONEER 


Dr. Max Bircher-Benner, who died in Zürich on 
Jan. 23 at the age of 71, was born in the town of 
Aarau and sprang from an old stock of Aargovian 
farmers, Despite great economic difficulties he 
studied medicine at Zürich and Berlin and after 
qualification became a general practitioner in Zürich. 
He soon began to be interested in problems of nutri- - 
tion, and his own speedy recovery from jaundice 
on a diet of fresh apples led to his advocacy of a diet 
in which fresh fruit played a great part. He was 
convinced that cooking deprived vegetables and 
fruit of their most valuable constituents, but here 
he came into opposition with the theories generally 
accepted in the late ’nineties. He remained firm in 
his convictions in spite of criticism. 

Much that Bircher-Benner said and did thirty or 
forty years ago has become common-place in the 
dietetics of today, and the discovery of vitamins 
has placed his therapeutics on a firm theoretical 
basis. His private clinic in Zürich, to which he gave 
the name of “Lebendige Kraft” (living force) 
drew patients from all over the world to seek recovery 
by vegetarianism. Dr. Bircher-Benner was himself 
an excellent cook and designed most of the vegetarian 
meals which are now served in continental restaurants, 
Lecture tours and his periodical ‘‘ Der Wendepunkt 
im Leben und im Leiden ” spread his gospel widely. 
Both in his speech and his writings he proved himself 
a sound psychologist with a deep understanding of 
humanity. 


PARLIAMENT 


NOTES ON CURRENT TOPICS 
Reassembly after Christmas Recess 


THE House of Commons reassembled on Tuesday, 
Jan. 31, after the Christmas recess. The House of 
Lords will resume its sitting on Tuesday, Feb. 7. 


QUESTION TIME 
TUESDAY, JAN. 31 
Government and Milk Legislation 
Mr. THomas WILLIAMS asked the Minister of Agriculture 
when it was proposed to proceed with the Milk Industry 
Bill.—Mr. RamssotTHaM (Minister of Pensions) replied : 
The Milk Industry Bill is being withdrawn, and new 
legislation will be introduced in due course, details of 
which it is not yet possible to announce. 


Radium Trust and Commission Charter 

Sir FRANCIS FREMANTLE asked the Minister of Health 
if he would state his proposals for the revision of the 
royal charter of the Radium Trust and Commission in 
respect of their powers and _ personnel.—Mr. ELLIOT 
replied : Iam not yet in a position to make a statement on 
this matter, but I will communicate with my hon. and 
gallant friend as soon as possible. 
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MEDICAL NEWS 


University of Oxford 

Prof. G. R. Girdlestone has offered his resignation as 
Nuffield professor of orthopedic surgery to the hebdomadal 
council and the Nuffield Committee. It is understood 
that he feels unable to devote as much time as he would 
wish to the duties of the chair. 

The Rockefeller Foundation has offered to give £600 
in 1939 for scientific apparatus, laboratory supplies, and 
technical assistance to the department of pharmacology, 
and for current expenses of investigations on the hormones 
and on the central nervous system. 


Royal College of Physicians of London 
At a meeting of the college held on Jan. 26, with Dr. 


Robert Hutchison, the president, in the chair, Sir Arthur . 


Hall was elected to represent the college on the court of 
governors of Sheffield University, Dr. H. C. Cameron on 
the Child Guidance Council, and Dr. F. G. Chandler and 
Dr. Geoffrey Marshall on the consultants’ board of the 
British Medical Association. 

The following candidates having satisfied the censors’ 
board were admitted members of the college :— 


Hassan Radwan Ahmed Abu-Khatwa, M.D. Cairo, Beryl 
Emily Barsby, M.B. Lond., Geoffrey Walter Boden, L. ’R.C. P., 
John Hilary Gopb M.B. Lond., John 
Camb., Helen Easdale Dimsdale, M.B. Camb., L.R.C.P., Hassan 
Moustfa Seif El Nasr, M.B.Cairo, John Duncan Hay, M.D. 
Lpool, M.B.Camb., Surg.Lieut. John Morley Beare R.N. 
L.R.C-P., Wiliam Murray Honeyman, M.B. St. Richard 
Francis Jarrett, M.B.Camb., Adrian Charles RAIA, M.B. 
Lond., Albert n Weinfiold Lapin, M.D. McGill, Arthur Leese 
L.R.C.P., Dorry Loutty, M.B. Cairo, Neil Baird 
McGillivray, te Toronto, Kelman Jacob Mann, M.B. Lond., 
Nicholas Henry Martin “MB. Oxfd, Harry Kirby Meller, M.B. 
Camb., Jeremiah Noah Morris, L.R.C.P., Basil Gerald Parsons- 
Smith, L.R.O.P., Richard eeu Perkins, M.B. Sydney, Edward 
Gregson Grant "Rh ind, 


Licences to practise were éontored upon 205 candidates 
(179 men and 26 women) who have passed the final 
examination in medicine, surgery and midwifery of the 
conjoint board and have complied with the by-laws of the 
college. The following are the names and medical schools 
of the successful candidates :— 


D. J . A. Alban-Jones, Guy’ 8; Edith M. M. Alexander, 
Birm.; F. I. C. Apted, St. Thos. ; N. H. Ashton, Westminster ; 
N. B. 'Atkin, Gamb. and Middlesex ; Ailsa Bannerman, Roy. 
Free ; Diana E. Barbour, King’s Coll. J. D. M. Barton, 
_ St. Thos.; J. R. Belcher, St. Thos. ; ; E. E. Bentley, Charing 
hag Anna M. Berry, Univ. Coll.; T.P. eee a Bart.’s ; 

M. Brand, Manch.; A. E. Brewer, Re Mary’s ; Brewer, 
ardit ; M. 'P. Browne, Middlesex ; > R. Caderwoda: Univ. 
Coll. ; D. — Campbell, St. Bart.’s ; A M. M. Carr Roy. 
Free : R. N. Cates, St. Bart.’s ; F. E. de W. Cayley, Middlesex ; 
Anna W Chacko, Madras and West Lond.; R. G. Chapman 
Guy’s; T. H. W. Clarke, St. Bart.’s; A. G. H. Clay, Camb. and 
St. Thos. ; M. J. Cole, St. Bart. Bi: H. J. Cornelius, St. Thos. ; 
E. R. T. Crabb, St. Par: 8; L. Crabtree, King’s Coll. ; 
G. P. Crean, St. Thos. ; C. Ourwood, Birm.; P. J. Cutler, 
Univ. Coll. ; M. A. Dave, King’ 8 Coll. ; I. R. Davies, St. Bart.’s ; 
E. M. E. Decottignies, ’s Coll. ; J. E. Dickson, Middlesex ; 
Dean Dunbar, Leeds ; Dunn, St. Bart.’s ; É. S. Elliott, 
Oxfd and St. Thos. ; R. Q. Evans, King’s Coll. ; Bernard 
Peiroun, Middlesex ; Thomas Faulkner, Camb. and St. Bart.’s ; ; 
= D. A. Ferguson, Univ. Coll. ; Philip Firstenberg, Univ. Coll. 
L. R. Flowers, St. Mary’s; . Ford Univ. Coll. ; Paul 
Forgacs, Guy’s; E. L. Frankel, St. George’s ; Abraham 
Freedman, London; Barnett Freedman, Middlesex; J. Mə 
French, Guy’s; B. A. Furniss, London ; ; Oliver Garrod, St. 
Bart.’s ; Hyman Glatston, St. Bart.’s ; Hanns-Martin Goldberg, 
Univ. Co J. A. S. Green, St. Thos.; Harry Greenburgh, 
a a E. Greenwood, Guy’s; T. B. Griffiths, Ye : 

Gane, St. Bart.’s ; ; 'Phæœbe H. Guy, Birm.; G. L. Haine, 
St. Mary’s; Joan M. E. Hannaford, Camb. and Roy. Free ; 
Kathleen M. Harding, King’ A Son Anthony Hargreaves, 
Camb. and Univ. cu W. “Harrison, Guy’s; A. B. 
Hassan, Singapore ; "A. Henslett Camb. and St. George’s ; 
Joan F. Heffernan Bor Free ; W. M. R. Henderson, St. 
Thos.; B. L. Heydon Camb. and St. Thos. ; T. L. Hilliard, 
Westminster: Holmes, Manch.: R. Horton, Guy’s; 
A.C. C. H Niches, Cane. and "Guy’s; b. W. Ent dlesex ; 
T. B. Hutton, Camb. and St. Thos.; W. H. Hylton, Leeds ; 

J. H. Iles, London ; ; Yehezkel rhonitzii, London; ©. A 
an. St. Bart.’s; W. H. James Westminster ; i 
Jarman, Cardif; M. A. K. Javid, Univ. Coll.; E. M. K. 
Jellicoe Middlesex ; D. A. H. Johnson, Guy’s: R. G. H. 
Jones, Univ. Coll.; Cyril Joseph, London ; D. N. Kelsey, 
St. Bart.’ s; J. A. Kennedy, Univ. Coll.; J. J. Kennedy, St. 
Thos.; P. J. M. Kent, Guy’s; C. W. Kesson, Guy’s; P. D.O. 
Kinmont, King’s Coll. ; Harry Kopelman, St. George’s ; Herold 
Kyng, Univ. Coll. ; Harold Lo Vay, Westminster ; ; 0O. G. Lane, 


Wenman Crofton, M. B. , 


Guy’s ; Joan V. Tere Univ: Goll.: R. F. Lawrence, Leeds ; 
R. S. Lawrie, Middlesex ; A. Lee, Guy’s; H. W. Lees 
St. guya M. M. Leigh, Maney: W. S. Lewin, Univ. Coll. ; 
D. C. Light, Guy’s; R. G. Linton , Edin Percy Louis, Univ. 
J oan E. Mackworth, Brist. ; S. MacLean, C Cam . and 
duya: ; N. L. McNeil, Guy’s ; L. M. Mian Middl 
Mansell, Univ. Coll. ; M. L. Mason, St. Bart. ’'s; J. B.L. 
Lucknow ; E. B. Meyrick, Univ. gons Udipi Mohan Rao, 
Madras; Brendan Moore, London ; RL ’ Moore, prie Rosie 
Morris, Roy. Free: K. D. Mo ynagh, S $ S. Murley, 
St. Bart.’s; P. w. Nathan, Middlesex ; ; O. 5 dh 
wees Jean C. Nelson, Univ. Coll.; C. M. N 
a ae D N. . Oatway, Camb. and St. Thos. ; 
o Pe 
R. F. Parite Guy’s; F. R. PA b. 
. Free ; 
W. Perrott, St. Bart.’s ; Pi D. B. 
Catherine F. Pimm, Univ. Coll.; F. W. Pone Ch 
G. J. Potts, Charing Cross ; T. M. L. Pri 
Pulley, Charing Cross; ©. E 
Quinnell, Guy’s ; R 
Davies, London ; C. H. J. West- 
R. ard, West- 
E §, Robinson; 
ers, "8; ; 
C. J. Rooke Camb. „and Sat ence: Jack aoe ne ‘King’s Coll. ; 


y. Free ; 

J. K. Salmon, ‘St. Bart, 8; S. Bavidge, “St. Barta? ; Eva G. 
Shorting, Roy. breo i T I. F. 
Camb. and i Barbara : N: D. Smith, Leadon ; W. E. 
SIROL. St. Mary’s; E. P. S. Snell, Oxtd aad St. Thos. ; 
G. F. A. Somerset, camp. and Univ. Coll. ; T. D. Spencer, 
Charing gross i : W. E. Spring, Melb. David Stafford-Clark, 
Guy’s ; B . Ġ. Stanley, Ri. Mary’s ; W. M. Ste hens, King’s 
Coll. ; ; cn "Stoker, St. Bart.’s ; Mee M. Strange, Roy. 
. D. Swinstead, 


Coll. ; : we arin St. Bart.’s ; E “ag, Noval D. Thomas, Roy. 
Free; W. O. Thomas, Middlesex ; >, J. R. Thomi son St. 
Bart.’s; P. G. Todd, St. Thos. ; M. A. Tombuk, L ; R. D. 
Tonkin, St. George’ ‘3; Susan M. Tracy, Roy. G. 
oop g col H.J J. Voss, Guy’s ; A. F. wa, King's 
Coll. ; P. M. Westminster ; 


Ward 

irae St. Part 8: E B. 

Wild, King’s Coll. ; cae Wi. Wilkinson: St. See B ó G. 

Williams, St. Bart.’s; C. P. W jams, Z wih 

Guy’ 8; É. H. Williams, St. Bart.’s ; A. E. Wion Er NAb ne: 
. R. Wilson, St. Thos. ; Hisie N. K. Wilson, Univ. Coll. : 

x Winkleman, St. George’ 8; Hermann Wolfs peonD Univ. 

Go: „Winifred Wynne, Birm.; and N. A. Young, 

8 


Diplomas were granted, jointly with the Royal College 
of Surgeons, to the following candidates :— 


a a n, a O. a Br Pein H. gapel, Annys M. 


Cusack, P. M. Davies, J Harper, 
E. A. Hoare, R. R. Lea i J. Linehan, T Lee dani 
H. G. G. Robertson, J. B. L. Tombleson, D 'H. Waldron and 
u T: T & H.—M. G. Hyder, Ian MacKay and Sachindranath 
ukhe 
D.4.—Joseph Adams, Hazel R. B. Alison, D Belfrage, 
ae bes T. noe lis, A. P. L. Cogswell, W. L. Golau dun. Joan 
er, E. A. Critien, Charles Cunningham, } Frank De Netto 


©. Faraker, G. L. Eney 
T F. Hall, K. McK. Heard dW. Heney, J. 
Hotten, J. S. Hudson, a L. ae yor = Ro 
Johnston, H. A. Kelly y, A 7n hee, W ; 
art, Hdward Moir, R. H. 


Moore, Sb Pa ents B.L T. AE ae F.L L goth F Annie F. P. 
ans, enton yan, E co essell, 
E. H. Watts, Wey’ Marion K. a and J. D. 


Young; and oe aok candidates named AN ths oe of nue 
mecling of the Royal College of Surgeons in the Lancet of 

Diplomas in psychological medicine and in laryngology 
and otology were also granted to those candidates named 
in the report of the meeting of the Royal College of 
Surgeons in our issue of Jan. 21, 


British Institute of Philosophy 


An address on the permanent significance of Hume’s 
philosophy will be given by Prof. H. H. Price at University 
College, Gower Street, London, W.C.1, at 8.15 P.m. on 
Tuesday, Feb. 14. Cards of admission may be had from 
the director of studies at 14, Gordon Square, W.C.1. 


Hospital Conference 


A conference was held at the Ministry of Health on 
Jan. 27 under the chairmanship of Sir George Chrystal, 
to consider questions affecting the voluntary hospitals 
in London. The conference took place at the suggestion 
of the King Edward Hospital Fund and the voluntary 
hospitals committee for the County of London. The 
London County Council and London University also 
sent representatives. 


THE LANCET] 


University of London 

Dr. John McMichael has been appointed to the university 
readership in medicine at the British Postgraduate Medical 
School. Mr. W. T. J. Morgan, D.Sc., has been appointed 
to the university readership in biochemistry at the Lister 
Institute of Preventive Medicine. 


Dr. McMichael is 34 years of age. He was educated at 
Kirkcudbright Academy and in the University of Edinburgh 
where he was designated the most distinguished graduate of 
the year in 1927. After holding house appointments at the 
Raya. ry, Edinburgh, and at Paddington Green Children’s 
Hospital, London, he returned to Edinburgh University in 1929 
as Goodsir fellow to work in the departments of pathology and 
surgery. In 1930 he became M.R.C.P.E., and for the next four 
years he held a Beit tellow ehig, working first as assistant to the 
professor of medicine in the 
as clinical assistant to Dr. J. W. McNee at University College 
Hospital, London, with whom he made a special study of the 
splenic anæmias. In 1934 he was appointed lec Tin human 
p ysiology in the University of Edinburgh, and since 1936 he 

as been Johnston and Lawrence research fellow of the Royal 
Society and extra hon. assistant physician at the Royal 
Infirmary, Edinburgh. He was awarded the gold medal for 
his M.D. thesis in 1933 and was elected F.R.S.E. in 1936. 
Besides his work on the splenic anseemias Dr. McMichael has 
published papers on portal and hepatic circulation and on 
cardiac output in man. 

Dr. Morgan, who is 38, studied at East London College (now 
Queen Mary College) and obtained his B.Sc. degree with 
honours in chemistry in 1922. While holding a post as a 
research chemist he began to study physiology at University 
cone and in 1925 he was elected to a Grocers’ Compan 
researc 
his Ph.D. in biochemistry. the same year he was awarded 
@ Beit research fellowship and elected a fellow of the Institute 
of Chemistry. Since 1929 he has been biochemist and first 
assistant in the serum department of the Lister Institute at 
Elstree, In 1937 he was awarded a Rockefeller fellowship 
and spent a year in Zürich working under Prof. T. Reichstein 
Last year he Obtained his D.Sc. degree. He has done important 
work on the chemistry of bacterial antigens. 


The William Julius Mickle fellowship for 1939 has 
been awarded to Prof. G. S. Wilson and Mr. P. G. Scott 
has been reappointed for a third year to the Geoffrey E. 
Duveen travelling studentship in otorhinolaryngology. 

Prof. E. R. Flint will give two lectures on pre- and post- 
operative management of surgical cases at St. Bartholo- 
mew’s Hospital medical college on Feb. 16 and 17, at 
5.30 p.m. Admission will be without ticket. 


Royal College of Obstetricians and Gynzcologists 


A meeting of the council was held on Jan. 28, with 
Prof. W. Fletcher Shaw, the president, in the chair. The 
following were elected to the membership : 

Paul Cowell Barkla, Edinburgh ; Anthony Charles, London ; 
Stanley George Clayton, London; Stanley George Cumming 
New Zealand; Jackson Cooper Cuthbert, Sunderland ; David 
Alfred Davies, London; Molly Devenish-Meares, London ; 
Alice Eleanora Dickie, London ; James Edmett Giesen, London ; 
Charles McTaggart Hopkins, Australia; Norman Kenneth 
Bernard Kimbell, London; Owen Vaughan Jones, Bangor ; 
Arthur William Lawler, Canada; George Panton Milne, 
Aberdeen ; Margaret Moore-White, London; Angus Johnston 
Murray, Australia; Edward Lawford Nicolson, Sheffield ; 
Heriot Roland, Australia; Albertus Wynand Louw, South 
Africa; Thomas Frederick Rose, Australia; Sophie Schiller, 
South Africa; James Smibert, Australia; James Kenneth 
Sutherland, Edinburgh ; and Eileen Mary Whapham, London. 


The president was appointed to represent the college 
on the British Medical Association’s central emergency 
committee, and Dr. T. Watts Eden was reappointed 
representative on the consultants’ board of the association ; 
Mr. J. P. Hedley was appointed representative on the 
council of the British Health Resorts Association and 
Mr. Aleck Bourne hon. curator of the college museum. 


Inns of Court 


„On Jan, 26 Dr. F. J. H. Crawford and Dr. M. C. Breese 
(Middle Temple) were called to the bar. 


Marriage Guidance Council 

On Feb. 2 at the Kingsway Hall, London, W.C.2, 
Dr. E. F. Griffith gave the first of four weekly lectures 
arranged by the council. He spoke on the physical factors 
of sex and life, and on Feb, 9 Dr. J. A. Hadfield will deal 
with the psychological factors. On Feb. 16 Dr. Gilbert 
Russell will speak on sex problems of today, and on 
Feb. 23 Dr. Helena Wright will explain how to make a 
good job of marriage. Tickets for these lectures may be 
had from the secretary of the council, Brickfield, Harrow- 
on-the-Hill, or at the door of the hall. 


MEDICAL NEWS 


niversity of Aberdeen, and later. 


y 
studentship at the Lister Institute. In 1927 he obtained 
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Society for the Protection of Science and Learning 


A public meeting is being held by this society on Monday, 
Feb. 6, at 8.15 p.m. at University College, London, W.C.1, 
to launch a national appeal for funds for the work being 
done on behalf of academic refugees. The speakers will 
include Sir. Samuel Hoare, Lord Reading and Sir Peter 
Chalmers Mitchell, F.R.S. Further information may be had . 
from the secretary of the society, 6, Gordon Square, W.C.1. 


Dentists and National Service . 


A Dental Emergency Committee which has been set up 
by the Minister of Health in conjunction with the dental 
organisations has arranged for the establishment of a 
register of dentists willing to volunteer for national service 
in war-time, This register is being compiled on the basis 
of replies made by dentists to a questionnaire which has 
already been circulated to them. Those who have already 
completed and returned this questionnaire need not take 
any further action. Those who have not yet done so are 
asked to return it at once. 


Medical Press and Circular Centenary Dinner 

Mr. Cecil Wakeley presided over a representative 
gathering at Claridge’s Hotel on Jan. 25 to celebrate the 
centenary of the Medical Press and Circular. Lord Horder, 
proposing the principal toast, said they were gathered to 
pay tribute to a journal whose aim it had been, in the 
words of Prof. R. J. Rowlette its biographer, to interest 
the general practitioner, to keep him informed on the 
progress of medical knowledge, to protect his interests 
and to maintain the honour of the profession. Drawing 
freely on Prof. Rowlette’s book he recalled the conditions 
in medicine at the time when the Medical Press first saw 
the light and when its first editor, Dr. Arthur Jacob—a 
man of dynamic character and- boundless energy—had his 
finger in almost every medical pie which was cooked in 
Dublin. Jacob saw the need of organisation in the 
medical profession and the need also of developing and 
maintaining an ethical standard, and his journal played a 
conspicuous part in the foundation of the Irish Medical 
Association. His son who carried the same burden for 
another forty years achieved many reforms of a medico- 
political kind. Lord Horder concluded with an appre- 
ciation of the amazing energy of the present editor, con- 
gratulating him, his colleagues and his publishers and 
wishing them long and continued success. In reply Mr. 
Wakeley said it was through the medium of medical 
journals that knowledge gained by research was dis- 
seminated throughout the medical profession. Medicine 
had many branches and the specialist was as necessary in 
the various sections of medicine as in the other sciences. 
It was for the weekly medical journal to correlate the 
whole and give the general practitioner the opportunity of 
acquiring modern knowledge. Sir Humphry Rolleston 
proposed the other toast, that of Medical Journalism, 
throwing a gleam of light into the secrets of the editorial 
room. Editors were, he remarked, a modest race; they 
shunned the limelight but they had great experience and 
wide knowledge of human nature, as was shown by their 
dealings with contributors. They were merciful men too 
and they seldom recorded their reminiscences. If they 
did, what tales they could tell ; they might indeed, if they 
ever had a contributor who would not do what they 
wanted, take revenge upon him (he was sure no editor 
was ever revengeful) by printing his article exactly as it 
was sent in. Mr. Eric Pearce Gould, responding, took 
another angle. Whatever might or might not be gained 
by those who read the medical journals, there was, he 
said, no doubt as to their immense value to those who 
contributed to them, in learning to reduce their know- 
ledge to some extent at least to useful order. Medical 
journals had proved the testing place of many writers who 
had subsequently become prominent in the literature of 
our language. Mr. R. F. West, who also replied, hoped 
the day would come when someone would sit down and 
write the history of medical journalism. No man, he 
thought, could be a good editor or a good journalist unless 
he gave his best to his profession and derived pleasure 
from it. To him the celebration meant much because he 
was the great-grandson of the founder of the paper which 
would continue to serve the profession as well in the 
future as in the past. 
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University College Hospital 


Dr, E. L. Gwendolen Hilton has been arna to the 
honorary medical staff of this hospital as radiotherapist. 


Nursing in an Emergency 


The first meeting of the Central Emergency Committee ' 


. for the Nursing Profession was held on Jan. 30 at the 
Ministry of Health, under the chairmanship of Sir Malcolm 
Delevingne. The object the Government have in view in 
` compiling an emergency register is to ensure the provision 
and maintenance of a nursing reserve. The call to register 
is not addressed to those trained nurses (or nurses in 
training) who are at present actively employed in hospital, 
district or public health nursing; such nurses should, 


in the event of an emergency, continue in the work of’ 


national importance in which they are engaged. It is 
addressed to trained nurses engaged in work other than 
hospital, district or public health nursing, to trained 
nurses who have retired from active work or who are 
engaged in private nursing and to assistant nurses who 
are not employed in public institutions. Women who are 
willing to undertake a course of training as nursing 
auxiliaries in an emergency are advised to join the St. John 
Ambulance Brigade or the British Red Cross Society. If 
they do not wish to join one of these organisations they 
should send their names to the Central Emergency Com- 
mittee at Romney House, Marsham Street, London, 
S.W.1. 


New Maternity Unit at Bradford 


On Jan. 26 Sir Comyns Berkeley, chairman of the 
Central Midwives Board, opened a new maternity 
unit at St. Luke’s Hospital, Bradford. After paying 
tribute to the work of Dr. John Buchan as medical officer 


of health he recalled that in 1915 Bradford was the first, 


local authority to open a maternity hospital, that in the 
following year it was the first to engage municipal mid- 
wives, and that about this time it was also the first to 
institute a municipal general hospital, to which members 
of the honorary staff of the Bradford Royal Infirmary 
were appointed consultants. This was a remarkable 
example of municipal foresight. The new unit, he con- 
tinued, embodied two somewhat novel and important 
decisions : the first was that each patient after her confine- 
ment would be kept in a single-bedded room for a week, 
so as to prevent the possible spread of infection ; the second 
was that only those women who had attended the out- 
patient antenatal department regularly during their 
pregnancy would be admitted to the unit, the others being 
sent to the maternity wards of .the general hospital, 
or, if infected, to the fever hospital. In conclusion, 
Sir Comyns spoke of the necessity that midwives should 
not only be paid reasonable and appropriate salaries 
but also should receive the public recognition of their 
status which was their right. Until recent times the 
general public had failed to appreciate the very important 
contribution that midwives had made to the well-being 
of the community. The Midwives Act of 1936 was altering 
all this; the status of midwives had been raised, and 
they no longer felt that their prospects of remuneration 
and promotion to higher posts were inferior to those of 
other callings. But the community must realise that 
if it desired a maternity service as good as the best in 
any country it would have to pay the price. Such a 
service could not be obtained at bargain-basement prices. 
He believed that if the conditions of service were made 
sufficiently attractive there would be no lack of entrants. 
There were indeed indications that the improvements 
made in the midwifery profession would lead to animprove- 
ment in the general conditions of the nursing profession. 


Tort Index and Title-page to Vol. II, 1938, which 
was completed with the issue of Dec. 31, is now 
ready. A copy will be sent gratis to subscribers on 
receipt of a postcard addressed to the Manager of 
Tur Lancet, 7, Adam Street, Adelphi, W.C.2. Sub- 
scribers who have not already indicated their desire 
to receive Indexes regularly as PRpaened should do 
80 now. 


V acancies 


For further information refer to the advertisement columns 
Altrincham, Cheshire, St. Anne’s Hosp.—Res. surg. O., £200. 
Aylesbury, ” Bucks Mental Hosp., Stone. — Psychiatric” clinical 

assistantship 
Aylesbury, Royal Buckinghamshire Hosp.—Sen. res. M.O., at 
rate of £200. 
and Wessex Children’s Orthopedic Hosp., Combe Park.— 
.S., at rate of £120 
Hees popova Maternity Hosp. —Two res. M.O.’s, each at mere 


Birmingham, Erdi House.—Asst. res. M.O. ware 

Birmingham, Monyhull Colony.—Res. asst. M.O., 0. 

Bristol, Barrow Hosp. for Nervous and Mental Pie 
H P., at rate of £200. 

Bristol Eye Hosp.—Jun. H. S., at rate of £100. 

British Postgraduate Medical School, Ducane Road, W.12.—Two 
cas. O.’s, each at rate of £150. 

Cambridge, Addenbrooke’s Hosp.—H.S. and H.S. to gas depts., 
each at rate of £1 au: 


Memorial Hosp.—Cas. O. and H.S., at 


East End Maternity Hosp., 396, Commercial Road, E.1.—Res. 
obstet. M.O. and obstet. reg., £400. 
Ham Memorial Hosp., Shrewsbury Road, E.7.—H.P., at 
rate of £150. 
Exeter, Wonford House.—Asst. M.O., £350. 
Gloucester Royal Infirmary.—Asst. to radiological dept.» £5 P390; 
Golden nguare Throat, Nose, and Ear Hosp., 
Grimsby, and nd District Hosp.—Res. or alo ` officer, ‘at “ate 
o 
Halifax County Borough.—Asst. M.O.H -—maternity and child 
welfare, £500. 
Haywards Heath, The King Edward VII Memorial, Eliot Hosp.— 
Hon. surgeon. 
His Majesty’s Colonial Service.—Medical Officers. 
Hosp. for le Children, Great Ormond Street, W.C.1.—Res. med. 
asst. and clin. pathologist, £125. 
Hounslow Hosp., Middlesex. —Aneesthetist, £1 1s. per session. 
Huddersfield, St.  Luke’s Hosp.—Res. M.O., er 
Hull, Beverley Road Institution.—Asst. M. O., 
Hull City Mental Hosp., Willerby.—Second er 59i O., £500. 
Hull Royal Infirmary. —Second cas. O, at rate of £150. 
Uord, King George Hosp.—Hon. anesthetist. 
Inverness, Royal Northern Infirmary.—Two H.P.’s, each £100. 
Kendal, Westmoreland County Hosp.—H..S., at rate of £200. 
Kingston-upon-Thames Royal Borough. —Med. asst. to M.O. H., 


600. 
ii Royal Infirmary. —Two res. aneesthetists, each at rate 
oie Also H.P.’s, H.S.’s, and Cas. O. g. each at rate 
o 


- Leyton Borough.—Deputy M.O.H. and deputy | school M.O., £750. 


London County Council.—Ophthalmologist, £ 

London Hosp., E.1.—0lin. asst. in X-ray dat. 2100. 

London Jewish Hosp., Stepney Green, E. 1 .—Surg. reg., 60 guineas 

Manchester, Ancoats Hosp.—Two H.S.’s, each at rate of £100. 

Manchester, Crumpsall Hosp.—Res. asst. M. O., £200. 

Manchester, St. Mary’s Hosps.—Asst. res. obstetric officer for 
Whitworth Street Hosp., at rate of £100. 

Mansfield and District General Hosp.—H.S., at rate of £150. 

Middlesbrough, Education Committee. —Asst. schoo] M. O., £500. 

Middlesex County Council.—Third asst. M.O. for Middlesex 
Colony, Shenley, £365. 

Miller General Hosp., Greenwich Road, S.E.10.—H.P. and H.S. 
each at rate of £100. 

Mitcham, Cumberland House Hosp.—Res. asst. M.O., 8350. 

Northampton General Hosp.—Cas. O., H.S., and H.P., each at 
rate of £150. 

Norwich, Norfolk and Norwich Hosp.—H.S., £120. 

Nottingham City Council.—Temporary physician, £15 per week. 

Cua p CENON Diseases Hosp.—Asst. M.O.H. and res. M.O., 


£350 

Oswestry, ‘Robert Jones and Agnes Hunt Orthopedic Hosp.—H S., 
at rate of £200. 

Oxford University.—Graduate asst. in dept. of pathology at 
Radcliffe Infirmary, £251-—£300. 

Penshurst, Kent, Cassel Hosp. for Functional Nervous Disorders. 
Locum tenens, 8 guineas a week. 

Portsmouth, Royal Hosp. —H.P., at rate of £130. 

Portsmouth City——Res. M.O. at Infectious Diseases Hosp. 
and asst. M.O.H., £500. 

Prince of Wales’s General Hosp., N.15.—Jun. H.P. and two 
jun. H.S.’s, each at rate of £90. 

Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
Hon. radiologist for X ra ray and electro-therapeutical. dept. 

Queen Charlotte’s Maternity on? Marylebone Road, N.W.1.— 
Res. aneesth., at rate of £100. Res. anæsth. and dist. res. 
M.O., at rate of £90. Aloe. He res. M.O., at rate of £80. 

Rochdale Infirmary and Dispensary.—H.P., £150. 

Royal Air Force.—Commissions. 

Roya: Naval Dental Service.— Dental officers. 

Royal Naval Medical Service.—M.0.’s 

Royal one Hosp., Holloway, N. '1.—Obstet. H. S., at rate 


of £7 

St. gray Ae Hosp., E.C.1.—Helen Cave Memorial Scholar- 
8 

St. Helens County Borough.—Asst. M.O.H., £500. 

St. Pr TORD: , Lewisham, S.H.13. —Res. cas. O., at rate. 
o 
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St. Mary’s Hosp., W.2.—Res. anesthetist, at rate of £125. 
mahony General Infirmary, Wilts.—Two H.S. ’s, each at rate of 


Sheffield, Children’s Hosp.—Hon. ophtb. surgeon. Also H.P., 
at rate of £100. 

Sheffield Royal Hosp .— Vacancy on resident staff, at rate of £80. 

Southampton Children’s Hosp. and Dispensary ’ for Women.— 
Res. M.O., at rate of £150. 

Sutton and Cheam Hosp.—Jun. res. M.O., at rate of £150. 

Torquay, Torbay Hosp.—H.S., £175 

Wallingford, Berkshire Mental "Hosp. Deputy med. supt., £600. 
Also third asst. M. O., £350. 

Walsall General Hosp. —Cas. H. S., at rate of £150. 

Warwick, King E raaro VII Memorial Sanatorium, Hertford 
Hill —Jun. asst. M. O., at rate of £250. 

West Ham County Borough, Education Department.—Sen. school 
dental officer, £600. 

West London Hosp., Hammersmith Road, W.6 -—Res. surg. 
reg. and tutor, £225. 

We Riding of Y orkshire County Council, Public Health Labora- 

ory.—Asst. bacteriologist. £500 

E l PE a Royal Hosp.—Res. aneesthetist, at rate of £200. 

Woolwich and District War Memorial Hosp., Shooters Hill. 
S.E.18.—Hon. asst. surgeon and hon. asst. obstet. surgeon. 
Also H.S., at rate of £100. 


Medical Diary 


‘ Feb. 6 to Feb. 11 
SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
TUESDAY. 
Pathology. 8.15 for 8.30 P.M., laboratory meeting 


at University College Hospital medical school, University 
Street, Gower Street, W.C.1. 

Orthopedics. 8.30 P.M., Mr. H. A. T. Fairbank and 
Mr. Harry Platt: Congenital Dislocation of the Hip. 
Mr. D. N. Rocyn Jones will also speak. 

FRIDAY. 

Clinical Surgery. 4.45 P.M. (cases at 4 P.M.). Mr. J.E.H. 
Roberts: The Clinical and Surgical Aspects of Thoracic 
Neoplasms. Dr. Maurice Davidson, Mr. G. A. Mason 
and Dr. C. E. Lakin will also speak. . Dr. Hope Gosse : 
Primary Carcinoma of Lung. Mr. A. Tudor Edwards : 
1) Endothelioma of Lower Lobe, (2) Chondroma of Lung, 
3) Carcinoma of Bronchus, (4) Teratoma of Mediastinum. 

r. F. G. Chandler: (1) Ganglioneuroma in a Child with 
Extreme Paraplegia, (2) Mediastinal Teratoma in a Young 
Woman. Dr. A. L. Punch: (1) Meneneue Growth of 
Thymus, (2) Carcinoma of Lung. Mr. Zachary Cope: 
Large Intrathoracic Goitre. Mr. Cecil Jol: Intrathoracic 
Goitres. Dr. J. Browning Alexander: (1) Carcinoma 
of the Lung, (2) Malignant Intrathoracic Growth. Mr. C. 
Price-Thomas and Dr. W. Ernest Lloyd: (1) Carcinoma of 
the Lung 23} Years After Pneumonectomy, (2) Paratracheal 
Cyst. FO ea Chondroma Growing from the Chest 

Morlock: (1-2) Adenoma, (3) Fibro- 
Mele Mr. R. C. Brock : (1 and 2) Epidermoid and 
Dermoid Cysts of Mediastinum, (3) Ganglioneuroma of 
Superior Mediastinum. Dr. E. Boland : Thymoma Removed 
by Operation. Mr. P. Holmes Sellors : (1-3) Carcinoma 
of the Lung treated Operatively. Dr. Eric Hudson : 
Fibromatous Polyp of Bronchus. Dr. Lee Lander: Two 
Unusual Types of Growth. Dr. Philip Elman: (1) 
Mediastinal Dermoid Cyst, with Bronchiectasis, (2) Carci- 
noma of the Lung with Carcinomatous Abscess. 


Ophthalmology. 8.30 P.M. (cases at_8 P.M.). Mr. T. 
Pomfret Kilner and Prof. Joseph Imre (Budapest): Plastic 
Surgery in Kelation to the Eve. 

HARVEIAN SOCIETY OF LONDON. 
THURSDAY.—8.30 P.M. (26, Portland Place, W.1), clinical 
meeting. 
WEST KENT MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY.—8.45 P.M. (Miller General Hospital, Greenwich, 


S.B.10): Dr. Alastair Gunn: Some Recent Advances 
in Midwifery. 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
THURSDAY.—S.30 P.M. (11, Chandos Street, W.1), Mr. Claud 
Mullins: On Delinquency. 
BIOCHEMICAL SOCIETY. 
FRIDAY.—3.45 P.M. (Lister Institute, Chelsea Bridge Road, 
S.W.1), short communications and ‘demonstrations. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROLES COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 


MONDAY.—5 P.M., Mr. F. J. Sambrook Gowar: Tho post- 
operative Complications of Pulmonary Lobectomy. 

WEDNESDAY.—5 P.M., Mr. Ronald Edwards : Experimental 
Pneumonectomy and the Development of a Two- -stage 
Operation for the Removal of a Whole Lung. 

FRIDAY.—5 P.M., Mr. J. H. Mulvany: A Differentiation 
in the Mechanism, Symptomatology, Pathology and 
Treatment of Two Types of Exophthalmos Occurring in 
Association with Thyrotoxicosis. (Hunterian lectures.) 

UNIVERSITY OF LONDON. RON , 
MONDAY and WEDNFSDAY.—5 P.M. (University College, 
W.C.1), Prof. J. H. Burn: The Action of Drugs in 
Muscular Fatigue and as Circulatory Restoratives. 
TAVISTOCK CLINIC, Malet POr: W.C.1. 

MONDAY.— 4.30 P.M., Dr . V. Dicks: Hysteria 

THURSDAY.— 4.30 P.M., Dr. T. W. Mitchell : Puberty and 
Adolescence. 


a e POSTGRADUATE MEDICAL SCHOOL, Ducane 
0a 
WEDNESDAY. —Noon, ace and pathological conference 


ee 2 P.M., Dr.T. ren a Active Immunisation 
oe Ther veulce. "3 P.M., clinical and pathological con- 
ference (surgical). 4.30 P.M., Prof. E. C. Dodds : Hormones 
in Relation to Medicine and ‘Pathology. 
THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
Gomenetretion: 3.30 P. M., Mr. Eardley Holland : Cæsarean 
ection 


FRIDAY.—2 P.M., clinical? and pathological conference 
obstetrics and gynecology). ; P.M., . Watson- 
ones: Fracture Dislocations and Other Tignes of the 


Joints. 

Daily, 10 A.M. to 4 P. M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

ST. GRORGE’S HOSPITAL, S.W.1. 

THURSDAY.—5 P.M., Dr. E. T. O. Slater: 
demonstration. 


BOR TAN FOR SICK CHILDREN, Great Ormond Street, 


D y —2 P.M., Dr. Bertram Shires: X-ray Interpreta- 
tion of Diseases of the Chest. 3 P.M., Dr. W. W. Payne: 
Control of a Case of Diabetes in a Child. 

Outpatient clinics daily at 10 a.m. and ward visits at 2 P.M. 

NATIONAL HOSPITAL, Queen Square, W.C.1. 

MOoNDAY.—3.30 P.M., Dr. C. Hinds Howell: Disseminated 


psychiatric 


Sclerosis. 

TUESDAY. e 30 P.M., Dr. J. Purdon Martin: Neuro- 
syphilis (2) 

WEDNESDAY. —3. 30 P.M., Dr. F. M. R. Walshe: clinical 
demonstration. 

THURSDAY.—3.30 P.M., Mr. T. E. Cawthorne : Methods of 


Testing the Auditory Nerve. . 
. FRIDAY.—3.30 P.M., Dr. D. E. Denny-Brown : Spinel Com: 
pression. 
Outpatient clinics daily at 2 P.M. 
CENTRAL LONDON THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn Road, wW? C.1 
Frmay.—4 P.M., Mr. F. W. Watkyn-Thomas: : Vertigo. 


HAMPSTEAD QPNERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.3 
WEDNESDAY. —4 P. € Mr. H. Lawson Whale: 
Bodies in the Ear, Nose and Throat. 
ST. JOHN CLINIO AND INSTITUTE OF PHYSICAL 
MEDICINE, Ranclagh Road, S.W.1 
FRIDAY.— 3.30 P.M., Dr. Albert Eidinow : Indication for 
Bonera and Local Light Therapy in the Rheumatio 
iseases. 


P Co. SCHOOL OF DERMATOLOGY, 5, Lisle Street, 


TUESDAY. —5 P.M., Dr. H. T. Barron : Common Skin Diseases 
in Childhood. 

THURSDAY.—5 P.M., Dr. J. L. Franklin : Bullous Eruptions. 
(Chesterfield lectures. ) 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MoNDAY to SATURDAY. — GORDON HOSPITAL, Vauxhall 
Bridge Road, S.W.1, all-day course in proctology.— 
ST. JOHN’S HOSPITAL, 5, Lisle Street, W.C.2, afternoon 
course in dermatology. (Open to non-members. ) 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Mr. George Perkins : Manipulative Surgery. 
LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M., Mr. P. J. 
surgical cases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 


WEDNESDAY.—4.15 P.M. (Royal Mental Hospital, Gartnavel), 
Dr. Angus MacNiven : Manic-depressive Psychoses. 


Foreign 


Moir: demonstration of 


“<... It was inevitable that science should have 
gradually displaced the ancient superstitions and taboos 
attaching to the medical man whereby it was inconceivable 
for him to be imperfect. So long as the medical man 
could not. bear to examine his own psychology he could 
not logically concede it to have any importance among the 
clinical data of his patients. Among the discoveries of 
Freud, perhaps the greatest are those pertaining to the 
scientific study of the emotional bonds which develop 
between the patient and the physician. So long as it was 
taboo for the doctor to ask himself, ‘ Why am Ia physician? 
Why am I interested in disease ? Why does the specialty 
of pediatrics appeal so to me ?’ and similar questions, 
it was necessary also to avoid, ‘Why did the patient expose 
himself to syphilis ? When did the gastric ulcer patient 
begin to hate his wife ? What is the purpose of this woman’s 
illness ?’ For are not the wishes, the dreams and desires, 
the fears, and hates and envies of a patient as much a 
product of his being as his urine, his blood, his spinal 
fluid ? Are they not as deserving of analysis and as 
amenable to treatment measures ? ”°—KARL A. MENNINGER 
N.Y. St. J. Med. 1938, 38, 922, 
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TWO PIECES OF TEACHING APPARATUS 
FOR STUDENTS AND PUPIL-MIDWIVES 


By Kenneta McMann, F.R.C.S. 


HON. SURGEON TO THE BIRMINGHAM AND MIDLAND HOSPITAL FOR 
WOMEN AND TO THE BIRMINGHAM MATERNITY HOSPITAL ; 
EXAMINER TO THE CENTRAL MIDWIVES BOARD 


“ DISPROPORTION ” 


THE first piece of apparatus (fig. 1) consists of the 
standard leather dummy used with a dry pelvis to 
demonstrate certain mechanisms in obstetrics; but 
a small rubber bladder has been substituted for the 
leather-covered head. A piece of heavy pressure 
tubing is attached to this rubber bladder to form the 
neck and is prolonged through the trunk of the 
dummy and out at the umbilicus to form the umbilical 
cord. To the distal end of this are inserted the 
valve and rubber bulb of any standard blood-pressure 
apparatus. This enables the rubber bladder repre- 
senting the foetal head to be inflated to various 
sizes in relation to the dry pelvis, thus demonstrating 
very clearly to anyone not mechanically minded the 
exact significance of disproportion resulting either 
from a true contracted pelvis, a large baby, post- 
maturity, or hydrocephalus. It is particularly 
valuable, I think, in emphasising the extreme 
importance of the routine head-fitting at the 36th 
week, ' 

A suitable and inexpensive bladder is that of a 
toy football; these are made by most of the large 
rubber firms for about a shilling and can be inflated 
from a size slightly smaller than that of the normal 
foetal head at about 36 weeks to that of a moderate- 
sized hydrocephalus. The heavy pressure tube form- 
.ing the neck should be inserted by means of a moulded 
rubber motor-tyre valve into a point somewhat 
nearer one pole than the other, thus imitating the 
insertion of the footal spine nearer the occiput than 
the sinciput. The flexible rubber valve-stem enables 
the importance of flexion and deflexion of the fcetal 
head to be duly emphasised. 


PRESENTATIONS 


The second piece of teaching apparatus (fig. 2) 
is complementary to the above-described apparatus 
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Fie. 1—The leather dummy with distensible head. 
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and especially demonstrates the obstetric mechanisms 
in a more diagrammatic way. 

It consists of a square of thin plywood (about 4-ply ) 
and two strips of thin wood of equal length attached 
through their centres to the centre of the square by 
& simple thumb-screw, so that they can be turned 


Fie. 2 
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screw 


Anterior 
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together or independently but will stay in whatever 
position they are moved to, according to the tightness 
of the thumb-screw. The square is marked in bold 
letters “ anterior,” ‘‘ posterior,” “ right,” and “left ” 
on the respective sides. The right and left oblique 
diameters are also marked in the two corners between 
the two sides behind. The lower strip, representi 
the long axis of the footal skull, is marked at: one en 
with an O and a small three-rayed star, representing 
the posterior fontanelle, and at the other end with 
an S and a diamond, representing the anterior 
fontanelle. The upper strip is marked “right 
shoulder ”?” at one end and ‘*‘left shoulder ” at the 
other. 

To demonstrate some of the mechanism of an 
ordinary left occipito-anterior presentation, the lower 
strip is placed in the right oblique diameter of the 
pelvis with the occiput pointing towards the left 
ilio-pectineal eminence ; the shoulder strip is placed 
at right angles in the left oblique diameter and is held 
there by a finger; the occipital end is then rotated 
inwards in accordance with Hart’s law until it lies 
in the antero-posterior diameter of the outlet, thus 
demonstrating internal rotation of the occiput through 
an eighth of a circle and the twist put upon the neck, 
the shoulders still being in the left oblique diameter. 
It is then assumed that the head is born by extension, 
and, as soon as it is free, the occiput rotates externally 
an eighth of a circle again to undo the twist of the 
neck, thus demonstrating restitution., After this, 
the right shoulder is rotated inwards towards the 
middle line, and, as it does so, the occipital strip is 
seen to rotate externally another eighth of a circle, 
thus demonstrating external rotation. The shoulders 
are then born in the antero-posterior diameter of the 
outlet with the head at right angles to the trunk. 


THE LANCET] 


To demonstrate the mechanism of a left occipito- 
posterior position, the occiput is placed behind in 
the left oblique diameter of the pelvis and the shoulder 
strip in the right oblique diameter. With full flexion 
at the commencement of labour the occiput begins 
its long rotation forwards until it reaches the right 
oblique diameter ; the shoulders being free and high 
up in the pelvis at this stage change into the left 
oblique diameter. From this point onwards the 
mechanism is the same as for a normal L.0.A. The 


occipital strip rotates internally another eighth until - 


it comes under the symphysis, the shoulder strip 
being held by the finger still in the left oblique 
diameter. The head is then born by extension and, 
when free, rotates externally an eighth of a circle 
to undo the twist of the neck (restitution). The 
anterior right shoulder then rotates internally an 
eighth of a circle, coming under the symphysis pubis 
and c ing the head another eighth of a circle 
externally. The shoulders are then delivered in the 
anterio-posterior diameter of the pelvis with the head 
at right angles to the trunk. 


A SOCIAL SURVEY OF BRISTOL 


FOLLOWING the example set by London, Liverpool 
and Southampton Universities, the University of 
Bristol began in 1937 to study the social conditions 
of the city in which it is situated. With funds 
supplied by the Colston Research Society and with 
Mr. Herbert Tout, M.A., as director of the survey, 
an ambitious scheme of household inquiry was 
embarked upon. A preliminary report? shows that 
it met with a very great success, for few of the 
randomly chosen families refused to codperate, par- 
ticulars being obtained from nearly 4500 households. 

The report is limited to the standard of living 
found in families below middle-class levels when 
industrial conditions were most favourable. As is 
customary, an attempt was first made to define the 
minimal requirements of families of different types, 
so that the income of each might be compared with 
its estimated needs. It is not easy to assess the latter, 
for opinions differ considerably on the amount and 
kinds of food necessary for persons of different ages 
and on the costs of clothing, warmth and other 
items. The dietary recommended by the B.M.A. 
committee was adopted. The results are certainly 
not extravagant, for the family needs for food, 
clothes, fuel, light and cleaning are placed as 
follows: man, wife and one child, between 24s. 4d. 


and 27s. 4d. a week (according to the age of the / 


child); man, wife and two children aged 5-9 
and 10-13, 32s. 10d.; man, wife and three children 
aged 0-4, 5-9 and 10-13, 37s. 8d. No allowance is 
made for sickness, savings, holidays, recreation, 
furniture, tobacco, drink, newspapers or postage. 
From the total recorded income the amounts spent 
on rent, insurances and travel were deducted, and 
this net income was compared with the needs referred 
to above. The result is that 89-3 per cent. of the 
families investigated were, in the week of investiga- 
tion, above the minimal standard, while 10:7 per 
cent., or 1 in 9, were below. ; 
The conclusion drawn by Mr. Tout is that at this 
time of relative prosperity 12 per cent. of the working- 
class families could be classed as ‘‘ comfortable,” 
56 per cent. with sufficient income for ordin 
living, 21 per cent. with insufficient and hard put to 
it to make a decent home and 11 per cent. in actual 
poverty. In absolute figures this gives about 68,000 
families above the sufficiency level, 21,000 who have 
a hard struggle to make ends meet and 11,000 in 
poverty. Dissection of these figures with regard to 
age is illuminating. The proportion of persons 
below the standard is some 20 per cent. at ages 
1. Tout, H., The Standard of Livingin Bristol. Apreliminary 


report of the work of the University of Bristol Social 
Survey, 1938. 
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under 15, falls to a minimum of 4-5 per cent. at 
ages 20-30, rises to 11-12 per cent. at 35—44, as 
family obligations probably increase, and then 
remains at 8—9 per cent. up to age 70. One working- 
class child in every five, therefore, comes ‘‘ from a 
home where income is inadequate to provide a bare 
minimum standard, according to the austere survey 
rules.” The percentages falling below increase 
steadily as the number of children increases, and it 
appears that, if the now relatively few families with 
three or more children could be raised to a higher 
level, a great part of the problem would be solved. In 
this area the most important reason for family income 
falling below needs was unemployment, with insufficient 
wages to support the family of the worker next in order. 

This preliminary report is a clear and well-balanced 
statement, and the final account, which will touch 
on many other aspects of life in Bristol, will be 
awaited with interest. 


HEALTH AND DISEASE IN THE ROYAL NAVY 


THANKFULNESS for the existence of our navy 
is traditionally expressed by army instructors but 
is also widely shared, and many will be interested in 
the Report of the Health of the Royal Navy for 
1936, published by H.M. Stationery Office at 2s. 6d. 

It is noteworthy that during 1936 no disease 
attained epidemic proportions in the Service. Thus 
there were only 595 cases of influenza as compared 
with 762 in the previous year, and 3770 in 1933. 
Of the 736 cases of enteritis recorded, more than 
half were reported in the Mediterranean and China 
stations. The case-mortality rate of 1°09 per cent. 
in 546 cases of appendicitis is by no means dis- 
creditable, while among the 138 cases of lobar 
pneumonia there were only 10 deaths. A total of 
197 cases of pulmonary tuberculosis is recorded ;' 
176 of these patients were invalided and 17 died. The 
importance of early diagnosis of this condition among 
men living at close quarters can hardly be over- 
emphasised. Another disease which has to be 
reckoned with in the Service is malaria, but there 
were only 207 cases, most of them in the China and 
East Indies stations. A substantial and satisfactory 
decline in the incidence of syphilis has taken place, 
the number of fresh infections falling from 424 in 
1935 to 341 in 1936; but gonorrhoea increased from 
2842 in 1935 to 3085 in 1936. Other information 


included is the statement that Boéhler’s methods have ' 


been adopted in the treatment of fractures and that 
phenobarbitone, in doses of 1 grain at night, has 
apparently proved of value in preventing traumatic 
headache after head injury. 

We cannot help hoping that means will be taken to 
hasten the appearance of these annual reports. It 
will be a pity for example if we have to wait another 
two years before getting the official account of the 
important tests of chemotherapy in gonorrhea that 
have been in progress in the navy during the past 
twelve-month. 


A HOSPITAL IN CHINA 


AT a meeting at Friends House on Jan. 31 Miss 
Freda Utley and Mrs. Charlotte Haldane made an 
appeal for the International Peace Hospital started in 
some disused mission buildings in South Shansi. 
Miss Utley, who had twice visited the front with 
Chinese doctors, spoke of the misery and stoicism of 
the wounded in what she described as “a war of 
flesh against metal.” More than half of the Chinese 
soldiers are suffering from malaria, and there is a 
shortage of quinine. The wounded are brought on 
stretchers to hovels or bamboo shelters near a road 
where they may lie for weeks awaiting transport to 
a hospital. There are no ambulances and there is 
a shortage of trucks, and a shortage of petrol to drive 
the trucks. All those who can get along at all set 
out to walk for several days along roads which are 
being constantly bombed, towards a hospital where 
there is once more a shortage of everything, bandages, 
drugs, anzsthetics, antiseptics, bedding, instruments 
and tramed care. Mrs. Haldane emphasised that the 
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new hospital was being scientifically and economically 
planned. To meet a Chinese need it would be 
designed on Chinese lines. Casualties would be dealt 
with swiftly and effectively and there would also be 
a training-school where volunteers would have courses 
in first-aid before being sent to the front. Money 
goes a long way in China, and sixpence will keep a 
wounded soldier or civilian for more than a day, 
while ten shillings will pay for a patient at the 
hospital for a month. A Chinese speaker at the 
meeting said it sometimes seemed as though we 
thought China owed us an apology for being so far 
away and so large; help for this hospital would be 
`a good way of bringing China nearer to us. Gifts 
may be sent to the China Campaign Committee, 
Parliament Mansions, Orchard Street, London. S.W.1. 


MICROFILMS AS AN AID TO RESEARCH 


In Science for Jan. 13 (p. 32) Mr. Atherton Seidell 
draws attention to the labour-saving possibilities of 
microfilms in scientific research. These are photo- 
graphs on 35 mm. cinema film of the pages of bound 
or unbound volumes, and about eight inches of such 
film will carry a copy of a scientific paper ten pages 
in length. The use of microfilms will, it is suggested, 
relieve the research-worker of the task of making 
laborious transcriptions of original literature or the 
inconvenience of dealing with large tomes or inade- 
quate notes. They will, in fact, relieve him of the 
necessity of visiting a library at all. Films are 
already available at four Washington libraries, and 
they are being produced by a non-profit organisa- 
tion, ‘‘ Bibliofilm Service,” partly financed by the 
Rockefeller and Carnegie Foundations. The price is 
one cent per page plus twenty cents service charge 
for each article copied. The films can be read by 
means of a small hand magnifier costing a few 
shillings or with a larger desk projector. 


NEW PREPARATIONS 


STILB@STROL Boots.—Stilbcestrol is the short 
name now given to: diethylstilbestrol, a synthetic 
substance with cestrogenic properties described by 
Dodds, Golberg, Lawson and Robinson last year (see 
leading article, Lancet, Jan. 14, 1939, p. 97). It is 
supplied by the Boots Pure Drug Company Ltd., 
Station Street, Nottingham, in ampoules of 1°1 c.cm., 
containing 1 mg. and 5 mg. per c,cm., for intra- 
muscular injection, and in tablets containing 0-1 mg., 
1 mg. and 5 mg., to be taken orally. 

STILBG@STROL B.D.H.—In presenting their prepara- 
tion of stilbcestrol the British Drug Houses Ltd. 
(London, N.1) say that the new drug possesses the 
considerable advantage of being more active by 
mouth than the natural cstrogenic hormone. ‘‘ In 
general it has been found in the human subject that 
1 mg. of stilboestrol by mouth is equivalent to 5000 
international benzoate units of oestradiol benzoate 
by injection.” It is issued by B.D.H. in tablets of 
0-5 mg., 1 mg. and 5 mg. and in 1 c.cm. ampoules 
containing 1 mg. and 5 mg. per c.cm. l 

NEO-ŒSTRANOL 1 CROOKES is the preparation of 
stilbcestrol made by the Crookes Laboratories (British 
Colloids Ltd.) of Park Royal, N.W.10. They state 
that stilbcestrol, weight for weight, is approximately 
three times as active as natural cestrone when given 
by injection; when given by mouth it has about 
twenty times the activity. The tablets of Neo- 
cestranol 1 contains 1 mg. and 5 mg. and the 
ampoules 0:5 mg. in 0°5 c.cm., 1 mg. in 1 c.cm, and 
5 mg. in 1 c.cm. 


From ROBERTS AND Co., pharmaciens, of 76, New 
Bond Street, W.1, comes the sixth edition of their 
Prescriber’s List which gives a concise alphabetised 
account of a very large number of preparations sold 
under proprietary names, including particulars of 
composition, form, price, dose and indications. The 
list has been enlarged, and much of the information 
it gives is not readily accessible elsewhere. Copies 
will be forwarded to members of the medical profession 
on application. 


Appointments i 


BALL, STANLEY, M.R.C.S., D.P.H., assistant school medical 
officer for Birkenhead. 

BATEMAN, D. S., B.M. Oxfd, M.R.O.P., D.C.H., assistant 
physician in the children’s department, St. Mary’s Hos- 
pitals for Women and Children, Manchester. 

BENNETT, MUREL L., M.B. Manc., assistant medical officer 
at the ey Saar department of the Royal Manchester 
Children’s ospital. ; 

CARGILL, W. P., M.B. Manc., D.P.H., assistant county medical 
officer of health for Gloucester. 

DAVIES, HuGH, M.A. Oxfd, M.R.C.S., D.M.R.E., hon. radio- 
logist to the St. John Clinic, London. 

Doopy, P. J., M.B. N.U.I., D.P.H., deputy medical officer of 
health for Wimbledon. 

Duncan, A. G., M.D. Lond., D.P.M., medical superintendent 
at the Severalls Mental Hospital. 

FLEMING, J. A. C., M.B. Edin., F.R.C.S.E., D.R., radiologist 
to the Royal Infirmary, Dundee. . 

GOLDMAN, VIOTOR, L.R.C.P., D.A., hon. anæsthetist to the 
Battersea General Hospital. 

HEATS, NEWTON, M xfd, F.R.O.S.E., registrar to the 

. fracture and orthopædic department at the Royal Hospital, 
Wolverhampton. 

INNES, L. W., M.B. Ein., F.R.O.S.E., hon. assistant surgeon 
to the Prince of Wales’s ete » Plymoutb. 

KEELE, K. D., M.D. Lond., M.R.C.P., bon. assistant physician 
to the King George Hospital, Ilford. 

LANDER, F. P. LEE, M.D. Lond., M.R.C.P., assistant physician 
to the Hospital for Consumption, Brompton. 

MARSDEN, AUDREY, M.B. Birm., hon. anesthetist to the 
Battersea General Hospital. 

MARTIN, R. M., M.B. Belf., assistant medical officer at Wadsley 
Mental Hospital. 

Ross, A. G., M.B. Belf., F.R.O.S.I., hon. assistant surgeon to 
the Royal West Sussex Hospital, Chichester. 

ScaDDING, J. G., M.D. Lond., M.R.C.P., assistant physician 
to the Hospital for Consumption, Brompton. 

SHIRLAW, G. B., L.R.C.P.E., temporary assistant medical officer 
for Battersea. 

WHARTON, JOYCE H. W., M.B. Sydney, M.R.C.O.G., hon. 
assistant gynecologist to the St. John Clinic, London. 


University College Hospital.—The following appointments in 
the department of radiotherapy are announced :— 
HILTON, E. L. GWENDOLEN, M.B. Lond., D.M.R.E., hon. 
radiotherapist ; 
FRENOH, JOHN, M.R.C.S., first assistant ; and 
Har, J. A. G., M.R.C.S., second assistant. 


Examining Surgeons under the Factories Act, 1937: Dr. P. M. 
OXLEY (Winchester District, Hants); Dr. O. E. WILLIAMS 
(Longton District, Lancaster); Dr. T. W. BUCHAN (Balfron 
District, Stirling). 


Births, Marriages, and Deaths 


BIRTHS 


ALEXANDER.—On Jan. 31, at Limpsfield, the wife of Dr. Paul 
Alexander—a daughter. . 

CooPpER.—On Jan. 2, in Buenos Aires, the wife of Dr. Leslie 
Cooper—a son. 

DEAN.—On Jan..25, at King’s Lynn, the wife of Dr. David M. 
Dean—a daughter. 

LEVIS.—On Jan. 27, at Hong-Kong, the wife of Capt. Derek 
Levis, R.A.M.C.—a daughter. 


‘MACKENZIE.—On Jan. 23, at Geneva, Switzerland, the wife of 


Dr. Melville D. Mackenzie—a son. 

MACLAGAN.—On Jan. 29, at St. Mary’s Hospital, to the wife of 
Dr. N. F. Maclagan—a son. 

NIOCHOLSON.—On Jan. 29, the wife of Dr. B. Clive Nicholson, of 
Pinner—a daughter. 

SAMUEL.—On Jan. 30, at Alexander Park Road, N.10, the wife 
of Dr. A. R. Samuel—twin sons. 


MARRIAGES 


BURNETT—PEARSALL.—On Jan. 26, in London, F. Marsden 


Burnett, M.D., to Mrs. Marjorie Pearsall. 
HALL-SMITH—W INTERBOURNE.—On Jan. 28, in London, Percy 
_ Hall-Smith, M.D., to Eveline Daisy Winterbourne. 
NORMAN—PAHILLIPS.—On Jan. 30, at Brentwood, George 
Norman, M.B., to Phyllis Annie Phillips. 
SANDES—TREGONING.—On Jan. 25, Lieut.-Col. John Drummond 
Sandes, I.M.S. (retd.), to Rosamunde Tregoning. 


DEATHS 


BROCKWELL.—On Jan. 27, John Brocas Chambers Brockwell, 
M.R.C.S., of Walton-on-Naze. 

GRIFFITHS.—On Jan. 29, at Polmont, Stirlingshire, Alfred 
Griffiths, M.B. Edin., F.R.C.S.E., late Major, R.A.M.C. 
JACKSON.—On Jan. 26, at Carnforth, Edward Siddall Jackson, 

M.B.E., M.D. Edin., aged 82. 

MARTLAND.—On Jan. 27, at Oldham, Edward William Martiand, 
M.R.C.S., J.P., aged 84. 

PAYNE.—On Jan. 31, at Portland Place, W.1, Joseph Lewin 

Payne, O.B.E., M.R.C.S., L.D.S. 

PHILIP.—At 9, Palmerston Road, Edinburgh, on Wednesday, 
Jan. 25, 1939, Sir Robert Philip, M.D., LL.D., son of the 
late Rev. George Philip, D.D., and beloved husband of 
Edith McGaw. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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N EUMONIA 


WITH 2-(p-AMINOBENZENESULPHONAMIDO) 
PYRIDINE (M. & B. 693) 


TREATMENT O 


By A. L. AGRAnat, M.D. Dubl., M.R.C.P.E. 


ADDITIONAL ASSISTANT PHYSIOIAN, J OHANNESBURG HOSPITAL 


A. O. Dreosti, M.D. Witwatersrand, D.P.H. 


SENIOR MEDIOAL OFFICER, CENTRAL NATIVE MINE HOSPITAL, 
OITY DEEP LIMITED, JOHANNESBURG ; AND 


D. ORpMAN, B.A., M.B. Cape Town, D.P.H. 


(From the Research Division of the South African 
Institute for Medical Research, Johannesburg) 


AN experiment to evaluate the drug 2-(p-amino- 
benzenesulphonamido) pyridine (M. & B. 693) in 
the treatment of pneumonia was carried out in 
Johannesburg during the winter and spring of 1938, 
among the various population groups in natives and 
in Europeans. Pneumonia is particularly prevalent 
in Johannesburg from May to July (winter) and 
August to October (spring). Through the courtesy 
of May and Baker Ltd. a supply of the drug was 
obtained for distribution to the participants in the 
experiment, which comprised the following :— 


(A) Non-European section: native 

PE TEE and coloured male and female adults. 

Hospital | (B) European section: male and 
female adults. 

(C) City Deep Ltd. Central Native Mine Hospital.— 
Adult male natives engaged in mining work. 

(D) Randfontein Estates Ltd. Hospital.—Adult 
male natives engaged in mining work. The natives 
on this mine are all fully prophylactically inoculated 
with vaccine against pneumonia. 

(E) Witwatersrand Native Labour Association 
- Ltd. Hospital.—A collecting and distributing depot 
of natives engaged for work on the Witwatersrand 
gold-mines. 


The cases of pneumonia in each of the above groups 
have been separately studied. In each group, except 
(E), there were contro! and treated series of cases. 
No selection whatever was made of patients prelimi- 
nary to their being allocated to control or treated 
series in each group. Each of the hospitals in the 
experiment serves a different ‘“‘ variety’? of the 
population, and thus each may be looked upon as 
a distinct experiment. 

The essential differences, from the point of view 
of pneumonia, between Europeans and natives in 
Johannesburg are: (1) for various reasons there is 
a higher incidence in natives than in Europeans, 
and (2) the bacteriology of pneumonia in natives 
differs somewhat (Ordman 1938). The reasons why 
mining and non-mining natives cannot be directly 
compared in this experiment are: (a) the former 
include only selected adult males of a particular 
age-group (20—40 years), (b) the miners are medically 
examined and declared physically fit before they are 
incorporated into the mining population, and (c) a 
proportion of the miners have either recently or 
previously received vaccine in pneumonia prophy- 
laxis. Another important difference between the 
Johannesburg Hospital patients (both natives and 
Europeans) and the patients from the mining popula- 
tions is that the latter have from the time of their 
engagement been under constant medical supervision 
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and are admitted as patients to the hospital very 


‘soon after the development of the disease ; whereas 


the former do not receive hospital treatment on an 
average before four days have elapsed after the 
commencement of their illness. 

The total number of patients in the experiment 
was 550, and it is thus impossible to give individual 
case-reports in this paper. For each population group, 
however, a summary has been worked out for the 


‘control and treated series, and these summaries are 


presented in table I and should be referred to for each 
experiment at the various hospitals. The figures in 
the table are given in percentages to facilitate 
comparison. 

The cases included in the experiment were only 
those in which definite clinical signs of lobar consolida- 
tion could be detected. In some cases, therefore, 
the diagnosis was not made until several days after 
admission, although the disease may have been 
suspected on account of pyrexia, rapid respiratory 
rate, the character of the sputum, herpes, and other 
signs associated with lobar pneumonia. As will be 
seen later under the separate headings and in table I, 
X-ray confirmation was not always obtained, but 
all cases here recorded were, from a clinical point 
of view, undoubted cases of pneumonia. 

_In the Johannesburg Hospital with its European 
and non-European sections the control and treated 
cases were not under the same physicians, the control 
cases being allocated to one set of wards and the 
cases for treatment by M. & B. 693 to another set 
of wards. On the mines (C) (D), however, control 
and treated cases were under the same clinical 
supervision at each mine. 

On admission to hospital all cases were provisionally 
designated as mild (+), moderate (++), or severe 
(+++). “Mild” cases were those in which the 
patients, apart from an increase of respiratory rate, 
did not show much distress, the pulse being relatively 
good. ‘‘ Moderate ’’ cases showed greater respiratory 
distress, with a rapid pulse-rate. ‘‘ Severe ” cases 
were those in which toxic symptoms were accom- 
panied by restlessness or delirium, a weak and rapid 
pulse, and marked dyspnea. i 

Comments on the treatment of pamona in the 
control and treated cases are given hereunder in 
the separate groups. Each hospital decided on its 
own methods and dosage without reference to or 
collaboration with any other hospital. 

In each section below will be found comments on 
the deaths in the treated series, notes on toxic 
symptoms associated with the use of the drug, details 
relating to blood-examinations, and the conclusions 
come to with regard to the value of the drug. 

Pneumonia in the native miners on the Witwaters- 
rand has been reported on previously (Lister and 
Ordman 1935), and little comment need be made at 
this stage. The case-mortality rate is fairly constant 
from year to year, although there is a seasonal 
variation. The case-mortality rate has been reduced 
in the series of cases treated with the drug as compared 
with the controls in the Johannesburg Hospital 
figures. On the City Deep and on the Randfontein 
Estates (C) (D) the case-mortality rates are almost 
as low in the control as in the treated cases ; therefore 
the criterion as to the value of the drug must be 
based on other factors. But, although judgment 
of the value of M. & B. 693 cannot be based on the 
case-mortality rate on these mines, the differences 
in favour of the drug from the pojnt of view of duration 
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of pyrexial period and clinical improvement are 
sufficient to warrant conclusions being drawn. 


Johannesburg Hospital 


Dr. AGRANAT 


The investigation into the treatment of pneumonia 
by means of M. & B. 693 was carried out at the 
Johannesburg Hospital from the early part of July 
to about the middle of October, 1938. There are four 
medical units at this hospital, of which two treated 
cases with the drug and two acted as controls. 
Patients were admitted to all services without 
selection and throughout the period under review. 

The physicians responsible for the treatment with 
M. & B. 693 were the senior physicians, Drs. R. L. 
Girdwood and L. I. Braun, and the assistant physicians, 
Drs. J. J. de Waal, A. L. Agranat, and J. B. Baynash. | 
The control cases were under the care of the senior 
physicians, Prof. W. H. Craib and Dr. A. Bloom, 
and the assistant physicians, Drs. H. L. Heimann 
and J. J. Balkin. Access to patients and records made 
it possible to codrdinate the work, and we have 
pleasure in recording our appreciation for this 
courtesy. With the kind coöperation of Sir Spencer 
Lister the laboratory investigations were carried out 
at the South African Institute for Medical Research. 


The diagnosis of pneumonia was based upon a 
number of the following features: history, blood- 
stained sputum, physical signs of consolidation, 
radiography, and in some cases post-mortem evidence. 
An acute febrile illness with bloodstained sputum 
without signs of lung consolidation is not an uncommon 
finding in a native. Unless there was corroborative 
X-ray evidence or physical signs of pneumonia which 
developed during the course of illness, such cases 
were excluded from the series. Patients dying within 
twenty-four hours of admission were exeluded in 
both the control and treated series. 


(A)—NON-EUROPEANS 


During the period of investigation 71 cases were 
treated with the drug and 86 controls were otherwise 
treated (table I). This small disparity is due to the 
slightly higher incidence of pneumonia admissions 
= on the intake days of the control wards. The age- 

groups, tribal distribution, days of illness before 
admission (3-8 in each series), and lung pathology did 
not show any wide variations in the treated and 
control series. The severity of cases on admission 
was observed and recorded. There were about twice 
the number of “‘ severe ” cases admitted in the treated 
series as in the control series. About half the number 
of treated cases were confirmed by radiography (bed- 
side unit) as compared with about 8 per cent. of 
the control series. 


Administration and effects of the drug.—A few cases 
earlier in the experiment were treated with 2 half- 
gramme tablets four-hourly for forty-eight hours, 
then 2 tablets thrice daily. The rest received the dosage 
recommended by Evans and Gaisford (1938)—namely, 
4 tablets on admission and 2 tablets every four hours 
for seventy-two hours, followed by 2 tablets thrice 
daily until the temperature has been normal for three 
days. The first seventy-two hours’ treatment is referred 
to below as the “intensive”? course of treatment. 
Table I shows that the average number of tablets of 
M. & B. 693 per case was 58-6 (=29-3 g.). 

The temperature became normal within three days 
in about half the treated cases (fig. 1), as com- 
pared with about a quarter of the controls. Ina 
number of cases the temperature fell by crisis or 
rapid lysis to remain permanently normal, but a 


PNEUMONIA TREATED WITH M. & B. 693 [FEB. 11, 1939 


secondary pyrexia was fairly common and was 
considered quite usual. 

During the investigation it became apparent that 
the drug had no effect on serous effusions, empyemas, 
or unresolved pneumonia. The following cases 
illustrate this point :— i 

CasE 7015.—Native male, admitted first day of 
illness with a left-lower-lobe pneumonia. Intensive 
M. & B. 693 treatment was begun on the third day. 
Temperature became normal on the fifth day. On 
the seventh day a secondary rise occurred which 
persisted for fifteen days and was ascribed to a 
serous effusion. The administration of the tablets 
was continued until the twelfth day after admission 
(total 70 tablets) with no effect on this secondary 
pyrexia. After aspiration of straw-coloured fluid, 
ee culture, the temperature returned to normal 

g. 2). 

CasE 8332.—A poorly nourished coloured male, 
admitted on fourth day of illness, with a right-lower- 
lobe pneumonia, type I. Intensive M. & B. 693 
treatment was begun on admission. Temperature 
reached normal on the third day; then a secondary 
rise due to an empyema occurred, persisting for twentiy. 
days until drained by rib-resection. The drug, 
continued to the day of operation and amounting to 
130 tablets, had no effect on the course of the 
empyema. Cultivation of the pus yielded a pure 
growth of pneumococcus. | 

The average duration of pyrexia in hospital was 
apparently but little affected by the drug, the figures 
being 4:8 and 5-6 days for the treated and control 
series respectively (table I). It may be that the 
admission of relatively advanced cases of pneumonia 
explains this point. No essential difference was 
observed in the mode of termination of the pyrexia 
(crisis or lysis) in the control and treated series. 

The treated and control series showed a stay in 
hospital of about fourteen days. This may be 
explained by the fact that the treated cases were 
in some instances detained for observation during 
the convalescent period. The hospital records also 
indicate that a number of cases in the control series 


refused further hospital treatment and were discharged . 


before convalescence was fully established. Here 
again the late admission of cases may account for 
the absence of effect of the drug on the period of total 
stay in hospital. 

In most of the treated cases the leucocytosis accom- 
panying the infection appeared to be practically 
undisturbed by the drug. A rapid and considerable 
fall in the count, or a count below 5000, was considered 
significant. Four of the non-European patients showed 
a fall in the white-cell count which called for modifi- 
cation of the usual dosage. The following two cases 
are given as examples :— 


CASE 5317.—After 40 tablets had been given the 
white-cell count was 8700—a drop in three days 
from 15,200 on admission. Drug was discontinued. 
Temperature settled. . 

CASE 7391.—Count not done on admission. 'Three 
days later count was 5200, and 26 tablets had been 
given. Drug discontinued for four days, tempera- 
ture rose again, and count four days after drug was 
stopped was 19,000. The drug was again administered, 
72 tablets being given during the following twelve 
days, by which time the cell count had again dropped 
to 10,200, and the drug was again discontinued. 
Temperature settled in a few days. 


Vomiting and diarrhea occurred in about 15-20 
per cent. of the treated cases. In a number of cases 
treatment was not discontinued or the dosage lessened 
on this account, and the patient was able to retain the 
tablets. In a few cases the treatment had to be 
interrupted temporarily to overcome this difficulty. 
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Crushing the tablet and giving it in milk or beef-tea 
was helpful in some cases. Abdominal pain was 
sometimes complained of, and relief coincided with 
withdrawal of the drug. No rashes occurred in the 
non-European cases. Neither methemoglobin nor 
_ sulphemoglobin was detected in a number of the 
cases investigated. A confused mental state was at 
times encountered, and it was difficult to decide if 
this was due to the toxemia of nee infection or toxic 
effect of the drug. 


Complications.—In the treated series there were 
2 cases of empyema and 3 cases of serous effusion, 
as compared with no effusions or empyemas but 1 
case of lung abscess in the control series. 

Case-mortality.— Eight patients who died within 
twenty-four hours of admission were discarded from 
the control and treated series. During the period 
under discussion there were in the non-European 
section 13 deaths among 21 children of four years 
and under; these were also excluded from this series, 
because no patients in the non-European children’s 
ward were treated with M. & B. 693. 

It is clear from the table that the treated cases 
benefited by the drug, for the case-mortality rate 
was 8:5 per cent. as against a case-mortality rate of 
18-6 per cent. in the control series not treated with 
M. & B. 693. 


Fatal cases.—The following 6 cases treated with 
M. & B. 693 ended in death :— 


CASE 5724.—Native male, aged 31, admitted on 
seventh day of illness with a left-lower-lobe pneu- 
monia, type I. Treatment with M. & B. 693 was 
begun twenty-four hours after admission, and on 
the fourth day the chart showed temperature 99° F., 
pulse-rate 106, and respiration-rate 34. Tablets 
were discontinued because of vomiting, but owing to 
a secondary pyrexia were again given from the sixth 
to the thirteenth day after admission—2 tablets 
thrice daily. Patient was very toxic, and the condi- 
tion became worse. He died twenty-one days after 
onset of illness—i.e., fourteen days in hospital. The 
white-cell count on admission was 43,000 and before 
death 45,000. 

Post mortem there was a generalised empyema on 
the left side, with collapse of the left lower lobe, 
which showed no signs of consolidation. A terminal 
aspiration bronchopneumonia was noted, with food 
in the air-passages. 
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CASE 5859.— 
Native male, aged 


DAY OF DISEASE 
5 6 7 8 


a left-lower-lobe 
pneumonia, type 
II. Intensive 
M. & B. 693 treat- 
ment was begun 
on admission and 
continued till 
death. White-cell 
count on admis- 
sion 24,500 and on 
day of death 
25, é00. Total dose 
48 tablets. No 
post-mortem. (See 
fig. 3.) 


CASE 6336.— 
Native male, aged 
43, admitted with 
right-upper-lobe 
pneumonia, type 
XII. Intensive 
treatment was 
given for seventy- 
two hours, then 
2 tablets thrice 
daily until death. 
No post-mortem. 


CASE 7020.— Native male, aged 40, admitted eighth 
day of illness with a left-lower-lobe pneumonia. 
Intensive treatment was begun four days after 
admission—i.e., eleventh day of illness, ye total 
of 48 tablets was given. Patient died on ninth day 
in hospital—i.e., sixteenth day of illness. No post- 
mortem. 


CasE %7828.—Indian female, aged 29, poorly 
nourished, very ill on admission with right-middle- 
lobe and left-lower-lobe pneumonia. Pure growth 
of Staphylococcus aureus from sputum. M. & B. 693 
treatment was begun twenty-four hours after 
admission, 24 tablets i in all being given. Patient very 
toxic and delirious. The last few doses of tablets 
could not be swallowed satisfactorily. Patient died 
sixty-four hours after admission. No post-mortem. 


CASE 8701.—Native male, aged 60, admitted on 
fourteenth day of illness with a right-lower-lobe 
pneumonia. Sputum not bloodstained. Temperature 
103° F., pelea 120, and respiration-rate 30. 


Fia. 3—Chart of fatal case of 
pneumonia in a native (case 5859) 
treated with M. & B. 693. 
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DAY OF DISEASE 
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Fia. 1—Typical chart showing effect of M. & B. 693 on temperature, pulse- 
rate, and respiration-rate, 


7015) with serous effusion treated with 


F2 
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TABLE I—ANALYSIS OF PNEUMONIA CASES IN CONTROL AND TREATED SERIES OF VARIOUS POPULATION GROUPS 


City Deep Randfontein |__— Johannesburg Hospital | Witwaters- 
Lid. rand 


at, Estates Ltd. Non-Europeans Europeans 


Control | Treated | Control | Treated | Control | Treated | Control | Treated | Treated 


ep rrr | eee | ome | cette EE | eee | niet eee | eet | epee | a 


Cases— 
Males... ae si Lh n 100 100 57 58 77 62 24 
Females.. re es 4 a 0 0 0 0 9 9 0 
Total sa see ae i 100 100 57 58 86 71 24 
Total deaths diss bom ae Pee 4 0 1 1 16 6 1 
Case-mortality rate (per cent.) .. = 4:0 Nil 1:7 . 17 18-6 8:5 4:2 
Age-group in years (per cent.)— 
-20 .. s es we 14:0 14-0 24°38 17°2 20°9 11:3 4'2 
-30 46-0 39-0 57:9 60:3 48:9 62-0 70°8 
—40 38-0 42:0 12°3 12-1 22-1 19:7 20-8 
-50 .. bv as ate ie 2-0 5:0 5'3 8:7 5:8 4:2 4-2 
Over 50 ns ay es ae — — 1:7 1:7 2°3 2°8 — 
Tribal distribution (per cent.)— 
Shangaan .. ‘ee oe 31-0 38:0 24:6 17:2 9:3 5-6 12°5 
Msutu š = Ke 14-0 11-0 5:3 1°7 36:0 32°5 — 
Xosa . 7:0 8-0 — — 9-3 9-8 4-2 
Zulu .. 7-0 6:0 1-7 3°5 26°7 25:4 — 
Buchuana 11:0 10-0 7-0 3:5 — — 4'2 
Nyambaan 10:0 12-0 24:6 37°9 — — — 
Swazi.. 1:0 2-0 1:7 1:7 2:3 4:2 — 
Mavenda 1:0 2:0 — — 3°5 4°2 — 
Pondo 4:0 2-0 — 1-7 — — — 
Mixed.. — — — — 5'8 7°0 — 
Nyasa — — — — — — 62-5 
Blantyre — — 10:5 10:3 — — 16°6 
Mchopi 9-0 8-0 21-1 15-6 — — — 
Other.. 5:0 1:0 3°5 6:9 7-1 11:3 — 
Days of illness before admission (per 
cent. 
0 ee i ee ee ee 10°5 6:9 emne =, en —. 
1 as : 50-9 552 8-1 9-8 3°7 7'4 
2 3 je ` 29:8 24:2 17°4 23:9 7-4 8'6 
3 ee ee ee oe ee 7-0 8°6 29-1 18-4 370 4-8 
4 na ats ae oe aes Within — 1:7 17-4 16:9 11-2 4'8 Within 
5 ee we . sa oe 2 days = — 8-1 8:5 14:8 8:5 2 days 
6 (see text) 1:8 — 7°0 8-5 7'4 T'A (see text) 
7 — 1:7 2-3 4'2 — , 3°7 
8 — 1:7 4°7 1°4 3°7 7'4 
Over 8 é — — 5'9 8'4 — 7'4 
Average days 1-4 1:7 3°8 3°8 3°8 4°5 : 
Lobes affected (per cent. 
ight upper .. de 8-0 4:0 19:3 17:2 9:3 4°2 14°8 — 8-3 
iddle ee ae 1:0 8-0 3:5 3°5 1°2 1°4 — — — 
Lower 26-0 24:0 19°3 22°4 41:9 35-2 18:5 25-9 37-5 
Two lobes .. 12-0 11:0 10:5 6-9 2°3 8:5 — — 4:2 
Whole lung .. 9-0 10:0 3°5 — 3°5 5:6 -87 7'4 — 
Left upper 5:0 2-0 — 1:7 5:8 1:4 3°7 7'4 12-5 
Lower 280 26-0 35-1 44°8 80°2 28-2 29°6 40°7 33°3 
Two lobes... is 11:0 10:0 3:5 — 2°3 2:8 3°7 11°2 — 
Both lungs .. a — 5:0 5:3 3°5 1-2 8-5 7:5 3°7 4:2 
Bronchopneumonia.. — — — — 2°3 4°2 18-5 3°7 — 
Confirmed by X ray (per cent.)..  .. 77-0 85-0 | 100 100 8-1 45:1 55°6 Nil | Nil 


Radiogram suggested atelectasis—‘‘loss of trans- in the two series. The treated European cases came 
lucency in the right base . . . is too dense for pneu- jn on an average seventeen hours later than the 


monia ... some displacement of heart to this side.” . . 
Intensive M. & B. 693 treatment on admission, control European cases, which fact may influence 


: : : some aspects of the M. & B. 693 results. About half 
dia comer queen dee ae ey E the number of treated cases were confirmed by 
post-mortem, f ` radiography as compared with nóne in the controls. 

Tt is aortunato at aies oa l Of the treated cases 61 per cent. had a normal tem- 

OUI l perature within three days, as compared with 10 per 

ear ee E ghee Sag ee cent. of vel controls. ee the number of cases 

, á terminated by crisis in the treated series compared 
resolved. Cases 7020 and 8701 were admitted late with the controls. The average stay in hospital of the 
in the illness; treatment was delayed in case 7020; treated cases was 20-1 days in -comparison with 23-8 
~~ a T a PE iù days in the controls. In the treated series there is 


: d : : therefore a bigger percentage returning to normal 
to be straightforward pneumonia which failed to within three days, a bigger number ending in crisis, 
respond to the drug. 


and a somewhat shorter period of stay in hospital. 
Toxic manifestations of the drug: agranulocytosis.— 
(B} EUROPEANS The mode oa eae | and daags of the drug 
A number of features discussed under the non- was similar to that employed in the non-European 
European group apply equally to the European group. series. The toxic manifestations were similar, but a 
Here there were 27 cases treated with M. & B. 693 and macular rash developed in 3 cases. A trace of 
27 controls (table I). The age-groups, physical signs, sulphemoglobin was found in 1 case (No. 7474). 
and severity on admission more or less corresponded A state of mental confusion was noted in several 
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, TABLE I— (continued) 
City Deep Randfontein Johannesburg Hospital | Witwaters- 
Ltd. Estates Ltd. rand 


seven Uy on admission (per cent.)—. 


N= 
tO OO mt O CO Cr mt On 


oo 


Non-Europeans | Europeans 


0 ER | | AR | NES | i | ESD eS | pa | a | a a E 


NO TS |S |S |S | | |S | | a 


a |S | | ES | STD | ER | ee a | PSA NT 


38-0 17-0 
++ Za sa al 60-0 69-0 
+++ Ra ae P 2°0 14-0 
given (average)... š — 0:9 
Daysin hospital with pyrexia after admin- 
letration ofM. & B. 693 (per cent.)— 
1 ‘ À ee ee ee ee = 4:0 
2 ; — 45-0 
3 s 7'4 21:0 
4 rg 8:3 13:0 
5 zo 11:5 3-0 
6 e 20:8 4:0 
7 sa 10-4 2-0 
8 ; 12°5 3:0 
Over 8 29:1 5:0 
Apyrexial — — 
Average days — 3-6 
Total of days in hospital with pyrexia 
(average) s Sa i te 7:5 4:5 
Termination of pyrexia (per cent.)— 
Crisis .. 5% re ia Ji 57:3 57:0 
Lysis .. ie esa Sa Jh 42:7 43-0 
Apyrexia — — 
Days of stay in hospital (per cent.)— 
-10 .. z3 zë si Mi 2-1 33:3 
-15 42°7 50°5 
-20 33-3 10:1 
-256 7:3 2°0 
-30 7:3 3:0 
-35 .. 3'1 — 
-40 .. 1:0 1-1 
Over 40 3:1 — 
Average days 18:5 12-9 
M. & B. 693 per case (average)— 
Tablets z ayi et — 48:7 
Grammes — 24:3 


European cases, and it was felt that this had some 
relation to the drug. One case developed complete 
agranulocytosis, the details being as follows :— 


Case 5529.—This was the first European case 
treated at the General Hospital, and, although his 
treatment began a few days before the middle of 
July, he was included in this series owing to this 
complication. He was admitted with a right-lower- 
lobe pneumonia, type III. M. & B. 693 treatment was 
begun seven days after admission, 2 tablets being 
given four-hourly for forty-eight hours, then 2 tablets 
thrice daily for four days—48 tablets in the first 
course. The white-cell count on the day M. & B. 693 
was begun was 7600, and three days later it was 8000. 
The temperature settled, but a secondary pyrexia 
occurred two days later, when M. & B. 693 was again 
administered for another six days, totalling 48 tablets. 
A count of 16,000 white cells with 50 per cent. of 
polymorphs was obtained on the last day of the second 
course of treatment. The total number of tablets given 
was 96. The temperature settled, and seven days after 
the drug was stopped a blood-count was done, not 
because of the occurrence of any symptoms but as 
a check. The following count was obtained: leuco- 
cytes, 3200; neutrophils, 1 per cent; monocytes, 
4 per cent.; lymphocytes, 94 per cent. ; and eosino- 
phils, 1 per cent. \ 

The patient remained symptomless, but pentose 
nucleotide was given. Seven days later the 
count was: leucocytes, 8800; neutrophils, 43-5 per 
cent. ‘(with a definite shift to the left of the 
Arneth count); monocytes, 2°5 per cent.; lympho- 
cytes, 52 per cent.; eosinophils, 1 per cent.; and 
basophils, 1 per cent. 


Days in hospital before M. & B. 693 


~T 


Ona 
ji ji O) 


o jand pmd ead) fd 
m] On OO S a e d OM 


o 5-9 2-8 7 18-5 12-5 
detailed 76-7 64-8 66-7 48-2 79-2 
17-4 32-4 | 25 33-3 8-3 

— | 0-2 — 0-3 — 0-4 2-2 
a —- — — —* i ——2 
— 3-5 14 | 12-3 — 26-1 43-6 
4 | 403 8&6 | 21:5 — 34-8 21-7 
‘8 43-8 17-1 18-5 10-0 8:7 | 174 
4 53 | 11-4 7-7 25:0 — | 13-0 
‘9 — 14-3 10-8 | 20-0 — | 48 
1 — 15-7 7-7 — 4405 0 — 
4 — 10-0 7-7 5-0 — | — 
9 — 7-2 3-1 5-0 — | — 
‘1 1:8 14-3 5-2 35-0 21-7 — 
5:3 — 1-5 — | 4:3 — 

— 2-6 — | 45 — 5-6 2-1 
8 2-8 5-6 4:8 T4 60 | 43 
4 91-2 51-4 | 56-9 35-0 68-0 65-2 
‘8 3-5 48-6 41-6 65-0 | 28-0 34°8 
8 5:3 — 1-5 — 4-0 — 
8 3:6 | 27-2 30-8 9-5 13-7 — 
6 53-6 42-9 49-2 23-8 | 27-3 17-4 
4 196 | 22-9 3-1 19-0 27:3 174 
8 12-5 2.8 7-7 19-0 9-1 4-3 
3 7-1 2-8 3-1 14-4 4-5 | 39-2 
5 3-6 1-4 4:6 — 4:5 21-7 
‘9 — — 1-5 4-8 9-1 — 
7 — — — 9-5 15 — 
0 166 | 14-1 23-8 | 20-1 24-4 
38-0 — — 63-1 28-3 

19-0 —- — 31-6 14-2 


Two tests for sulphemoglobin and methzemo- 
globin at an interval of fourteen days were negative. 
Patient was discharged fit forty days after admission. 


Complications.—One case of empyema and 5 cases 
of serous effusions occurred in the treated cases, 
whereas in the control series there were 3 cases of 
empyema, no serous effusions, and 1 case of lung 
abscess. This lower incidence of empyema in the 
treated European cases showed a contrast to the 
higher incidence of empyema in the non-European 
treated series. In both groups more pleural serous 
effusions occurred in the treated cases than in the 
corresponding control series. 


Note on two fatal cases.—T wo deaths in the European 
control series were not included in the control deaths 
for reasons given in the résumé of these cases :— 


CasE 6142.—European male, aged 44, admitted 
as a control case about the third day of illness with a 
bilateral lobar pneumonia, type I. Three doses of 
polyvalent antipneumococcal serum (25 c.cm. each) 
were given daily from the day of admission. The 
patient’s condition became progressively worse, and 
on the evening of the third day in hospital it was 
decided to give him some M. & B. 693. Delirium was 
well marked, and 14 tablets were charted, 2 tablets 
four-hourly. It is doubtful if the patient was able 
to swallow the last few doses. He died on the fourth 
day after admission. Post mortem there was lobar 
pneumonia involving the left apex and base and the 
upper and middle lobes of the right lung. 


Although admitted as a control case this has been 
excluded from the control deaths, owing to the fact 
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that at least some M. & B. 693 was given when the 
patient was becoming moribund. 


. CASE 7692,—European male, aged 32, admitted with 
a right-lower-lobe pneumonia, type VII. Patient 
also had chronic nephritis, and sixteen days after 
admission there was a uremic condition showing a 
blood-urea of 207 mg. per 100 c.cm. Owing to this 
complication the case was excluded from the 
pneumonia control deaths. No post-mortem. 


Mortality-rate.—There were 2 deaths in the treated 
cases and 6 deaths in the controls, each out of a 
group of 27 cases, with a corresponding mortality- 
rate of 7-4 per cent. and 22-2 per cent. respectively. 
This is the most significant aspect in the contrast 
of these two European series. The following are 
details of two fatal cases treated with M. & B. 693 :— 


CasE 6468.—European male, aged 33, admitted 
about the third day of illness with right-upper-lobe 
pneumonia and pneumonic patches at both bases 
(confirmed radiographically), type I. Intensive treat- 
ment was begun on admission. Some improvement 
was manifested on the fourth-fifth day, followed by 
a recurrence of temperature. On the seventh day 
another intensive course of M. & B. 693 was given, 
followed by 2 tablets thrice daily. White-cell count 
20,000-16,000. No methzemoglobin or sulphemo- 
globin. Radiogram on relapse of temperature 
indicated a bilateral basal pneumonia. Total tablets 
given, 100. Condition became progressively worse, 


and patient died sixteen days after admission. No ` 


post-mortem. M. & B. 693 had apparently no effect 
on the course of this case. 
Case 8069.—European male, aged 74, admitted on 
the fourth day of illness with a left-lower-lobe 
neumonia, type III. History of three weeks’ cough 
Before admission in a critical condition. M. & B. 693 
was begun on the day after admission, and a total of 36 
tablets was given. Patient died on the fifth day 
after admission. Post mortem there was basal and 
apical lobar pneumonia (left), and a healing infarct 
in the left ventricle. 


SUMMARY AND CONCLUSION 


The value of M. & B. 693 in the treatment of 
pneumonia was investigated at the Johannesburg 
Hospital for a period of about three months. The 
cases in the control and treated groups were unselected 
and representative of the local European and non- 
European population, except children. The drug 
has in a number of cases produced vomiting and 
diarrhea, which though not serious has occasion- 
ally interfered with its continuous administration. 
Sulphzemoglobinemia and skin eruptions have been 
rare. Three cases treated with M. & B. 693 showed a 
considerable fall in the white-cell count, but there 
was only one case of agranulocytosis, and this patient 
recovered. The occurrence of empyema differed 
in the treated series of the European and non- 
European groups, being lower in the former and 
higher in the latter than in the corresponding control 
series. 

In the non-European group there were 71 cases 
treated with M. & B. 693 and 86 controls, and the 
death-rates were 8:5 per cent. and 18-6 per cent. 
respectively. In the European group there were 
27 cases in each series, and the mortality was 7-4 per 
cent. in the treated cases and 22-2 per cent. in the 
controls. 

Conclusion.—So far as this series of pneumonia 
cases goes, M. & B. 693 appears to affect favourably 
both the course of the disease and the case-mortality 
rate. 

Thanks are due to Dr. A, H. Louw, superintendent 


of the Johannesburg Hospital, for permission to 
publish this work carried out at the hospital; to 


a 
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Dr. R. L. Girdwood for his valuable advice in conduct- 
ing this investigation; to Dr. Mary Gordon for per- 
mission to treat the pneumonia cases in her wards: 
and to Mr. D. Anderson for his assistance with the 
hospital records. 


City Deep Ltd. 
Dr. DREOSTI 


In July, 1938, an investigation was begun into the 
efficacy of M. & B. 693 in cases of pneumonia with 
lobar consolidation in native mine labourers in the 
Central Native Hospital, City Deep, Johannesburg. 
The experiment herein reported consisted of treating 
100 cases of pneumonia with this drug, 100 cases 
simultaneously treated without the drug serving as 
controls. The experiment was concluded in the 
early part of November. When the experiment was 
begun the only available information about the drug 
was Whitby’s (1938) valuable experimental work on 
animals. However, soon after the investigation was 
started the experience of Evans and Gaisford (1938) 
in the treatment of pneumonia in man became avail- 
able. Their report of the absence of toxic reactions 
and the discussion on dosage were of great service 
at this stage. Although working with -different 
material, it may be stated at once that our results 
were virtually the same as those they obtained. 

The subjects of this investigation were male 
native mine labourers, mainly in the age-group 20—40, 
employed, chiefly underground, on the City Deep and 
Nourse gold-mines in Johannesburg. These natives 
pass at least two medical examinations for fitness 
before being accepted for mine work. Natives who 
have successfully passed these medical examinations 


are then signed on for a contracted period of work. 


averaging nine months. At the end of the con- 
tracted period they return to the native terri- 


tories for several months or longer, and many - 


then reapply for employment on the mines. A 
large number of natives, however, on any mine, are 
in their first period of service. There is, therefore, 
a continual addition of new, raw, unacclimatised 
labour to the labour force. l 

It is a well-known fact that pneumonia is commoner 
and usually more severe and has a higher mortality 
in natives recruited for mine work from Portuguese 
East Africa than in natives from British South Africa. 
For the purpose of this investigation the tribal factor 
can be ignored, since the distribution of the cases 
is virtually the same (see table I). Similarly, the age- 
distribution is almost the same in both groups. The 
distribution of lung lesions in both groups is given 
in the table. 

The cases that were not treated personally by me 
were nevertheless seen by me for confirmation of the 
diagnosis and for the purpose of assessing the severity 
and progress of the disease. The diagnosis and 
observations made may therefore be regarded as 
reasonably uniform for all the cases included in this 
report. i 

On admission all cases were provisionally designated 
as mild, moderate, or severe. The table shows that 
the control cases on the whole were less severe on 
admission than the treated ones. In view of the 
fact that there is no sick parade on the City Deep 
and that therefore every native who complains of 
feeling ill is admitted direct to hospital, it may be 
assumed that in most cases (both controls and treated 
cases) the patients were admitted to hospital within 
a day or two of the onset of the illness. 


Effect of drug on the temperature.—In judging the 
effect of the drug on the course of the temperature 


ae ey 
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it must be remembered that many of the 32 
treated cases were only given the drug after 

the pyrexia had already been present for 28 
two or three days; 41 were treated on the 
first day of pyrexia, 3 on the second day, 
17 on the third day, and 4 on the fourth 


N 
> 


day. In 10 of the treated cases, after the Woo 
temperature had been normal for several x 
days and the drug discontinued, a sharp = 16 
rise in temperature occurred. When the S 
drug was given again the pyrexia subsided {42 
rapidly. A similar recurrence of tempera- 

ture was also observed in 8 of the control 8 
cases. 


As shown in fig. 4 the cases treated with 4 
M. & B. 693 had on the whole a much 
milder course than had the control cases 
(see table). 

Evans and Gaisford (1938) record that in 
cases treated with M. & B. 693 the rapid 
fall in temperature did not quite correspond 
to a normal pneumonia crises. A similar 
observation was made in our series of cases. With 
the rapid fall in temperature there was also 


SEVERITY OF THE COURSE OF DISEASE (EXCLUDING 


DEATHS) 
— Mild Moderate Severe | Total 
' Treated cases .. 72 | 27 1 | 100 
96 


Control cases a 37 | 49 10 


a fall in the pulse-rate, but the slowing of the 
pulse was not so marked as the fall in temperature. 
In many cases the pulse-rate only became normal 


4A 


4 6 8 0 R 4 2 


r DAYS IN HOSPITAL 


Fic. 4—Typical temperature charts. 


A, in treated cases ; B, in controls. 


E controt 


TREATED ` 


DO Nn 2T 
DAYS 


Fie, 5—Chart of length of stay in hospital of treated cases and 


controls. 


forty-eight hours, and sometimes much longer, after 
the temperature had returned to normal. Similarly 
the chest signs took some time to clear up. On the 
other hand, in only four of the treated cases was it 
necessary to give a sedative for restlessness or delirium 
after twelve hours’ treatment. Stimulants were only 
required in four treated cases. Oxygen administra- 
tion was not considered necessary and therefore not 
given to any of the treated cases. 

Average stay in hospital.—The average stay in the 
City Deep Hospital of a case of pneumonia is about 
eighteen days. On discharge from hospital all 
pneumonia cases are given a minimum of fourteen 
days light surface-work and then re-examined by | 
the medical officer of the 
mine, when a further period 
of light surface-work may 
be given, depending on the 
rapidity of convalescence. 
The average detention in 
hospital for the control cases 
was 18-5 days and for the 
treated cases 12-9 days 
(fig. 5) Apart from the 
reduced period of stay in 
hospital, one must not lose 
sight of the fact that, since 
most of the treated cases ran 
a mild course, the conva- 
lescence was therefore more 
rapid and thenecessary period 
of light surface-work was less 
than in the control cases. 

Dosage.—The most satis- 
factory form of dosage for 
routine treatment was found 
to be 2 g. immediately on 
admission, followed by 1-5 g. 
four-hourly for the first 
twenty-four hours. Sixty- 
four cases were treated with 
this initial form of treat- 
ment. If at the end of this 
period improvement was 
observed, together with a 
fallin temperature to 100° F. 
or lower, the dose was 
reduced to 1 g. four-hourly. 
If this response was not 
obtained, 1:5 g. was con- 
tinued for a further 
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Fig. 6—Curves of leucocyte count in treated cases and 
controls. 


twenty-four hours. Finally, 0-5 g. four-hourly was 
given until the temperature had been normal for 
two days. In 76 of the cases the drug treatment was 
given for four days or less. A total of less than 25-5 g. 
was given to 65 cases; a total of 26-0-45-5 g. to 30 
cases; and the remainder received over 46 g. The 
maximal quantity of drug administered to one case 
was 70 g. 


Vomiting occurred in 15 of the cases. Most of 


these cases only vomited once, and the drug treatment _ 


was continued as outlined above. In a few cases it 
was found necessary to omit one or two doses and 
then to continue the treatment, when no further 
vomiting occurred. There was never any vomiting 
in the first twelve hours of the drug treatment. 
Mortality and complications.—The case-mortality 
for pneumonia in the City Deep Hospital for the 
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Fia. 7—Curves of erythrocyte count in treated cases and 
controls. 


last three years averages 14-4 per cent. During 
July and August, 1938, a comparatively mild form 
of pneumonia was encountered, as shown by the fact 


that of the 51 control cases treated during this period - 


only 1 terminated fatally. The total mortality for 
the whole of the period of this investigation was 4 


of the control cases (confirmed post mortem) and | 


0 of the treated cases. In the treated group 2 cases 
of serous pleural effusion occurred, 1 sterile and 
l in which a scanty growth of hxemolytic strepto- 
cocci and Staphylococcus albus was found; in the 
control group there was 1 sterile serous effusion 
and 1 pneumococcus empyema. 


SUMMARY 


= M. & B. 693, without any other treatment apart 
from nursing, was given to 100 cases of lobar pneu- 
monia in native mine labourers. At the same time 
100 cases of pneumonia in similar subjects were 
treated on the usual lines as controls. No serum 
or vaccine was used in any of the cases recorded. 
All these cases were admitted during the South 
African winter and early spring months. The age- 


incidence, tribe, and location of the lung lesions were 
more or less the same in both groups. | 

M. & B. 693 treatment was begun only when the 
disease was far enough advanced to place the diagnosis 
beyond doubt. This often meant a delay of several 
days, even though pneumonia was suspected. 

During July and August a mild form of pneumonia 
was encountered, but the virulence increased in 
September and October. 

The case-mortality in the series under review was 
4 per cent. for the control series and 0 in the treated 
series. In the treated cases there was.on the whole 
a very much shorter pyrexial period, a milder course 
without any severe toxæmia, and therefore a reduced 
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Fria. 8—Curves of hemoglobin percentage in treated cases 
and controls. 


period of convalescence as compared with the controls. 
Further, the drug appeared to inhibit any progress 
of consolidation. | 


BLOOD EXAMINATIONS 
(Reported by Dr. W. A. BURNETT) 


At the outset of the experiment on the City Deep 
Ltd. it was decided to investigate any changes 
which might take place in the blood of control and 
treated cases. Observations were made on the 
erythrocyte and leucocyte counts, the hæmoglobin 
percentage, and the erythrocyte-sedimentation rate. 
The results of these examinations are summarised 
and a “ free curve ” is used to depict them graphically 
(figs. 6-9). : 

Fahraeus (1921) indicates that the decrease in the 
suspension stability of the erythrocytes is probably 
a function of the breakdown of tissue proteins. If 
this is accepted, the beneficial influence of M. & B. 693 
is apparent, because, when this drug is used, the 
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destruction of erythrocytes and hæmoglobin is less. 
The sedimentation curves closely follow those for 
hemoglobin, but whether the suspension stability is 
@ factor of the hzmoglobin-content and the red-cell 
count is a moot point. 

The findings appear to indicate that: (1) Up to 
the crisis M. & B. 693 produces a rapid decrease in 
leucocytosis, followed by a slight increase three days 
later and, subsequently, an uneventful recovery to 
normal values (fig. 6). (2) The erythrocyte destruction 
with M. & B. 693 is slower and less pronounced and 
shows a better recovery-rate (fig. 7). (3) M. & B. 693 
produces a more rapid destruction of hæmoglobin 
but is followed by a quicker and more sustained 
recovery to normal values (fig. 8). (4) The blood- 
suspension stability is less affected by M. & B. 693, 
and recovery to normal values is reached earlier 
(fig. 9). 

CONCLUSIONS 


M. & B. 693 appears to be a very effective and 
convenient drug in the treatment of pneumonia in 
native mine labourers. There is strong clinical 
evidence to suggest that even better results might 
have been obtained by giving the drug as soon as 
the disease was suspected, instead of waiting until 
the clinical diagnosis was beyond doubt, 


I have to thank Dr. A. J. Orenstein, chief medical 
officer, Rand Mines Health Department, for affording 
me the opportunity of conducting this investigation ; 
my colleagues, Drs. C. Berman and W. A. Burnett, 
of the City Deep Hospital staff, for coöperation in 
dealing with the cases under their care; and the 
director of the South African Institute for Medical 
Research for providing the facilities for bacterio- 
logical examinations. 


(To be concluded) 


TREATMENT OF 
CHRONIC MYELOID LEUKAMIA 


IMPORTANCE OF THE MYELOBLAST 


By M. C. G! Israéts, M.D., M.Sc. Manc., M.R.C.P. 


FOULERTON RESEARCH FELLOW OF THE ROYAL SOCIETY 


THE course of a chronic myeloid leukemia often 
ends rather abruptly. The radiotherapy which has 
so far kept the patient well quite suddenly becomes 
ineffective, the anzmia steadily increases, and the 
patient dies. The onset of this resistant phase is 
signalised in many patients by the appearance of 
myeloblasts in the blood. Panton, Tidy, and Pearson 
(1914) noted that in 4 out of 29 patients, 3 of whom 
were under twenty years old, the appearance of 
myeloblasts was rapidly followed by death. Piney 
and Riach (1932) described in detail a case of chronic 
myeloid leukemia in which the appearance of myelo- 
blasts coincided with failure to respond to radio- 
therapy. Arendt and Gloor (1932) found that the 
terminal stage of the disease was sometimes accom- 
panied by showers of myeloblasts; further radio- 
therapy was then possibly dangerous; Forkner 
(1938) made similar observations. Other authors, 
such as Hoffman and Craver (1931) and Watt (1936), 
do not mention this change, their patients having 
died of intercurrent disease. 

Myeloblasts are sometimes found in the blood 
of patients who have not received any treatment ; 
but, as will be seen from the following case-records, 
they are not apparently of the same grave signifi- 
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cance as they are at later stages, provided that they 
disappear when treatment is given. 

Since there is still some confusion, it is necessary 
to state that the term ‘ myeloblast ” is here restricted 
to the oxtdase-negative primitive cells of the myeloid 
series; when oxidase-positive granules appear, the 
cells are classed as promyelocytes; this question 
has been fully discussed elsewhere (Israéls 1936). 
The necessity of making this distinction is illustrated 
by the contradictory results obtained by Radiojevi¢ 
(1932), who includes oxidase-positive cells among 
the ‘“‘ myeloblasts.” Two of his patients, who both 
had initial “ myeloblast’’ counts of 41 per cent., 
died, although the counts were reduced by treatment, 
but a third patient with 35 per cent. survived for 
two and a half years. The oxidase-stain I have used 
is copper-benzidine-peroxide as used by Sato and 
Sekiya (1926). 

The case-records given here are of adult patients 
with chronic myeloid leukemia in whose blood 
myeloblasts appeared during the course of the disease. 
The blood-counts in the table are limited to those 
at significant stages, being selected from the complete 
records. 


CASE-RECORDS 


CasE 1.—A traveller, aged 43, gave a two years’ 
history of ill health—fatigue, dyspepsia, pallor, 
and loss of weight. A diagnosis of chronic myeloid 
leukemia had been made, and arsenic and some 
radiotherapy had been given successfully ; he was 
able to return to work. About two months before 
admission to the Manchester Royal Infirmary he 
noticed swelling of the abdomen. On admission the 
spleen was grossly enlarged; other signs were not 
notable, The blood-count was typical :— 


Red cells .. . 3,110,000 Polymorphs 54:5% 
White cells 142,000 Lymphocytes 770% 
Heemoglobin 50% Monocytes 1:0 % 
Colour-index 0:86 Eosinophils 2:5% 
Nucleated red cells 2 per 400 Basophils .. r 6:0% 
white cells Metamyelocytes .. 16:5% 
Myelocytes 12-5% 

Myeloblasts 0 


He was given a course of radiotherapy, and the 
white cells showed a satisfactory reduction. After 
the fourth treatment the white-cell count again 
increased, and oxidase-negative myeloblasts were 
present. His condition became steadily worse in 
spite of further radiotherapy, and eight weeks after 
admission his relatives took him home, where he died 
shortly afterwards. 


CASE 2.—A hat-worker, aged 32, first attended the 
out-patients’ department in February, 1933, com- 
plaining of intermittent priapism. An enlarged 
spleen was found, and his blood-count revealed 
typical myeloid leukæmia :— 


Red cells .. . 3,960,000 Polymorphs 550% 
White cells 107,000 | Lymphocytes 50% 
Hb... 70 % | Monocytes 3-0 % 
C.I... sa ‘ 0°87 Eosinophils 0:52% 
Nucleated red cells 1 per 400 Basophils .. : 0 
white cells Metamyelocytes . 30:5% 
l Myelocytes 6-0 2o 
| Myeloblasts 0 


He was given radiotherapy and remained well 
for twelve months. In March, 1934, he was admitted 
to hospital because of failing general health, and his 
blood-count then showed that myeloblasts were 
present. Radiotherapy was continued, and there was 
a temporary improvement in his general condition; 
but in June of that year he was readmitted in a 
very weak state with both liver and spleen greatly 
enlarged. He was very anemic, and there were now 
45 per cent. of myeloblasts. His condition became 
steadily worse, and he died two and a half weeks 
later. At autopsy the femoral bone-marrow showed 
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large groups of myeloblasts among the general hyper- 
plasia of granular leucocytes of all types. 


CasE 3.—A slipper-hand, aged 36, was admitted 
to hospital in October, 1934, with a ten months’ 
history of pain in the left hypochondrium, fatigue, 
and loss of energy. The spleen was found to be 
moderately enlarged, and enlarged lymph-glands were 
found in most sites. The blood-count showed 
myeloid leukæmia :— 


Red cells .. - 3,390,000 Polymorphs 545 % 

White cells 158,000 Lymphocytes 1:75% 
Hb... is Me 54% Monocytes.. -- 0 

CIs ze sis 0-79 Eosinophils 05 % 

Nucleated red cells 5 per 400 Basophils .. -- 50% 

white cells , Metamyelocytes .. 10:75% 

| Myelocytes - 270 % 

| Myeloblasts 0:5 % 


He was given iron and arsenic (liq. arsenicalis 
9 minims daily) and a course of radiotherapy. He 
responded very well and was able to return to work. 
He remained well until July, 1936, when he complained 
of an enlarged and painful spleen. From this time 
his condition deteriorated; his anæmia and the 
percentage of myeloblasts in the blood steadily 
increased, and, in spite of the fact that renewed 
radiotherapy had reduced the leucocyte count, 
he died on Sept. 7. At autopsy the femoral bone- 
marrow showed considerable hyperplasia; there were 
numerous neutrophil and eosinophil granulocytes and 
among them a few groups of myeloblasts. 


OasE 4.—A housewife, aged 40, was admitted to 
hospital in July, 1935, complaining of increasing 
enlargement of the abdomen, which had been first 
noticed a year before. At that time myeloid leukemia 
had been diagnosed, and one treatment with radio- 
therapy had been given at another centre. The 
spleen was enormous and the liver also considerably 
enlarged. The blood-count showed :— 


Red cells .. e.. 2,004,000 Polymorphs 30:25% 

White cells .. 468,000 Lymphocytes 20 % 
Hb... ae a 42 % Monocytes.. .. 0 

C.I... sa a 1-05 Eosinophils ee 2:75% 

Nucleated red cells 1 per 400 Basophils .. we 2°75% 

white cells Metamyelocytes .. 90 % 

Myclocytes - 515 % 

Myeloblasts 1:75% 


She was given iron, arsenic, and radiotherapy, and 
responded excellently. She remained well until 
November, 1937, when she complained of increasing 
size of the spleen and great weakness, Her anzmia 
increased, and myeloblasts reappeared in the peri- 
pheral blood. She was readmitted to hospital on 
Dec. 16 because of a severe hematemesis and 


epistaxis. Sternal puncture showed :— 
Polymorphs .. os 16% Heomocytoblasts .. 08% 
Myelocytes .. oe 08% Normoblasts.. oe 0 


-- 96°8% 


The epistaxis was checked, but the patient died 
five days later. Microscopical examination of the 
femoral bone-marrow after the autopsy showed 
that it was very hyperplastic, the cells being 
nearly all mycloblasts; myelocytes were few and 
normoblasts rare, 


CASE 5.—A man aged 40, first seen in October, 
1934, had been treated six months previously, in 
America, for chronic rayeioid leukemia and now 
reported for further treatment. The spleen was 
moderately enlarged, and no other signs were detected. 
The blood-count showed :— 


Myeloblasts .. 


Red cells .. - 5,180,000 Polymorphs 57-5% 
White cells 44,800 Lymphocytes aé 6:0% 
Hb... gs R 94% Monocytes.. ee 0:5% 
C.I... ss ete 0-9 Eosinophils aos 1:5% 
Nucleated red cells 0 Basophils .. es 1:5% 
Mectamyelocytes .. 170% 
Myclocytes 16-0 % 
Mycloblasts sa 0 


Control was easily maintained with radiotherapy 
until December, 1935, when he was admitted to 
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hospital on account of increasing dyspncea and 
pallor and because he had developed a rash of 
flattened raised nodules, none bigger than 4 in. 
across, on his back, arms, thighs, and chest. The 
spleen and liver were now much enlarged. The blood- 
count showed increased anæmia and the presence of 
myeloblasts. He died a week after admission. The 
autopsy showed the femoral bone-marrow to be 
intensely hyperplastic ; areas in which myeloblasts 
predominated alternated with areas in which granulo- 
cytes predominated. The dermis in the skin 
nodules was infiltrated with myeloblasts and a few 
granulocytes. 


CASE 6.—A greengrocer, aged 28, firstseen in March, 
1937, had been quite well up to three months 
previously, when he began to complain of weakness, 
backache, and, later, pain in the left hypochondrium. 
A very enlarged spleen was found, but there was no 
enlargement of the liver or lymph-glands. The blood- 
count showed :— 


Red cells .. e.. 3,488,000 Polymorphs oe 31°95 % 
White cells .. 257,000 Lymphocytes « 15% 
Hb... es is 62% Monocytes.. ee 15 % 
C.I... So ae 0°88 Eosinophils - 4£25% 
Nucleated red cells 4 per 400 Basophils .. ~- 65 % 
white cells Metamyelocytes .. 80 % 

Myelocytes 30°75 % 

Myeloblasts 10°0 % 


The figure shows that the application of radio- 
therapy reduced the proportion of myeloblasts and the 
total white-cell count, and there was some improvement 
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Graphs showing effect of radiotherapy on chronic myeloid 
leukæmia (see Case 6). 


in the anemia and in the general condition. In 
June, 1937, however, he felt much worse; blood 
examination revealed myeloblasts in increased 
numbers, and, in spite of some further radiotherapy, 
he rapidly became worse and died on August 12. 
The femoral bone-marrow was very hyperplastic 
and contained many myeloblasts and many lympho- 


cytes, 


Case 7.—A retired manufacturer, aged 68, first 
seen in September, 1937, had complained of loss of 
appetite, loss of weight, and epigastric pain for the 
previous two months. A very enlarged spleen was 
found, but no other notable signs. The blood-count 
was typical of chronic myeloid leuksemia :— 


Red cells .. -» 3,870,000 Polymorphs .. 512505 
White cells 292,000 Lymphocytes oo 0:75% 
Hb... sa we 60 % Monocytes.. ©. 0 
CIs ia se 0:79 Eosinophils 0°-25°% 
Nucleated red cells 0 Basophils .. oe 15% 
Metamyelocytes .. 19°95 % 
Myelocytes os 26:7599 
Myecloblasts 0 


Sternal puncture showed a similar picture: myelo- 
blasts 2:5 per cent., normoblasts 3 per cent., and the 
rest granulocytes. He was given iron and increasing 
doses of arsenic. Although the patient felt improved, 
the blood-count showed little change even after 
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five weeks’ treatment. He was therefore sent for 
radiotherapy, which quickly reduced the white-cell 
count, but the ansmia was not improved. In 
January, 1938, the patient felt very weak, and the 
myeloblasts in the blood were much increased. He 
did not attend after Jan. 20, and his death was 
reported by his doctor two weeks later, 


DISCUSSION 


These case-records, summarised in the accompanying 
table, illustrate the fact that for the proper control 
of the treatment of chronic myeloid leukemia three 
important guides are obtained from the blood-count. 


BLOOD-COUNTS IN OCHRONIO MYBLOID LEUKAMIA 


` Myelo- Hemo- | White cells 
Case Count and date blasts globin (thousands 
(per cent.) | (per cent.) | per c.mm.) 
1 a) Dor: 10, 1934 0 50 142 
b) D 7, » 0 46 64 
c) Deo, 29; $ . 42 42 273 
2 (a) Fel Feb. aay 1933 0 70 ye 
(c) ree 29, 1934 30 29 80 
3 a) Oct. 23, 1934 0°5 54 158 
Mar. 14, 1935 0 98 43 
o Sept. 5, 1936 49 14 28 
4 (a) Aug. 27, 1935 1°75 42 468 
ie 2° 1936 12°5 
(c) Dec. 16, 1937 9 16 96 
5 (b) Oct. 19, 1934 0 94 45 
(c) Dec. 27, 1935 77 28 336 
6 (a) Mar. 4, 1937 10 62 _ 257 
(0) April27, = 1 66 41 
(c) July 29; 6 62 27 90 
7 (a) Sept.23, 1937 0 60 292 
Cc. 0 60 121 
c) Jan. 20, 1938 72 42 16 


counts given show the condition (a) when first seen, 
oy cee fully treated, and (c) near the termination. 


In order of importance these are the proportion of 
immature leucocytes, the anemia, and the total 
leucocyte count. 


The proportion of immature leucocytes is an excellent, 
guide to the severity of the leukemia, as several 
authors have pointed out, and it should steadily 
diminish under successful treatment. Myeloblasts 
are especially important; it is quite common to find a 
small percentage of myeloblasts when the patient 
first attends for diagnosis (cases 3, 4, and 6). If 
they disappear rapidly under treatment, the prognosis 
is as a rule reasonably good—case 3 lived for two 
years and case 4 for three years after the commence- 
ment of treatment—but, if they increase in proportion, 
especially with radiotherapy, the prognosis is bad, 
irrespective of any reduction in the total leucocyte 
count, and treatment will be ineffective and survival 
usually measured only in weeks, 

When the patients recorded here, except case 6, 
were given radiotherapy, the myeloblasts, if present, 
disappeared from the blood shortly after treatment 
was initiated. They returned after periods varying 
from a few weeks to two and a half years, and their 
return was invariably the signal that the terminal 
phase of the illness had begun. Their reappearance 
was sometimes remarkably rapid, and the myelo- 
blasts in the blood rose to a very high percentage 
(case 4); sometimes it was more gradual, and the 
myeloblasts were less prominent (cases 2 and 3). 
These differences were reflected in the relative 
numbers of myeloblasts as compared with poly- 
morphonuclear cells and myelocytes found in the bone- 
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marrow at autopsy—in case 4 at biopsy. In those 
patients who had at first no myeloblasts in the blood 
the same variation of rapidity and completeness 
of the myeloblastic transformation was seen (cases 1, 
5, and 7), and a steadily increasing percentage of 
myeloblasts had a similar fatal significance. The 
prognostic value of this myeloblastic change was 
independent of any reduction in numbers that might 
be brought about by radiotherapy (cases 3 and 7). 
This mode of termination has been common among 
my patients, myeloblastic transformation having 
occurred in 10 out of 21 fatal cases whose cause of 
death was known. It seems reasonable therefore 
to insist that myeloblasts should be carefully looked 
for and their reaction to treatment, when the patient 
first attends, watched. If they appear, or fail to 
disappear, radiotherapy should be stopped, since 
it seems that it can do no good in these circumstances ; 


that it may even aggravate the condition. The 
differential white-cell count is thus an important 
guide for the control of the treatment of this disease. 


The anemia always responds to effective treatment. 
When the hemoglobin fails to rise, the outlook is 
not so hopeful (cases 1, 6, and 7), and, if it falls, the 
prognosis is grave. Increasing anemia is often the 
first sign that a phase of resistance to radiotherapy 
is about to appear, and it often runs parallel with the 
appearance of myeloblasts. The anæmia in chronic 
myeloid leukæmia is most commonly of the hypo- 
chromic microcytic type, sometimes normocytic, and 
rarely megalocytic. The microcytic anemia responds 
well to iron and should be treated with full doses— 
e.g., ferrous chloride 18 grains daily—whether 
radiotherapy is given or not; iron should also be 
given to the patients with normocytic anemia, The 
megalocytic type does not seem to respond either to 
liver therapy or to iron. 


The total leucocyte count is the least reliable of these 
guides, and Forkner (1938) has said, with some 
justice, that it is inadvisable to use it alone as an 
indication for starting, stopping, or resuming treat- 
ment. However, if the anæmia is improving and 
the immature leucocytes are disappearing, the total 
leucocyte count should be watched, since a count of 
less than 10,000-20,000 per c.mm. is undesirable. 
Enough has been said under the previous two head-, 
ings to emphasise that by itself the total leucocyte 
count is an unreliable guide to the progress of 
treatment. 

We have seen that the satisfactory results of radio- 
therapy may be suddenly interrupted by the appear- 
ance of myeloblasts, with an invariably fatal result. 
The reasons for this myeloblastic transformation 
are unknown, and Isaacs (1932) has brought forward 
evidence which suggests that the radiotherapy itself 
may be implicated. Consequently it has been 
suggested that radiotherapy should be held in reserve 
and other forms of treatment tried first. Forkner 
(1938) has especially protested against the use of a 
high leucocyte count as an indication for beginning 
radiotherapy. He points out that if neither the 
anemia nor the proportion of immature leucocytes 
is increasing and if significant symptoms, such as 
excessive fatigue, pressure of an enlarged spleen, and 
hemorrhages, are not serious, the patient may 
remain symptomatically well for considerable periods. 
The course of such cases as case 7 in this series, in 
which myeloblastic transformation rapidly followed 
the beginning of radiotherapy, adds point to his 
contention. Thus, before radiotherapy is begun, 
the anemia should be energetically treated, and this 
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will often bring about a striking improvement, as 
exemplified by the following case-record :— 


A man, aged 61, was sent to hospital because of 
increasing weakness and pallor. There were no 
notable signs, and a fractional gastric analysis showed 
complete achlorhydria The blood-count was :— 
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Red cells .. -- 1,980,000 Polymorphs . 52% 
White cells 74,500 Lymphocytes 12% 
Hb... 17% Monocytes... bts 0 
C.I... ss ws 0:43 Eosinophils .. zi 0 
Nucleated red cells 2 per 500 Basophils 6% 
white cells Metamyelocytes 13% 
Myelocytes 17% 
Myeloblasts .. zs 0 


Sternal puncture confirmed the diagnosis of 
myeloid leukæmia, and no myeloblasts were seen. He 
was first treated with ferrous chloride gr. 18 daily, 
and in four weeks his red cells had risen to 3,660,000 
per c.mm, and the hæmoglobin to 62 per cent., the 
immature leucocytes being simultaneously reduced 
by about 10 per cent.; there was corresponding 
general improvement. 


When the maximal improvement has been obtained 
from anti-anemia treatment, radiotherapy can be 
begun if the patient’s condition is still unsatisfactory. 
Forkner (1932), Stephens and Lawrence (1936), 
and others have claimed good results from arsenic 


treatment, but experience of this at Manchester has 


not been encouraging. 


SUMMARY 


(1) Seven cases are described of patients with 
chronic myeloid leukemia who had myeloblasts 
in the peripheral blood. (2) When the patient has 
not received treatment, the presence of myeloblasts 
is not of serious significance if they disappear when 
radiotherapy is begun. If they increase, the outlook 
is grave, irrespective of any changes in the total 
leucocyte count. (3) When myeloblasts appear 
during treatment, they usually signify that radio- 
therapy is no longer effective, and that, whatever 
the total leucocyte count, death is imminent. The 
completeness of the mayeloblastic transformation 
in the bone-marrow is parallel to that in the peripheral 
blood. (4) The effectiveness of treatment is best 
judged by the diminution of the proportion of 
immature leucocytes and by the improvement in 
the anemia. (5) The anemia should be thoroughly 
treated, and radiotherapy may be postponed, provided 
that the immature leucocytes do not increase and the 
patient’s clinical condition warrants it. 


This work has been carried out in the department 
of clinical investigation and research, the University 
and Royal ary, Manchester. I am indebted 
to the director of the department, Dr. John F. 
Wilkinson, and other members of the honorary 
staff of the Manchester Royal Infirmary who have 
kindly granted me the necessary facilities. 
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TORSION OF THE APPENDIX OF THE 
TESTIS 


By GrorGE D. F. McFappeEn, M.Ch. Belf., F.R.C.S. 


SURGEON, WITH CHARGE OF OUT-PATIENTS, ULSTER 
HOSPITAL, BELFAST 


Torsion of the testicle or spermatic cord has 
long been a recognised clinical entity ; but torsion 
of the appendix of the testis or hydatid of Morgagni 
is not so well known. The most recent British text- 
book on genito-urinary surgery does not refer to it. 

The first mention of the condition is as recent as 
1922, when Colt described it. Mouchet’s (1928) writings — 
have done much to make the condition well known 
on the Continent, whence most of the reported cases 
have come. Dix in 1931 reviewed the 45 cases on 
record and added 2 from his own practice. In 1935 
only 2 cases had been described in North American 
literature (Foshee 1932) but more recently Lambert 
and Smith (1938) have described 3 cases occurring 
within three years in a school of 650 boys. 

These remarks suggest that torsion of the appendix 
of the testis is very rare; but the greater number of 
cases reported lately and the fact that I have seen 
3 within the last four years in the children’s out- 
patient department at the Ulster Hospital show that 
it only needs to be more widely recognised. 


ZTIOLOGY 


The condition is seen at all ages, but chiefly perhaps 
between 11 and 14 years. In the cases on record 
one patient was only eleven months old and three 
were over 60. Among my cases one was a baby of 
thirteen months and the two others were both 12 years 
old. Either left or right side may be affected. There 
is no known cause of the torsion. One of the 
American cases described started when the patient 
was kicked on the scrotum by a pet rooster (Rhodes 
1935). Inoneof my cases the first attack began as the 
patient sat by the fire, and the second attack was 
precipitated by his jumping down from a hospital 
stool after having his finger dressed. Appendages 
vary much in size and in the length and fixation 
of their pedicle (fig. 1). The larger the appendage 
and the narrower its pedicle, the greater the chance 
of torsion. 

As with all pedunculated masses liable to undergo 
torsion, several attacks may precede the one that 
brings the patient to operation. The twist may be 
partial and undo itself, or one twist may not be 
sufficient to interfere with the circulation of the 
appendage. Two of my patients had had preceding 
attacks. In one the first attack occurred two weeks, 
in the other three days, before he was seen. In 
both these cases there was only one complete twist. 
In the baby there were two complete twists. 


SYMPTOMS AND SIGNS 


The pain may be slight or severe. In the baby 
of eleven months the mother did not think that he 
had any pain; she brought him to hospital because 
of the scrotal swelling. In one of the boys the pain 
was so severe as to cause slight shock, with rapid 
pulse and cold clammy skin, Such severe pain is 
unusual in torsion of the appendage of the testis; 
it is commoner in torsion of the testis. The pain 
is referred to the testis and to the iliac fossa or to the 
groin on the affected side. 

Constitutional symptoms are usually mild. Vomiting 
is uncommon, The temperature is as a rule normal, 
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but temperatures of 100° F. have been recorded. 
These milder symptoms distinguish this condition 
from torsion of the testis. In no case reported 
were there any urinary symptoms. 

The most significant sign in the acute stage is 
swelling of the scrotum. The scrotal skin is 
edematous and slightly red; the œdema may 
extend slightly over to the unaffected side. It is 
evident within three hours of the onset of the pain 
and is out of all proportion to the minuteness of the 
lesion. It is the most valuable point in diagnosis 
in the whole syndrome. The testicular mass is 
swollen and tender, and this tenderness, with the 
small hydrocele present in all acute cases, prevents 
accurate palpation of the testicular elements. The 
cord above the testis is slightly swollen. In the 
more chronic cases the edema has subsided and the 
testicular reactionary swelling has disappeared, so 
that a small pea-like body, the twisted appendage, 
may be palpated in the sulcus between the caput 
majus of the epididymis and the upper pole of the 
testis, The testicle hangs in its normal relation to 
the vas deferens. 


DIAGNOSIS 


Once the condition is thought of, the diagnosis 
is not difficult. A torsion of the testicle and one 
of the appendix of the testicle are the only two 
conditions that cause such rapid swelling and edema 
of the scrotal coverings. The milder the general 
symptoms, the more probable is a twisted appendage. 
If the testicle hangs normally and the vas enters 
it in the normal relationship, the diagnosis is torsion 
of the appendix testis and not of the testicle. 

Orchitis and epididymitis do not cause edema of the 
scrotal skin until late in the disease, when the edema 
is localised to the immediately adjacent area. At this 
stage the condition cannot be confused with torsion of 


Fia. 

Fia. 2—Sketch made at operation, 

showing twisted appendage of 

case 3. It was dark red and 

swollen, lying inthe sulcus between 

the upper pole of the testis and 
epididymis, ` 


size. 


an appendage. Dix (1931) aptly remarks that cases 
diagnosed as acute epididymo-orchitis in children 
are probably torsion of the testicular appendage. 


TREATMENT 


The condition is not dangerous to life, and with 
conservative treatment the swelling will gradually 
subside and the process be at an end in about a 
fortnight. This end-result can safely be brought about 
by operation and the suffering of the patient and his 
stay in bed appreciably shortened. Operation is 
devoid of risk, and pain is immediately lessened. 
These patients may be allowed up a couple of days 
after operation. Operation should be urged if the 
surgeon suspects torsion of the testicle. 

Operation.—An incision 1-2 in. long, depending 
on the size of the testis to be delivered, is made 
over the pubic spine in line with the structures of the 
cord, as in the operation for varicocele, The testis is 
pressed up into the wound, and the coverings of the 


3—The appendage shown in 
fig. 2 has been untwisted and 
become more normal in shape and 


The appendage of the epidi- 
dymis present is also shown. Both 
appendages are larger than is usual 
and were removed. 


tunica are incised. These coverings will be found 
slightly cdematous. When the parietal tunica 
vaginalis is cut through, about a drachm of straw- 
coloured, sometimes blood-stained, fluid escapes. 
The testicular and epididymal surfaces appear normal, 
Lying in the sulcus between the caput majus of the 


Fia. 1—Testes of full-time fœtus (natural size). A, a small 
appendage (a) of the testis of the more usual size; 
B, a large appendage (a) of the epididymis looked at from 
above; C, the same appendage looked at from the side. 


epididymis and the upper pole of the testis, and 
attached to the upper pole of the testis near the sulcus, 
is found a small dark red body, usually about the size 
of a small pea. In one reported case it is said to’ 
have been as large as an English walnut, It will be 
found that one or two complete twists of its pedicle 
have caused a hemorrhagic infarction of the appendix 
testis or of the appendix epididymis. These twists 
may be clockwise or counterwise. The narrow 
pedicle is ligatured and the appendage removed. 
The tunica vaginalis is left open. Some authors 
recommend turning it inside out, but this appears 
to me unnecessary. The wound is closed, and 
convalescence should be uneventful. 


CASE-RECORDS 


CASE 1.—Infant aged thirteen months. The 
mother had noticed a swelling, which had only been 
present for one day, in the right 
side of the baby’s scrotum and 
could not account for it. The child 
had remained in his usual good 
health, taking his food well and 
showing no unusual symptoms, 
and did not appear to be in pain. 
The house-surgeon found the 
scrotum swollen, cedematous, and 
somewhat red and the testis 
enlarged and tender. The cord 
seemed thickened. He instructed 
the mother to bring the child back 
two days later. Three days from 
the onset, when seen by me, the 
child appeared to be quite well. 
His temperature was 98°8° F. The 
right side of the scrotum was swollen, the skm 
being cedematous and slightly red. The testicle was 
tender and appeared to be enlarged. The tender- 
ness made it impossible to palpate the testicle 
minutely. A diagnosis of a torsion of the testicle 
or of its appendage was made and operation under- 
taken about an hour later, Operation showed a 
typical dark red twisted appendage. Its base was 
ligated and the appendage removed. Recovery was 
uneventful. 


CASE 2.—A boy aged 12 was brought to the Ulster 
Hospital because of acute pain in the left side of his 
scrotum and of his abdomen. He stated that he had 
had the same pain, but not so severe, a fortnight 
previously. The present pain started about 7.30 
that morning and was so severe that he felt faint. 
When seen three hours later at the hospital he was 
pale and mildly shocked, with cold clammy skin 
and a pulse-rate of 108. The left side of the scrotum 
was cedematous, red, and swollen. The testicle was 
tender and enlarged, but no details could be palpated. 
The cord bore the normal relation to the testicle 
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and was slightly thickened. A diagnosis of twisted 
appendix of the testicle was made. At operation a 
few hours later a testicular appendage with hemor- 
rhagic infarction was removed. It had been twisted 
through one complete turn in an anti-clockwise 
direction. 

CASE 3.—A boy aged 12. Three days before coming 
up to the hospital he had been sitting in front of the 
fire, when he felt a severe pain in the left groin. 
He did not vomit and took his evening meal. The 
pain persisted till he fell asleep that night. The 
next day he was quite well, and he remained so till 
the afternoon of the morrow, when he came to hospital 
to get a finger dressed. When jumping down from 
the stool in hospital he again felt a severe pain in 
the left groin. He went home, but the pain got 
gradually worse, and five hours after the onset of 
the’ pain he noted that the scrotum was swollen and 
the testicle tender. He slept well that night and 
reported at hospital on the morrow. 

en seen by me the scrotum was cedematous, red, 
and swollen. The cedema was on the left side but 
spread slightly over to the right side. The testicle 
was enlarged and very tender, so that details could 
not be palpated, but the vas deferens bore the normal 
relation to the testicle. A diagnosis of twisted 
appendage of the testicle was made and operation 
performed a few hours later. The findings were like 
those in case 2. There was about a drachm of 
straw-coloured fluid in the tunica vaginalis, and in 
the sulcus at the upper pole of the testis was a dark 
red twisted appendage of the testis (fig. 2). It 
had undergone one complete clockwise twist. It 
was removed in the usual manner. There was also 
present in this boy an appendix of the epididymis, 
but it was not twisted (fig. 3). This was also removed 
in case it should become the seat of a similar incident, 


SUMMARY 

Three cases of torsion of the appendage of the 
testis (hydatid of Morgagni), treated by surgical 
ablation of the appendage, are described. The constitu- 
tional symptoms are, as a rule, milder than those 
of torsion of the testis, and the most important local 
sign is scrotal oedema. 
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j 
ANEURYSM OF BOTH POPLITEAL 
ARTERIES 


By CECIL FLEMMING, M.Ch. Oxfd, F.R.C.S. 
ASSISTANT SURGEON, UNIVERSITY COLLEGE HOSPITAL, LONDON 


THE following case is not unique, but it was pre- 
sented to me in such a way that I had to consider 
the natural history and the treatment of popliteal 
aneurysm in the same patient. It caused me some 
anxiety and made me refer to much of the literature 
on the subject, which gave me little confidence 
or comfort. The condition is not very common 
in these days, and. there is therefore in recent writings 
on the subject a wealth of general statement and 
a scarcity of detailed case records. I am writing 
a report of this case, hoping that it may help someone 
who has a similar problem to solve. 

A big heavy man, aged 73, was squatting in front 
of the fire using the bellows. He suddenly felt a 
pain behind the right knee, and the whole of: the 
leg below the knee went ‘‘ cold and dead.” He 
had previously been in very fair health; there was 
a history of attacks which might have been those of 
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angina pectoris; he had for some time had pains 
in both calves on walking; six months previously 
he had spent six weeks in bed owing to swelling of 
the left leg, diagnosed as phlebitis. 

Examined four hours after the onset of the pain 
the right leg below the knee was cold and white ; 
there was no pulsation in the dorsalis pedis and 
posterior tibial arteries. There was no gross arterial 
or cardiac disease. A diagnosis of embolism of the 
bifurcation of the popliteal artery was made. 

In the left (healthy) leg there was no pulsation in 
the arteries of the foot, but there was a huge aneurysm 
of the popliteal. The upper limit was palpable on 
the inner side of the thigh, apparently above the 
opening of the femoral artery in the adductor magnus ; 
the lower limit was on the outer side of the leg, 
$ in. below the head of the fibula. 

I decided against an immediate exploration of the 
right popliteal for various reasons. Five days later 
it was obvious that there was going to be only a very 
limited recovery of life below the knee. I amputated 
through the lower third of the thigh and, in doing 
so, found that the cause of the gangrene was throm- 
bosis in a popliteal aneurysm. The stump healed by 
first intention. The Wassermann reaction was negative. 


The explanation seemed to be that an aneurysm 
had formed as a result of local arterial disease ; 
owing to the position of acute knee flexion when 
squatting before the fire the weak artery had been 
kinked and clotting had occurred in the sac. I 
thought that most of the blood for the supply of 
the leg must have been passing through the sac, 
for otherwise its obliteration would not have been 
followed by gangrene. This was the thought that 
made me so anxious about the treatment of the 
aneurysm in the surviving leg; for, if spontaneous 
thrombosis in the right popliteal aneurysm was 
followed by gangrene, why should thrombosis induced 
by surgical ligature have any other effect? Excision 
of the aneurysm I considered impracticable on account 
of its size, but it was thought possible that some form 
of plastic operation to reduce the bulk of the sac 
might be possible in addition to ligature. It seemed 
essential to do something, since it was noted that in 
certain positions of flexion of the knee the foot became 
cold. It was further thought that the attack of 
swelling called ‘ phlebitis ” might have been due to 
venous obstruction following an increase in the size 
of the sac. 

I finally decided that the risk of spontaneous throm- 
bosis was so high that an operation ought to be under- 
taken, and for help in reaching this decision I am 
deeply indebted to Sir Thomas Dunhill, who saw the 
patient with me, and to Mr. Wilfred Trotter, with 
whom I discussed the problem and who gave me the 
stimulating comment that he had never regretted 
operating on a popliteal aneurysm, provided the 
bulk of the sac was in some way reduced. 

The hip was flexed and everted, the knee flexed. 
An incision was made on the inner side of the thigh 
from Hunter’s canal to the level of the knee-joint, 
The sartorius was retracted medially ; the insertion 
of the adductor magnus below the opening of the 


femoral artery was divided; the femoral artery and | 


the medial and upper limits of the sac were exposed. 
The femoral artery was ligatured immediately proximal 
to the sac; pulsation in the sac stopped at once. 
At the moment of ligature and at intervals of half 
an hour afterwards for three hours papaverine was 
injected hypodermically in the hope that spasm from 
the handling of the artery might be diminished. The 
sac was incised and as much clot as possible was 
removed. There was fresh arterial bleeding from 
small vessels inside the sac, a fact which, though 
worrying, was at the same time encouraging, suggest- 
ing some collateral circulation. (I am aware that such 
bleeding might signify a possible recurrence of the 
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aneurysm at some distant date, but that was a far 
lesser evil than immediate gangrene.) I controlled 
the bleeding by stitching the walls of the sac together 
from within the sac, and by this procedure I greatly 
reduced the bulk of the sac in its middle and inner 
portions; the distant portions of the sac in the 
outer and lower parts of the popliteal fossa were 
untouched. | | 

After the operation there was never any doubt that 
the leg was viable. There has been no return of 
pulsation in the vessels of the foot, but the foot 
remains warm in all positions of the leg. The patient 
is walking well with an artificial leg. 


COMMENTARY 


The outstanding interest of this case to me is the 
difference between the dire result of the natural cure 
of the aneurysm in the one leg and the successful 
result of the surgical treatment in the other. Spon- 
taneous thrombosis led to gangrene of the right foot ; 
ligature improved the circulation of the left foot. 
It has been suggested to me that a possible explana- 
tion lies in the probable extension upwards of the clot 
in the natural thrombosis, obliterating the origins 
of the collateral vessels, and the more limited clotting 
induced by the ligature. This explanation I find 
difficult to believe. It is certain that some clotting 
took place above the ligature, and indeed in the 
historical treatises on popliteal aneurysm some 
emphasis is laid on the importance of ligaturing 
well above the immediate limit of the sac. 

The two certain points of difference on the two sides 
were the reduction in the bulk of the sac at operation 
and the injection of papaverine. 

Duncan Fitzwilliams! has recorded two cases 
in which the femoral artery was ligatured: one was 
successful; in the other gangrene followed the 
operation. The cases are reported to show, among 
other points, the importance of pre-operative arterio- 
graphy ; it is suggested that the absence of a collateral 
circulation, which can be demonstrated by radio- 
graphy, should make one advise against a ligature 
until attempts have been made to open up a collateral 
circulation. I do not think that this deduction is 
sound. It seems to me to allow too little for the 
effects of the aneurysm produced by the mere presence 
of a tumour in a confined space. The limits of the 
popliteal fossa are very rigid ; the presence of a large 
swelling within these rigid walls may well compress 
the. potential collateral vessels, which may fail to 
show radiographically although well able to transmit 
blood when relieved of the external pressure of the 
aneurysmal sac. 

Since I treated this patient I have seen a man 
who was under the care of Mr. Gwynne Williams in 
University College Hospital suffering from popliteal 
arterial obstruction not due to an aneurysm. I am 
concerned here only in emphasising those features 
of the case which are relevant to my discussion on 
popliteal aneurysm. 

A healthy man, aged 26, was involved in a motor- 

: cycle accident two and a half years ago. He received 

some sort of injury to his right calf. There is no 
record of the condition of the circulation of the foot 
immediately after the accident. When he recovered 
from the accident and began to walk again he found 
that he could only walk twenty yards before such 
pain developed in the calf that he had to rest. After 
a few minutes he was able to walk again. He has 
mow so far recovered that he can walk half a mile 
before he has to stop. The right foot has seemed to 
him colder than the left, but there is now no difference 
of temperature between the two feet. 


1. Fitzwilliiams, D. C. L., Proc. R. Soc. Med. 1938, 31, 301. 


There is no pulsation in the right popliteal, posterior 
tibial, and dorsalis pedis arteries. On the inner side 
of the right knee there is a palpable blood-vessel 
about the size of the superficial temporal—presumably 
the anastomotica magna. No such vessel is palpable 
in the other leg. 

I interpret the physical signs in this patient as 
demonstrating some sort of block in the popliteal 
artery due to the accident. The ¢éollateral'circulation 
was adequate to maintain life in the leg but only 
limited function, but it is improving. 

According to published reports and text-books 
the results of ligature of main limb vessels in young 
adults vary. It seems, however, reasonable to 
suppose that the collateral circulation has more chance 
of being efficient if the obstruction to the main 
vessel of the limb is gradually produced, and one would 
expect thrombosis of the main vessel of the limb 
to be safer in a case of aneurysm than in a case of 
injury. , 
CONCLUSIONS 

In these two cases we are able to compare the 
results of pathological thrombosis in a presumably 
healthy artery in a young man and in an aneurysm 
in an old man, and the results of a surgical operation. 
An examination of these facts seems to me to lead to 
the following conclusions about the treatment of 
popliteal aneurysm : 

(1) Ligature should be combined with excision or 
some form of plastic operation. 

(2) If thrombosis occurs spontaneously in a known 
popliteal aneurysm, an operation should forthwith be 
performed to turn out some of the clots and to diminish 
the size of the sac. 

(3) Papaverine hypodermically administered may 
help to maintain the collateral circulation during 
an operation or after a spontaneous thrombosis. 


UREA CLEARANCE IN HAMATEMESIS 
By Doveras A. K. Brack, B.Sc., M.B. St. And. 


DEMONSTRATOR IN PATHOLOGY, UNIVERSITY OF 8T. ANDREWS 
(From the Pathology Department, Dundee Royal 
Infirmary) 


CONSIDERABLE interest has been shown in the rise 
of blood-urea which accompanies any severe bleeding 
from stomach or duodenum. The cause of the 
“ uræmia ” is still doubtful; and it is most probably 
due to several factors of varying importance in 
different cases. The question of functional renal 
impairment has been raised by Alsted (1936) and 
Witts (1937); but published data on renal function 
in hematemesis are very scanty. 

The present paper is a study of renal function in 
twelve cases of gastro-intestinal hemorrhage. The 
severity of some of these cases precluded the adoption 
of any very disturbing procedure; and principal 
reliance has been placed on the urea-clearance test 
of Van Slyke. 

The history and theoretical basis of this test are 
dealt with at some length by Peters and Van Slyke 
(1931). In a review of tests of renal function Cope 
(1934) points out that the agreement of various 
clearance tests with one another is in great contrast 
to the conflicting results of other commonly used 
procedures; this consistency is a testimony to the 
general reliability of the clearance method of assessing 
renal function. Stewart (1938) recommends the urea- 
clearance test as giving very reliable information 
about total renal function. 
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The results obtained are shown in the table. The 
urea clearance is expressed as a percentage of normal 
function. Two values are given in each case, the 


UBEA-CLEARBANCE TEST AND OTHER FINDINGS IN TWELVE 
‘CASES OF GASTRO-INTESTINAL HZ MORRHAGE 
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Clear- | ance 
ance seas 
(mg.per| (Per | Tater 
hours 100 [centage pier a 


O 

A | Red cell Output Blood- 
S| volume oe uren 
| = 
ee) 


~~ per kg.) (c.cm.) 


c.cm.) normal) of 
normal) 

95/65 |26| 98 | 2156 43 45 | 110 
118/76 | 48 9-5 616 71 41 65 
112/80 | 95 | 22-8 756 33 122 |! — 
116/84 | 90 | 39-0 896 43 75 85 
120/72 | 44 | 11-0 1520 42 38 87 
102/68 | 62 | 18-8 616 53 65 71 
92/64 | 66 | 15-0 1176 43 125 95 
116/70 | 76 | 22-8 812 27 85 115 
76/50 | 62 | 22-2 2044 20 94 107 
108/62 | 72 | 31-6 1120 56 47 87 
112/80 | 58 | 18-1 1216 51 59 63 
116/78 | 78 | 11-9 965 87 60 37 


first being synchronous with the other reported figures, 
the second a week later. The table also records 
blood-pressure, hæmoglobin, blood-urea, red cell 
volume per kilogramme of body-weight, and the 
amount of urine passed in 24 hours. The red cell 
volume was calculated from the blood volume, 
estimated by the dye method of Keith, Rowntree, 
and Geraghty (1915), as modified by Hooper et al. 
(1920). 

In most of the cases there is a moderate or even 
a pronounced lowering of urea clearance; after a 
To the clearance has usually risen to within normal 
imits. 

One of the difficulties attending any investigation 
on hematemesis is the assessment of the severity 
of individual cases. The hemoglobin percentage 
is of little value in this respect; but Izod Bennett 
and his co-workers (1938) maintain that the red cell 
volume per kilogramme body-weight is a satis- 
factory criterion when transfusion has not been carried 
out. 

A “scatter diagram ” has accordingly been con- 
structed, showing the relationship of urea clearance 
to red cell volume (see figure). Although four of the 
cases show considerable divergence, the remainder 
approximate to a linear relationship. This indicates 
some degree of correlation, in the present small 
series, between the urea clearance and the red 
cell volume; the divergent values indicate that 
other factors, besides the red cell volume, influence 
the clearance—a finding which is hardly. surprising 
when one considers the wide normal variation in 
urea clearance. 

No correlation appears to exist between the urea 
clearance and the blood-pressure, hemoglobin, or 
blood-urea. 

DISCUSSION 


In the interpretation of results due regard must 
be had to the limitations of the clearance test ; these 
are emphasised by the authors themselves (Möller 
et al. 1928), who state: ‘It is evident that the urea 
excretion rate is influenced by other factors in 
addition to blood-urea content and urine volume, 


and that an erroneous impression would be created 
by the clearance formule if these were assumed to 
express with mathematical exactness the complete 
effects of all factors influencing urea excretion.” 

Most critics of the urea-clearance test agree with 
Cope (1934) in emphasising the importance of two 
conditions originally laid down by Addis (1922, 
1928). These are diuresis and elevation of the blood- 
urea ; the theoretical basis for these conditions is 
the desirability of “ loading the kidney ” so that all 
the available nephrons may come into action. In 
the present series of cases blood-urea was usually 
raised, but diuresis was sometimes lacking. 

The excretion of urea under conditions of oliguria 
is discussed by Smith (1937); he concludes that it 
is complicated by several factors which are neither 
analysable nor controllable at the present time, 
including tubular reabsorption, which increases in 
importance as the urine volume lessens. Chesley 
(1938) maintains that with urine volume below 
0-35 c.cm. per minute the urine urea attains a constant 
concentration, so that the square-root formula of 
Van Slyke ceases to apply and the test gives unduly 
low estimates of renal efficiency. Fortunately, in tho 
present series of cases, the output during the actual 
clearance period was higher than the mean daily 
output; hence, in spite of the oliguria shown in 
24-hour specimens, the clearance periods showed an 
average minute volume of 1:04 c.cm.; it is therefore 
unlikely that the diminution of clearance observed 
is due to oliguria. : 

Another point to be considered is the diminished 
intake of food protein in hematemesis. Low- 
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Scatter diagram showing relation between urea clearance 
(per cent. of normal function) and red cell volume 
(c.cm. per kg. body-weight). 


protein diet was observed by Cope (1933) to lead to 
diminution of urea clearance in nephritic patients 
whose renal function was not grossly impaired ; 
this was confirmed, in normal men, by Goldring 
et al. (1934). There are, however, two objections 
to the view that the diminution of clearance observed 
in hæmatemesis is of this nature. Inspection of 
Goldring’s results shows that the clearance was 
diminished only when the plasma urea was less than 
10 mg. per 100 c.cm.; this distinguishes his cases 
very much from those under discussion. Moreover, 
Pitts (1935), in careful studies on dogs, found that 
the basal urea clearance could be increased by 
thyroxine without any increase of protein feeding ; 
this suggests that the important factor is the rate of 
protein katabolism rather than the intake of protein ; 
and there is no evidence of diminished protein 
katabolism in hæmatemesis. 

After every allowance has been made for low 
protein intake and absence of diuresis, there is still 
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evidence of diminished urea clearance in these cases. 
As pointed out by Van Slyke (1934), diminution of 
clearance must be due either to decreased renal 
blood flow or to less complete extraction of urea from 
the blood. There is at present no conclusive evidence 
to decide which of these factors is responsible, or 
whether both play a part. The importance of blood 
flow is, however, suggested by the degree of correlation 
between the fall in clearance and the red cell volume ; 

and by the observation of Van Slyke et al. (1934) 
that the normal variations in urea clearance are more 
closely related to alterations in the blood flow than 
to changes in the urea extraction. 


SUMMARY 


Estimations of the urea clearance in twelve cases 
of hematemesis indicate some impairment of renal 
function, even when allowance has been made for 
the effects of low output of urine and diminished 
intake of protein. The fall in urea clearance appears 
to have some relation to the red cell volume per 
kilogramme of body-weight. The present evidence 
is insufficient to establish definitely the mechanism 
of renal impairment. 

This work was carried out during the tenure of a 


Medical Research Council studentship; I take this 
opportunity of expressing my thanks to the Council. 
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EXCRETION OF INJECTED ANEURIN 
(VITAMIN B,) 


By JOHN Marrack, D.S.O., M.C., M.D. Cantb. 


PROFESSOR OF CHEMICAL PATHOLOZY, UNIVERSITY 
OF LONDON; AND 


HELGA FRANZISKA HOLLERING 
(From the Hale Clinical Laboratory, London Hospital) 


Westenbrink and Goudsmit (1937a) found that it 
was possible to make approximate estimations of 
aneurin by the thiochrome reaction in urine, using a 
fluorimeter, and showed that in normal individuals 
ingestion of aneurin by mouth is followed by a rapid 
excretion (1937b). We have been able to make 
estimations in urine by a modification of their method 
in which a fluorimeter is not required; and have 
followed the excretion after intramuscular injection, 
thus avoiding the effect of delay of absorption and 
possible loss in the alimentary tract. 

METHOD 

The urine was diluted so that the total volume 
was about 200 ml. per hour. A measured volume 
of this diluted urine was brought approximately 


to pH 4 by the addition of hydrochloric acid and 
shaken with 1 gramme of Clarit acid clay on an 
automatic shaker for fifteen minutes (Harris and 
Leong 1936). The clay was filtered off, washed with 
a little water, alcohol, and ether, and dried overnight 
in a desiccator over sulphuric acid. Two equal 
weighed samples of this dried clay, not exceeding 
100 mg., were transferred to two 25 ml. glass-stoppered 
measuring cylinders, A and B. To cylinder A 2 ml. 
of methyl alcohol was added and nitrogen was bubbled 
through (Westenbrink and Goudsmit 1937a); then 
1 ml. of 30 per cent. NaOH and 1-5 ml. of potassium 
ferricyanide were added. The end of the bubbling 
tube was temporarily withdrawn from the fluid 
while the volume was made up to 7 ml. with distilled 
water. Then 13 ml. of isobutyl alcohol was added, 
the bubbling tube was withdrawn from the cylinder, 
and the cylinder was stoppered and shaken for two 
minutes, The cylinder was allowed to stand for 
two layers to separate, and the isobutyl alcohol 
layer was transferred to a test-tube, shaken with 
anhydrous sodium sulphate to remove water and then 
filtered (extract A). Cylinder B was treated in the 
same way, except that the potassium ferricyanide 
was omitted (extract B). In a third cylinder C 
was placed 2 ml. of a solution containing 40 ug. of 
aneurin, and to this 2 ml. of methyl alcohol, 1 ml. 
of 30 per cent. NaOH, and 0-5 ml. of potassium ferri- 
cyanide were added; nitrogen was bubbled through 
as before, the volume was made up to 7 ml., and the 
thiochrome formed was extracted with 13 ml. of 
isobutyl alcohol (extract C). In two similar test- 
tubes 5 ml. of extract A (oxidised, containing thio- 
chrome) and B (unoxidised) were compared by eye 
in the light of a mercury-vapour lamp, passed through 
a Wratten 18A filter (Karrer and Kubli 1937} ) 3 
B had a white and A a bluish fluorescence. Measured 
volumes of extract C were added to B and equal 
volumes of isobutyl alcohol to A, until the blue 
fluorescence of B appeared equal to that of A. With 
practice 10 per cent. differences could be detected. 
It was assumed that, if the tubes matched when 
æ ml. had been added, the amount of thiochrome in 
5 ml. of A was equal to that in x ml. of C, and that the . 
amount of epee adsorbed on the amount of clay 


used was -~ Bax 3 X 40 ug. 


5 

The chief wel ee in the estimation of aneurin by 
the thiochrome method arises from the adsorption of 
substances other than aneurin from urine. These 
cause a whitish fluorescence which interferes with the 
comparison of the blue fluorescence of the extract 
with that of a standard solution of thiochrome, and 
also inhibit the fluorescence of the thiochrome. . 
Westenbrink and Goudsmit excluded the possibility 
of incomplete adsorption from urine and demon- 
strated the inhibition of the fluorescence of the 
thiochrome. This inhibition can be seen if 5 ml. of 
an extract B, as above, and 5 ml. of isobutyl alcohol 
are taken in two test-tubes and 0-5 ml. of thiochrome 
solution C added to both. The blue fluorescence of 
the solution in pure isobutyl alcohol will be much 
stronger than that in the extract B, particularly if 
the urine used for preparing B was highly pigmented. 


lt should be possible to circumvent these two 
difficulties by the use of the compensating solution B, 
as suggested by Ritsert (1938). However, even with 
this device, the values obtained may be too low. If 
aneurin is estimated as described above in a sample 
of highly pigmented urine and in a sample of the 
same urine to which a known amount of aneurin 
has been added, the difference between the two 
amounts found may be under 50 per cent. of the 
amount added. That this is not due to failure of 
adsorption of aneurin by the clay was shown as 
follows. <A concentrated urine was acidified and 
adsorbed with clay; weighed amounts of this clay 
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were placed in measuring cylinders, measured volumes 
of aneurin solution were added, and the aneurin 
was estimated as described above. When 100 mg. of 
clay was used the recovery of aneurin was under 
50 per cent. (table I). When, however, only 25 mg. 


TABLE IJ—RECOVERY OF ANHURIN ADDED TO CLAY WHICH 
HAD BEEN SHAKEN WITH URINE 


Amount | Aneurin Aneurin Per cent. 
of clay added recovered recovered 
100 mg. | 2 pe. 0-9 ug. 45 
” 6 ug. 2-4 ug. 40 
' 25 mg. 2 pe. 2:0 ug. 100 
5 8 peg. 5-0 ps. 83 


of clay was used the recovery was more satisfactory. 
It appears therefore that either the formation of 
thiochrome is interfered with or some substances 
which inhibit the fluorescence of thiochrome are 
formed by oxidation besides those that are extracted 
in solution B. 

As shown by Westenbrink and Goudsmit dilution 
of the urine improves the recovery of aneurin. Thus 
we found that only 50 per cent. of 40 ug. of aneurin, 
added to 50 ml. of concentrated urine, was recovered ; 
but 70 per cent. of 40 ug. added to 50 ml. of this urine 


TABLE JJ—2SXORETION OF ANEURIN AFTER INJECTION 


B| Volume | Weight | Aneurin 
© | Aneurin of urine | ofclay | excreted 
A |injected| 3-hour period per used for er 
| meg.) 3 hours | estima- | 3 hours 
| (ml.) |tion (mg.) (mg.) 
1 | Before inject. 510 100 <0-04 
10 Ist after 5 345 25 21 
2n 400 100 0°25 
3rd and 4th” 4330 100 0:07 
5th to 8th 110 100 0°05 
1 | Control} 1st 170 100 0:02 
2nd 210 100 0°04 
3 lst after inject. 335 50 0°5 
2nd » ” 405 100 0:075 
2 | Control | Ist 87 100 0:025 
2nd 145 100 0'035 
3 Ist after inject. 74 25 1:25 
2nd =, x 100 100 0:095 
3 | Control) Ist 320 100 0-015 
2nd 290 100 0'045 
3. ist after inject. 80 25 0°9 
2nd »„ s 120 100 0°05 
4 |Control| Ist 103* 100 0:005 
3 lst after inject. 122° 25 0:60 
2nd , ii 100* 100 0:035 
5 | Control| Ist 278 100 0:02 
3 1st after inject. 148 25 0°66 
2nd _ =, ‘i 110 100 0:03 
6 | Control| 1st 227 100 0-02 
3 1st after inject. 124 25 0:9 
2nd , % 118 ` 100 0:055 
7 | lst , 5 420 100 0°75 
8 lst , S 375 100 0:12 
9 3 lst ‘i ‘i 150 100 0-6 
* Highly pigmented urine. 
diluted to 250 ml. with distilled water. However, 


we found that recovery was consistently better from 
urines which were not highly pigmented as passed, 
ranging from 80 to 110 per cent. Since all the urines 
in the experiments reported in table II were diluted 
before adsorption with clay, and since small amounts 
of the clay could be used when the amount of 
aneurin present was large, it may be assumed that 


DR. JAMES : INTRAPERITONEAL RUPTURE OF THE RECTUM 


\ 


[FEB. 11, 1939 


the estimates of the aneurin in the urines passed 
after injection of aneurin are, at the worst, not more 
than 30 per cent. too low; although when the urine 
was highly pigmented and the amount of aneurin 
present was small, the estimates are probably very 
inaccurate. 

RESULTS 


Table II shows the excretion of aneurin by eight 
normal males and one normal female (No. 7) after 
intramuscular injection of 3 mg. of aneurin ; and by one 
normal male after injection of 10 mg. All the subjects 
were eating a mixed, varied, and abundant diet; 
that of No. 1 included considerable amounts of brown 
bread. The urines were collected during three-hour 
periods after injection. In six cases urine was 
collected during similar periods on another day when 
no aneurin was injected. 

Aneurin was excreted rapidly in the first three 
hours after injection; : in the second three-hour 
period there was a relatively small increase over the 
amount passed in control periods. This was found by 
Westenbrink and Goudsmit. The amounts excreted 
per hour during the first three hours after injection of 
3 mg. were in all but one case much higher than was 
found by these authors after 1 or 2 mg. taken with 
food. No. 2 excreted 41 per cent. of the injected 
dose in three hours; this may be compared with the 
excretion of phenolsulphonephthalein, of which over 
60 per cent. of 6 mg. injected intramuscularly is 
usually excreted in two hours, A certain amount of 
the aneurin must apparently be excreted by the 
kidneys before there is time for it to be stored in 
the body. There appears to be no relation between 
the volume of urine and the amount of aneurin 
excreted. The amount of aneurin excreted by No. 8 
was much lower than by the others, but no explana- 
tion was found for this. 


SUMMARY 


The excretion of aneurin in the urine can be 
estimated with sufficient accuracy to be of clinical 
value by the thiochrome method without the use of 
a fluorimeter. 

A rapid excretion of aneurin takes place in the first 
three hours after intramuscular injection. 

It is suggested that a certain amount of injected 
aneurin is excreted before there is time for it to be 
stored in the tissues. 
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INTRAPERITONEAL RUPTURE OF THE 
RECTUM 


l 
By THEODORE A. JAMES, M.B. Cape Town 
HOUSE SURGEON, ADDENBROOKE’S HOSPITAL, CAMBRIDGB 


Lockhart-Mummery (1938) quotes the figures of M. 
Lindenbaum (1936), who collected 27 cases of intraperi- 
toneal rupture of the rectum of which all but 2 
were fatal. Because of the comparative rarity of 
this accident and its high mortality the following 
case is worth recording. The modern operative 
technique was adopted, and the patient survived. 

A young farm-labourer, aged 18, was admitted 
to Addenbrooke’s Hospital on August 11, 1938, 
complaining of acute abdominal pain and te :nderness 
and suffering from severe shock. The history 
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elicited from friends was that while he was working 
in the hayfields he jumped backwards off a wagon 
and impaled himself upon the upright handle of 
a pitchfork stuck in the ground, and that about 
12 in. of the handle, after perforating his trousers, 
entered his rectum. He did not lose consciousness 
but felt extremely shocked and about a quarter of 
an hour afterwards developed a most acute abdominal 
pain. His friends removed the pitchfork which 
had not broken and brought him as quickly as possible 
to hospital. , 

The boy had excellent physique but was gravely 
shocked. On admission about 14 hours after the acci- 
dent his temperature was 100-:6° F., rising in an hour 
to 101:4° F., the pulse-rate 126, rising to 140, and the 
respirations 30-38. His abdomen was exquisitely 
tender and very painful, and there was general 
rigidity of the abdominal muscles. Around the anal 
margin were several hayseeds. 

A proctoscope was passed, whereupon watery 
fluid was discharged from the rectum ; and, although 
no rent in the rectal mucosa was found, it was assumed 
that this fluid originated from the peritoneal cavity, 
and that the patient was suffering from an acute 
generalised peritonitis following traumatic intra- 
peritoneal rupture Of the rectum. Though the out- 
look seemed hopeless, the patient was given morphia, 
and, after the shock had somewhat abated, explora- 
tory laparotomy through a right lower paramedian 
incision, under ether anesthesia, was performed. 

Operation.—When the peritoneum was opened, a 
large quantity of foul, slightly yellow, watery fluid 
gushed out, but no blood or feces. As much as 
possible of the fluid that remained in the peritoneal 
cavity was aspirated. The greater curvature of the 
stomach came into view, and lying on the anterior 
surface just above its mesenteric attachment were 
two hayseeds. About 15 in. of the ileum had a 
peculiar mottled purpuric appearance suggesting 
minute subperitoneal hsemorrhages, in all likelihood 
due to friction with the pitchfork handle. The 
patient was then placed in the Trendelenburg position 
and the _ rectovesical pouch explored, when an 
irregular tear of the peritoneum was seen extendin 
for about an inch up the posterior aspect of the bladder 
and measuring 24 in. across its broadest part. The 
bladder was intact, and the perforation in the rectum 
could not be seen. The peritoneal rent was sutured 
by a purse-string suture (No. 2 catgut). A left 
iliac colostomy was performed and a Paul’s tube 
inserted. A “cigarette ” drain into the rectovesical 


pouch was brought out through the lower end 
of the paramedian incision. A flatus tube was 
inserted into the rectum and maintained by a 
silkworm-gut stitch. During the operation 1} pints 
of saline was administered intravenously, and drip 
venoclysis was continued on return to the ward. 
The patient was placed in Fowler’s position, and 
morphine sulphate gr. + was given four-hourly. 

Postoperative care.—The flatus tube and abdominal 
drain were removed on the sixth day; the Paul’s 
tube came out on the tenth day. The patient was 
allowed up on August 31. The colostomy acted well 
from the first day. The temperature fell to normal 
in twenty days by lysis. No gas-gangrene antitoxic 
serum was given. ! 

On Sept. 13 the colostomy was closed under gener 
anesthesia, the spur being freed and the lumen 
of the gut restored by simple end-to-end anastomosis. 
The wound was closed with drainage. Liquid 
paraffin was prescribed, but no purgatives. 

After this operation the patient’s temperature rose 
to 99°4° F. on the second day and his pulse-rate to 
120, when the drain was removed. He began to 
vomit repeatedly small quantities of fluid, and there 
was some abdominal distension but no pain or 
tenderness. A turpentine enema resulted in the 
passage of a small quantity of flatus only. The 
question arose whether there was now a mechanical 
obstruction or some other mischief. Mechanical 
obstruction due to congestion and cedema at the 
colostomy site after the anastomosis was thought to 
be most likely, and morphia was prescribed, the 
patient being carefully observed. On the fifth day 
after closure of the colostomy, when thoughts of 
reopening the abdomen were being entertained, 
the vomiting ceased and the patient had a normal 
bowel evacuation, and four days later defecation 
was regularly established. On Oct. 2 the patient 
was discharged in his normal state of health. 


This case supports the view that for this type of 


injury immediate exploratory laparotomy with 


adequate drainage after suture of the peritoneum is 
the best course. 

My thanks for permission to publish this case are 
due to Mr. R. Weeden Butler, surgeon to Adden- 
brooke’s Hospital, Cambridge. 
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AT & meeting of the fever hospital medical service 
group of this society, held in London on Jan. 27, 
with Dr. J. A. H. BRINCKER, the president, in the 
chair, a discussion on the 


Modern Treatment of Scarlet Fever 


was opened by Dr. J. V. ARMSTRONG (L.C.C.). He 
drew attention to the fact that scarlet fever occupied 
only a comparatively small place in the large field 
of epidemic streptococcal diseases of the upper 
respiratory tract, and hoped that the scope of notifica- 
tion might be extended so that serious cases, even 
if no rash was present, might be notified and sent 
into fever hospitals for treatment. In a brief review 
of the history of the disease and its fluctuations in 
severity, he pointed out that, although scarlet fever had 
been mild in the British Isles for some years, a severe 
type had been prevailing in south-eastern Europe. 
As regards the use of scarlet-fever antitoxin, 
Dr. Armstrong thought that most observers were 


now agreed that an early and sufficient dose aborted 
the initial toxsemia, and by so doing put some check 
on subsequent invasive complications, such as otitis 
media and suppurative adenitis. There was, 
however, a dearth of controlled experiments to prove 
the value of serum in averting complications, and 
such evidence as existed was somewhat conflicting. 
The route and dosage of serum was important in 
these respects, as was shown by the work of Banks 
on the intravenous and intraperitoneal routes and the 
good results claimed by Ronaldson by the routine 
use of the large dose (40 c.cm. intramuscularly). The 
recent production of the digested concentrated anti- 
toxin was likely to solve both the difficulty of giving 
adequate dosage and of serum reactions whatever 
the dose or route. Convalescent human serum was 
also used abroad and was probably bactericidal 
as well as antitoxic in its action. In Rumania 
it had had a considerable success. 

The logical outcome of the noteworthy work of 
Brown and Allison on the mutual reinfection of 
patients in open wards was, said Dr. Armstrong, 
the nursing of all scarlet-fever cases either in separate 
ward units, on barrier, or in type-specific wards. 
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These were, perhaps, unattainable ideals, but sharp 
new cases, septic cases, and cases with discharges 
could well be isolated. Home nursing had been 
suggested as an alternative by some workers including 
Duncan Forbes, who had carried it out at Brighton 
since 1931 and claimed that it saved much expense 
and left isolation hospital beds free for other types 
of cases. For the system to be successful, however, 
the home conditions must be good and experienced 
medical and nursing attention must be available. 
When treated in hospital, patients were now discharged 
earlier than formerly and the modern trend was to 
discharge scarlet-fever patients in the third or fourth 
week when the infecting power of the initial strepto- 
coccal strain was thought to be at its lowest. 

Recent work had also shown that doubtful cases of 
scarlet fever could be discharged within ten days 
if cultures from the nose and throat showed no 
streptococci. The importance of open-air treat- 
ment in the prevention of complications had been 
much stressed lately. In view of the fact that active 
immunisation, although abolishing the rash, did not 
completely prevent the local proliferation of the 
streptococcus, Dr. Armstrong doubted whether it 
was worth while in communities such as fever nurses, 
especially in view of the many other inoculations 
to which nurses were already subjected. 

Dr. J. S. ANDERSON (L.C.C.) dealt with the employ- 
ment of sulphonamide compounds in scarlet fever. 
He pointed out that while it was agreed that these 
drugs had little or no effect upon the initial toxemia 
and its febrile accompaniment, there was no consensus 
of opinion as to their effect upon the incidence of 
complications. The majority of investigators were 
of the opinion that a combination of sulphonamide 
and antitoxin would probably give better results 
in preventing complications, and on theoretical grounds 
this should be the case. The hemolytic streptococcus 
associated with scarlet fever produced toxin and also, 
by reason of its pyogenicity and invasiveness, sepsis. 
Hence the disease was a combination of toxæmia 
and sepsis. For the former, a therapeutic agent of 
proved reliability was already available in antitoxin. 
For the latter, sulphonamide appeared to be the 
answer. An investigation was carried out at the 
Grove L.C.C. Hospital in 1936 and 1937, the drugs 
employed being Prontosil soluble injected intra- 
muscularly on admission and Prontosil rubrum 
administered orally for the ensuing week. The 
417 cases were allocated to four groups. The first 
group received routine treatment, the second prontosil 
soluble and prontosil rubrum, the third antitoxin, 
and the fourth prontosil soluble and prontosil rubrum 
in combination with antitoxin. The results showed 
that, by itself, prontosil had no significant effect 
on the duration of the initial toxemia. As regards 
complications, by far the worst results were obtained 
in the routine treatment group and easily the best 
in the prontosil and antitoxin group. There was a 
tendency for hemolytic streptococci to disappear 
more quickly from the throats of prontosil-treated 
patients. In an investigation now proceeding 
M. & B. 693 was being given throughout the course 
of the fever and it was already evident that this 
form of treatment produced toxic rashes in a consider- 
able proportion of patients. , 

Dr. H. S. Banks said he was still in favour of serum 
treatment for all definite cases of scarlet fever 
admitted to hospital. It was mistaken economy 
to employ serum in only a small proportion of the cases 
admitted to open wards, for various streptococcal 
infections were apt to spread in such wards. On 
the other hand, when 90 per cent, or more of the 
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patients in a ward had antitoxin on admission they 
were largely protected for at least three weeks and 
complications were greatly reduced. The three 
weeks’ period of residence was important, though 
patients treated with serum did not need to be kept 
in bed for three weeks. They should be on ordinary 
diet in two or three days, up in a week, and could 
usually be discharged from hospital after about two 
weeks for adults and three weeks for children. With 
the inclusion of an aftercare scheme of urine-testing, 
Dr. Banks had employed this policy continuously 
for twelve years, and the results proved it to be in 
the best interests of the patient. With the new 
concentrated serum of Lederle there were rarely any 
reactions with intravenous serum. He had recently 
treated about 200 cases with sulphanilamide in a dose 
of 2-6 grammes daily, according to age, for five days 
from admission. The results were distinctly inferior 
to those in a parallel series of serum-treated cases, 
The initial toxemia was uninfluenced by the drug, 
and heavy desquamation was common. Nepbhritis 
and albuminuria were definitely increased and 
probably otitis media as well. 

Mr. T. B. Layton thought that Dr. Anderson’s 
treatment would lead to the prevention of inflamma- 
tion of the middle-ear cleft by causing an early sub- 
sidence of the swelling of the mucous membrane. He 
was, in theory, more in favour of the simple incision 
of a postaural swelling than was Dr. Armstrong, but 
did not think that he would be much at variance 
with him in any given case of this or of mastoiditis 
without swelling. He thought the clearing up of 
those cases of otitis that did not recover with the 
disease was the most important of all otological 
problems. He was convinced that the Herd treatment 
in ear wards was the right one. They had learnt that 
afternoon that in such wards there was no fear of 
secondary epidemics when the patients were in the 
third week of the disease and after. This fitted in 
with his own clinical experience. 

Dr. SAGE SUTHERLAND (Manchester) advocated the 
administration of antiscarlatinal serum in every case, 
and referred to its prophylactic value in the prevention 
of otitis media, which was the most troublesome 
complication of scarlet fever, resulting in prolonged 
hospital treatment. At Monsall Hospital during the 
years 1934-36 an average of 5-7 per cent. of the 
2000 scarlet-fever cases received antitoxin and the 
incidence of otitis media, excluding cases of otorrhe@a 
on admission, averaged 6-8 per cent. During the last 
four months, of 590 consecutive cases, 75 received 
2:2 c.cm. and 515 received 1-4 c.cm. of a highly 
concentrated serum intramuscularly, and the inci- 
dence of otitis media has fallen to 3-6 per cent. 
Serum rashes occurred in 5-5 per cent. of cases. 

Dr. R. W. TaANNAHnILL (Waltham Abbey) described 
his experience with Proseptasine. Compared with 
serum the results were disappointing. All cases 
admitted over a period of six months had received 
2-3 g. of proseptasine by mouth daily for a week, 
Compared with cases treated with serum the tempera- 
ture did not fall so quickly and the rash remained 
longer, desquamation was much more common 
and there were more complications. He had now 
given up proseptasine and returned to serum treat- 
ment, and he had found that 10 c.cm. given intra- 
muscularly sufficed for the average case. : 

Dr. J. O. Murray (Rochester) said that the 
increased liability to complications produced by 
segregating patients in an open ward made the 
admission of children suffering from scarlet fevor 
to hospital unjustifiable unless it was possible to 
arrange for isolation in single cells and barriers, or 


THE LANCET] 


classification and isolation in two or three bed wards. 
The majority of cases were mild and could be dealt 
with at home, particularly if there were provision 
for free domiciliary nursing by the local authority. 
Severe toxic and septic cases should, of course, be 
admitted to hospital but these formed a very small 
proportion of the total. The drawbacks to isolation 
at home were not insurmountable, and were negligible 
when compared with the risk of cross-infection in 
open wards, a risk which always became more grave 
in epidemic periods. 

Dr. M. Mirman (L.C.C.) said that in the investigation 
at the Eastern Hospital in 1936, reported by Hogarth, 
benzyl-sulphanilamide and antitoxin were given to a 
group of cases which were controlled by two other 
groups, one receiving antitoxin and the other the 
routine treatment. Although the results in the 
combined group were slightly better than the other 
two, the difference was not statistically significant. 
His present views of the treatment of scarlet fever 
were: for mild cases treated at home, no antitoxin 
or sulphanilamide; for mild cases admitted to an 
open ward, antitoxin intramuscularly; for all 
moderate cases, antitoxin intramuscularly; for 
severe cases, antitoxin intravenously ; for complica- 
tions, sulphanilamide. 

Dr. A. A. CUNNINGHAM (L.C.C.) said that in the 
United States most patients were treated at home. 
Those admitted to hospital were nursed for the most 
part in separate rooms or cubicles where the rigid 
Willard Parker nursing technique was still observed. 
Specific serum treatment was reserved for the severe 
cases, and two methods were in use. First, the injec- 
tion of 20-100 c.cm. of convalescent scarlet-fever 
serum intramuscularly or intravenously ; secondly the 
injection of 6000-12,000 units of Lederle’s globulin 
modified antitoxin intramuscularly or intravenously. 
Complications were few. Otitis media, when it 
occurred, was reported to have responded well to 
Prontylin therapy by mouth. In America, both the 
intradermal and the conjunctival tests for serum- 
sensitivity were applied. A positive conjunctival 
test, as evidenced by the development of irritation, 
lacrimation and redness coming on 15-20 minutes 
after the instillation of one drop of horse serum diluted 
1/10 into the lower conjunctival sac, was held to be 
an absolute contra-indication to intravenous serum 
therapy. 


ROYAL SOCIETY OF MEDICINE 


SECTIONS OF SURGERY, MEDICINE AND 
ANASTHETICS 
AT a meeting of the section of surgery held on Feb. 1 
jointly with the sections of medicine and anesthetics, 
with Mr. C. H. S. FRANKAU, the president, in the 
chair, a special discussion on 


Surgery in Diabetic Patients 


was opened by Mr. Jonn B. Hunter. He stated 
that the treatment of diabetes now lay in the complete 


control of the condition, and therefore many more 


cases were suitable for surzery than in the days 
before Banting’s discovery of insulin. The patients 
requiring operation fell into two groups—first 
diabetics needing surgical treatment for some unrelated 
disease, and secondly those needing it for some 
complication of the diabetic state. The second class 
could be further subdivided into cases in which 
the function of endocrine glands other than the 
pancreas was disturbed, and cases where local 
sepsis was the predominant feature. 


ROYAL SOCIETY OF MEDICINE: COMBINED SECTIONS 


[reB. 11, 1939 329 


The risk of operation was to be assessed according 
to the patient’s general condition and reaction to 
treatment of the diabetes. The surgeon must be 
guided by the physician, and continual coöperation 
was extremely necessary throughout. If properly 
prepared the diabetic was no greater a risk than the 
non-diabetic ; he might in fact be a better risk, for 
he would have had an adequate period of rest and 
preoperative treatment, which was not always given 
to the ordinary patient. Similar care was essential 
for the two days immediately following the operation. 
Anesthesia and trauma each played a large part 
in disturbing the metabolism. Severe trauma pro- 
duced in every patient a transient rise of the blood- 
sugar, but in the diabetic this had great significance. 
If severe and prolonged vomiting developed after 
the operation, great care was necessary. Aggravation 
of the diabetes by faulty function of the pituitary 
gland wasrare, but thyroid disease was not uncommon 
in diabetics (4 to 8 per cent.). Thyrotoxicosis might 
considerably augment the diabetic condition; the 
metabolic rate being increased, the patient tended 
to waste more rapidly because of the pancreatic 
defect. Alleviation of the thyroid condition brought 
much improvement in the general condition, though 
it did not cure the diabetes. The administration 
of Lugol’s iodine immediately after operation seemed 
very useful. 


Diabetics were extremely liable to infective lesions 


of the feet caused by cracks and calluses and by too 


close paring of corns and nails. The commonest 
form of lesion was a small sinus with little or no 
reaction round it, leading down to the cavity of one 
of the joints, which was completely destroyed, with 
sequestra in the cartilage of the base. These lesions 
were no doubt due to the poverty of the blood- 
supply. A general examination of the arterial state 
should be made and the pulsation of the arteries 
tested. Proximal examination would reveal popliteal 
pulsation, and examination of the radial and brachial 
arteries would give a guide to the degree of vascular 
disease. Cellulitis might involve the whole foot, and 
edema might spread above the ankle. ‘A striking 
fact about local septic lesions in the diabetic was 
their comparative painlessness, Small sequestra 
could be removed without an anesthetic, but the 
surgeon should be very cautious in applying strong 
antiseptics or radiant heat. 

The treatment consisted first in the control of the 
diabetes, but time should not be wasted on that. 
The aftercare of the surgical wound was important. 
It should be packed with sterilised boracic powder, 
renewed every day. After afew days a small quantity 
of insulin should be introduced into the depths once 
or twice a day. Whether pulsation was present 
at the ankle or not, the patient should be treated by 
intermittent venous occlusion, the most convenient 
apparatus being that of Dr. Wilson.! Sequestra could 
sometimes be removed during the daily dressings. Most 
of these patients were in the arteriosclerotic age, 
and the vascular disease was undoubtedly aggravated 
by the diabetes. The sepsis might pass into gangrene, 
even during the first few days of treatment, as a 
result of increased tension, the surgical incision, 
or the application of heat. For a severe degree of 
cellulitis, amputation at a high level might be called 
for. Mild lesions should be treated with dry dressings 
and carefully washed, and surgery deferred until 
improvement (if any) had reached its maximum. 
In suitable cases, toes should be amputated for osteo- 
myelitis and gangrene. For amputation other than 


1, See Wilson, C., and Ogston, A. G., Lancet, 1938, 1, 606. 
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above the knee, it was inadvisable to use a tourniquet, 
as the smaller vessels might be thrombosed during 
stasis. In old patients the diabetes was usually 
of recent onset, but the arterial condition was bad 
and delay in amputation might be fatal. 

Carbuncles might reach a huge size and were rapidly 
detrimental. In the early stages magnesium-sulphate 
paste should be applied. A large carbuncle, or one 
which spread in spite of treatment, should be radically 
excised. In cases of surgical emergency, time should 
not be wasted in treatment of the diabetes. The 
diabetic was liable to abdominal cramps, which might 
simulate an acute abdomen, and a diabetic with 
acute appendicitis presented none of the ordinary 
signs. Acute peritonitis might simulate coma. . The 
surgical mortality was about 12 per cent., mostly 
from septicemia; the figure might therefore be 
reduced under the influence of new treatments. 

Dr. H. P. HrwsworrtsH (section of medicine) said 
that surgery depended on the opinion of the physician 
whether or not the patient could be sent up to the 
theatre with his diabetes balanced. If not, the 
surgical technique might have to be modified. An 
uncontrolled diabetic had thirst and polyuria, and 
showed the chemical signs of ketonuria, hyperglycemia 
and glycosuria. Knowledge of the blood-sugar level 
was of little value, for it was not correlated with 
the clinical state. All the necessary information 
could be obtained from a series of urine specimens. 
The most important chemical sign was ketonuria, 
for in marked degree it showed that the diabetes 
was grossly out of control and that the patient was 
not fit for operation. The chief problem was to 
ensure that the patient went to the theatre without 
ketonuria, and the physician need know nothing 
more except that the patient also had a minimum 
amount of glycosuria. This criterion could, however, 
be counterfeited by starvation. To abolish ketonuria, 
the physician had to increase carbohydrate utilisation 
by giving adequate supplies of carbohydrate and 
insulin. When time was available. the preparation 
of the uncontrolled diabetic differed from the routine 
balancing only in one respect: he must receive an 
adequate amount of food from the onset—at least 
1800 calories and 180-200 g. of carbohydrate. The 
dose of insulin should be raised until ketonuria was 
completely abolished and glycosuria was reduced 
to the minimum, Protamine insulin should not be 
used unless a long time were available, for lengthy 
observation was sometimes necessary for the correct 
dose to be determined. Three doses of ordinary 
insulin a day would control the sugar more quickly. 

For minor operations under local anzsthesia, 
Evipan, or Avertin, no special measures need. be under- 
taken, A major operation under a volatile ansesthetic 
required special preparation. The meal and insulin 
next before the operation should be omitted, but 
two or three hours before angsthesia the patient 
should receive 50 g. of sugar in lemonade, and as he 
was put on the trolley he should be given 25 units of 
insulin subcutaneously. If he was on protamine- 
zinc insulin, and the operation was fixed for the 
morning, the same preparation should be given without 
breakfast or protamine-zinc insulin. If the operation 
were to be in the afternoon, he should receive the 
usual dose of protamine-zinc insulin and lunch should 
be omitted, but three hours before the operation 
30 g. of sugar should be given, and 10 units of insulin 
should be injected as the patient went into the theatre. 
Ether led to postanxsthetic vomiting, which, by 
interfering with the intake of food, might complicate 
treatment. Chloroform was condemned by trust- 
worthy authorities. Postoperative dehydration must 


be avoided and diabetic ketosis averted, the former 
by giving glucose saline and water, the latter by giving 
insulin. Rules should be suspended for the first 
two or three days. A patient who could take food 
by the mouth was given sweet lemonade at frequent 
intervals, Every specimen of urine was tested, if 
there were no ketones, by Benedict’s solution; if 
the precipitate were red the patient should have 
20 units of insulin ; if yellow, 50; if green, 10; and 
if there were no precipitate he should have no insulin, 
He should eat what he liked. 

If ketonuria were present, more carbohydrate 
should be given, and 25 units of insulin should be 
administered for each 50 g. of sugar. If the patient 
could not take sugar by mouth, during the first 
twelve hours he should have insulin according 
to the colour schedule; vomiting should be treated 
in the usual way. Ketosis should be combated by 
intravenous glucose saline, 1 pint an hour for two or 
three hours, and for every 50 g. of glucose 30-50 units 
of insulin should be given according to the severity 
of the ketosis. After twelve hours, if glucose still 
could not be given by mouth, more glucose saline 
should be injected intravenously with 25 units of insulin, 
The state of ketonuria determined whether an 
emergency operation could be undertaken at once. 
It was usually possible to wait six hours. If much 
ketosis were still present, a 10 per cent. glucose 
solution should be infused during the operation and 
afterwards until the ketones had disappeared. If 
during preparation severe glycosuria developed and 
ketonuria appeared, sepsis was probably present 
and operation must not be delayed. Drastic treat- 
ment would be necessary. Diabetic cramp could 
closely mimic a perforated gastric ulcer. The white- 
cell count did not help, because there was leucocytosis 
in all cases of marked diabetic ketosis. The distinction 
had no practical importance, as in neither case was 


the patient fit for operation until the ketosis. 


was reduced. Prophylaxis of perforating ulcer was 
treatment of the callosities, and a chiropodist attached 
to the clinic would practically abolish it. Gangrene 
was nearly always precipitated by trauma or mild 
sepsis, and clear instruction to patients about the 
care of the feet would prevent much of it. In some 
patients its onset would be announced by intermittent 
claudication, deep coloration of the hanging foot, 
and the presence of dry, scaly skin on a cold foot, 
In senile gangrene, amputation was often preferable 
to long immobilisation. 

Dr. Joun T. HUNTER (section of anesthetics) 
said that the anæsthetic agent must have the minimum 
effect on the hydrogen-ion concentration of the 
blood and on the blood-sugar. A patient who was 


sugar- and acetone-free would, if certain adjustments 


were made in the carbohydrate intake and the 
insulin dosage, take the anæsthetic at least as well 
as the ordinary patient. There was no contra- 
indication to small doses of morphia and atropine 
or morphia and scopolamine, These might be 
combined with one of the barbitone drugs; avertin 
had the advantage that the patient could be kept 
unconscious with nitrous oxide and oxygen alone, 
The intravenous barbiturates were perhaps the most 
useful: the best known were sodium Evipan and 
sodium Pentothal. Local or regional anesthesia 
was the method of choice except in the presence of 
sepsis, Gas and oxygeh, or a small dose of sodium 
pentothal, might also be given. Regional nerve- 
block caused a slight toxemia and hence a rise 
of blood-sugar, and was therefore not desirable in 
septic cases. Diabetes was not a contra-indication 
for subarachnoid block. Muscular relaxation was 
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better, and it obviated the infiltration of the abdominal 
wall with large quantities of fluid. It was contra- 
indicated in elderly and debilitated persons whose 
blood-pressure was unduly low. Cyclopropane or 
divinyl ether might be used with advantage, especially 
in operations on the upper abdomen. Spinal procaine 
was especially useful in the shorter surgical pro- 
cedures. The effect of Percaine was longer. 

It was important to avoid a great fall in the blood- 
pressure by premedication. Morphia and hyoscine, 
combined with Coramine, should be given at least 
three hours before operation, and avertin should be 
given twenty minutes before the spinal block. Its 
careful administration in quarter-grain to half-grain 
doses would check the fall of the blood-pressure. 
The use of chloroform must be avoided absolutely 
in diabetes, for it caused tissue-cell destruction 
which impaired the glycogenic function more than 
any other agent. The safety and value of ether 
were doubtful. It was valuable if used in very small 
quantities as an adjuvant to gas and oxygen when 
the patient was well prepared. Gas and oxygen 
was undoubtedly the best and safest inhalant anæs- 
thetic. There might be a slight rise in blood-sugar, 
but acidosis was negligible. It could be supplemented 
by pentothal, divinyl ether or cyclopropane ; sufficient 
oxygen should be given to keep the colour of the 
patient good. It was the safest anzsthetic in the 
midwifery of diabetics. | 

Cyclopropane had superseded acetylene or ethylene 
in this country. It caused a slight and transient rise 
in blood-sugar. Excretion of urine was slowed or 
even suppressed, but rapidly returned to normal. 
An alarming fall in the blood-pressure immediately 
after administration, and retching and vomiting in 
the second twenty-four hours after the operation, 
might be due to too sudden a removal of the mask 
and therefore too rapid a drop in the oxygen con- 
centration of the mixture. Burford had suggested 
the admixture of an inert gas to replace the excess 
oxygen. For minor surgical procedures in diabetics, 
cyclopropane still could not take the place of gas 
and oxygen. Divinyl ether was useful in small 
quantities for minor operations in children—e.g., 
the removal of lymphoid tissue from the throat—and 
as an adjuvant to other agents. Its effect on the 
blood chemistry was similar to that of cyclopropane, 
but it was said to be toxic to the liver in large doses. 
Of the intravenous anesthetics, sodium pentothal 
was perhaps the best; sodium thio-ethanyl was 
slightly more depressing to the respiratory centre. 
They were excellent in diabetic cases, as their effect 
on the blood-sugar and the carbon-dioxide-combining 
power was very slight. Dr. Hunter gave a list of 
surgical conditions with the anesthetics that were 
most suitable for each. 


DISCUSSION 


Dr. W. G. OAKLEY declared that in his experience 
the diabetes of elderly patients who came to him for 
surgical treatment had usually lasted for many 
years. It might, however, only have been diagnosed 
a short time before, for the patient did not suffer from 
the classical symptoms. Such patients came to 
hospital only when the arterial disease had produced 
gangrene or some other complication. Earlier diagnosis 
might do much to render surgery unnecessary in 
such cases. Wilson’s apparatus needed extreme 
care, for it sometimes caused marked deterioration. 
It was the custom at King’s College Hospital to give 
the patient, five hours before the operation, as much 
of the carbohydrate portion of his diet as possible, 
together with a full dose of soluble insulin, in order 
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that the food might have time to leave the stomach 
before anssthesia. From about two hours before 
the operation he was given 30 g. of glucose and 10-20 
units of insulin. If he vomited he would still have 
plenty of carbohydrate in his system and the insulin 
would not cause hyperglycemia. 

Mr. E. C. B. BUTLER gave figures of two series of 
100 patients each to show the effects of insulin treat- 
ment and how it had delayed the onset of gangrene 
until later life. The death-rate was far higher than it 
should be. He quoted evidence that gangrene was 
sometimes due to an anaerobic streptococcus, and 
asked advice for the treatment of diabetic coma 
following on primary arterial hemorrhage. 

. C. E. Sw#attock pleaded for periarterial 
sympathectomy in elderly patients with diabetes 
and a local septic condition of the foot, in order to 
increase the blood-supply. 

Dr. C. G. BARNES said that in a hospital with a 
biochemical laboratory the alkali reserve should 
be estimated before operation. The blood-sugar 
might be normal and ketosis absent, but the carbon- 
dioxide-combining power might be very low. Such 
cases were apt to develop a severe ketosis after opera- 
tion. Pregnant diabetics relatively often had a low 
alkali reserve and needed prolonged treatment 
before they could undergo a cssarean section or 
induction of labour satisfactorily. In elderly fat 
diabetics even a large abscess might be concealed, 
especially in the fascial planes in the region of the 
hamstrings. Such patients were extremely liable 
to septicaemia, 
= Dr. ©. W. Mactay spoke of peripheral nerve 
degeneration as a common complication of diabetes. 
It might reasonably be ascribed, he suggested, to 
disturbance of metabolism resulting from defective 
nutrition of the nerves, and might account for the 
relative degree of anæsthesia of the diabetic. He 
asked whether regional nerve-block or local infiltra- 
tion would aggravate it, and, if so, which one of 
these would be more detrimental. Cod-liver oil 
was sometimes used advantageously in the treat- 
ment of ulcers. 

Dr. H. LETHEBY Tipy remarked with pleasure 
that no physician or surgeon had quoted a single 
foreign observer but all had spoken about their 
own experiences. He confirmed that the elderly 
surgical diabetic was usually a case of long standing. 
He doubted whether the results would be improved 
by early treatment of these cases. The arterial 
degeneration advanced, rather than the diabetes— 
which was generally mild. King Edward VII had 
had 4 per cent. of sugar for over twenty years and 
had died from an entirely different condition at 
seventy. Coronary thrombosis was a common cause 
of death. The absence of pain was generally ascribed 
to neuritis, but the general arterial degeneration 
had to be taken into account. The suggestion had 
been made that one of the factors was a vitamin-B 
deficiency, the vitamin being lost to the body in the 
same way as the carbohydrate was lost. 

Mr. C. GRANVILLE HEy said that many resident 
medical officers testing the urine of a patient who had 
a carbuncle found a high content of sugar and jumped 
to the conclusion that the patient was a diabetic. 
Every elderly patient with a carbuncle had definite 
glycosuria, and insulin tended to hinder recovery. 
The test was sensitivity, which would mark the 
non-diabetic. 

The PRESIDENT recalled an observation of Sir 
Cuthbert Wallace that some cases of glycosuria 
were due to gangrene or sepsis and some cases of 
gangrene or sepsis were due to diabetes, and that 
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they were entirely different conditions. In operating 
on a case of diabetic gangrene it was advisable 
to increase the alkali reserve and infuse sodium 
bicarbonate. 

In reply, Dr. HiIMswortTH said that a correspondent 
in THE LANCET in 1895 had described in detail a 
condition he had called “sapremic glycosuria,” 
or high blood-sugar due to sepsis. Such patients ought 
to be treated as diabetics until they were cured of 
the cause of the sepsis, for they were, in his view, 
temporary diabetics, 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


A MEETING of this society was held in Manchester 
on Jan. 13 with Prof. FARQUHAR Murray (Newcastle- 
on-Tyne), the president, in the chair. 


Radium Treatment of Uterine Hamorrhage 


Dr. WaLram HUNTER (Newcastle) read a paper 
on the place of radium in the treatment of uterine 
hemorrhage due to non-malignant states. Radium, 
he said, was invaluable in such cases, in the absence 
of demonstrable disease, when simple measures, 
including curettage, had failed to give relief. His 
views were based upon 150 cases of benign hæmor- 
rhage treated with radium in the Newcastle Infirmary 
and followed for two years, Using a 50 mg. pencil 
applicator with 3 mm. silver filtration, a single dose 
of 1200 mg.-hours was given as routine and this 
gave satisfactory results in 95 per cent. of cases. 
There were unfavourable sequels in 34 per cent., 
but menopausal symptoms were no more severe than 
after a natural climacteric. The immediate mortality 
was nil, the only death being from pneumonia seven 
months after treatment. 

In the discussion that followed, almost all the 
speakers agreed about the value of this form of 
treatment. The questions chiefly considered were 
the dosage and the advisability of using radium to 
check bleeding in younger women. In Dr. Hunter’s 
view the dose given should be the smallest that would 
control the hemorrhage ; larger doses might increase 
the number of complications—The PRESIDENT 
laid stress on the value of small doses in occasional 
cases of menorrhagia in young women—a view 
that did not gain support from other speakers. 
It was generally held that radium should not be used 
where there was much pain or where there were 
fibroids of more than seedling size. 


A Split Pelvis in Labour 


Dr. STANLEY WRIGHT described a case of labour 
associated with ectopia vesice and split pelvis. 
The patient was a primigravida 25 years old, of 
average height and build, but with the secondary 
sexual characteristics poorly developed. 
well-marked ectopia vesice. The urethral orifice was 
large and it was through this orifice that coitus had 
been taking place, the hymen being intact. Insemina- 
tion had resulted from coitus interruptus. The 
skiagram showed about 2 in. of separation of the 
pubic bones; the sacrum was thrust forwards by 
the iliac bones, there being only about 14 in. between 
the posterior superior iliac spines. It was said that 
in extreme cases these points might become so 
approximated that the bones seemed to enclose a 
cavity behind rather than in front—the so-called 
inverted pelvis. The patient was admitted at the 
32nd week, and unexpectedly went into labour a 
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fortnight later, and was completely delivered an 


hour from the onset of labour. The condition, said . 


Dr. Wright, was of interest since it demonstrated that 
the pressure of the femora on the pelvis is not inwards 
—for this would approximate the two halves of the 
pelvis—but upwards. 

Prof, DanreEL DouGat (Manchester) described a 
case of chronic hypertrophic vulvitis following child- 
birth, for which no cause other than the trauma of 
labour could be discovered.—Mr. GLYN DAVIES 
(Sheffield) reported a case of regional ileitis compli- 
cating dysmenorrhea in which he resected a segment. 
of the terminal ileum measuring 8 in. 


DEVON AND EXETER 
MEDICO-CHIRURGICAL SOCIETY 


A MEETING of this society was held on Jan. 26, 
with Dr. R. R. TRAIL, the president, in the chair. 


' Neuromyelitis Optica 


Dr. C. J. FULLER and Mr. Ransom PICKARD 
jointly described two cases of Devic’s disease, one 
of which was shown. 


The patient, a girl of 11, was admitted to hospital 
on Dec. 19, 1938, having been perfectly well until 
three days before, when she complained that she 
could not see. The deterioration in vision had 
become progressively worse and in 24 hours she was 
completely blind. There was also some slight frontal 
headache. On admission it was found that both 
optic fundi were normal. The pupils reacted slightly 
to light and more particularly to light thrown on the 
left side of each retina. There was some weakness 
of the right internal rectus, but the other cranial 
nerves were normal. There was no loss of power in 
the upper extremities, but both biceps-jerks were 
absent. The left triceps-jerk was present but the 
right was absent. There was no ataxy, the knee- 
jerks were present, but the ankle-jerks were absent 
and the plantar reflexes flexor. Sensation was normal 
and the abdominal reflexes were present. There was 
no Kernig’s sign or head-retraction. The cerebro- 
spina) fluid showed 12 lymphocytes per c.mm. and 
the protein was 60 mg. per 100 c.cm. A week later 
some muscular weakness was noted on the left side 
of the face, in the left arm, and in the left leg, and 
there was an extensor plantar response on the left 
side. After another three weeks the left hemiparesis 
had improved and the patient, for the first time since 
the onsct of the illness, was able to recognise the 
colour of a cup held in the hand. She could also 
recognise fingers held 18 in. in front of her eyes. 
The condition somewhat deteriorated during the 
next week ; the hemiparesis increased and the patient 
was once more unable to see a light held in front of 
her eyes, but during the following fortnight there 
was steady improvement. At the time of report 
the child was able to recognise faces and the hemi- 
paresis had almost disappeared. 


Dr. Fuller contrasted the apparently favourable 
prognosis in this case with that in another patient, 
who was too ill to be shown. This was a woman 
aged 50, admitted to hospital on Dec. 24, 1938. 
Three weeks previously she had found herself unable 
to see when looking to the right. Two days later she 
developed acute retention of urine and it was found 
that she had a paraplegia extending up to the level of 
the third thoracic segment, with complete sensory loss 
below that level. There was also aright homonymous 
hemianopia but the discs were normal. The cerebro- 
spinal fluid contained 32 lymphocytes per c.mm. and 
protein 95 mg. per 100 c.cm. The Wassermann 
reaction was negative, 
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REVIEWS AND NOTICES OF BOOKS 


Secondary Gastro-intestinal 
Reciprocal Relationships 


By JULIUS FRIEDENWALD, M.D., professor emeritus 
of gastro-enterology, University of Maryland school 
of medicine; THEODORA H. Morrison, M.D., 
clinical professor of gastro-enterology in the school ; 
and SAMUEL Morrison, M.D., assistant professor 
of gastro-enterology in the school. London : 
Bailliére, Tindall and Cox. 1938. Pp. 251. 
138. 6d. 

IT was a happy idea to collect and survey the 
gastro-intestinal symptoms which arise in diseases 
whose centre and seat lie outside the gastro-intestinal 
tract, and to discuss along with them the disturbances 
of non-alimentary functions which are produced by 
alimentary-tract disease, These “reciprocal relation- 
ships”? link the gastro-intestinal tract with heart 
disease, pulmonary tuberculosis, liver and gall- 
bladder, the urinary tract, the female pelvic organs, 
the endocrine glands, the anæmias, the nervous 
system and the neuroses, the skin, and the eye. 
Those are the main chapter headings of this book. 
The matter of it is derived from the authors’ own 
experience, from which case-records are quoted by 
way of illustration, and from an extensive study of 
the literature. It is full of interesting and valuable 
observations, but the student and the general practi- 
tioner, for whom it purports to be written, will 
find difficulty in seeing the wood for the trees. A 
closer and more critical inquiry into the physiological 
basis of these reciprocal relationships would have 
given the book greater cohesion and greater value, 
though the answer to such an inquiry would often 
be “we do not yet know.” At times the authors are 
content with a superficial pseudo-explanation. ‘‘ The 
intimate relationship between disturbances of the 
genito-urinary organs and those of the gastro-intestinal 
tract are accounted for,” they say, ‘“‘ partly by the 
anatomic relations between these systems and their 
Merve and blood supply, and in a large degree by 
developing toxemias”’; but they do not define the 
reflexes involved or identify the toxins. 

The book is to be recommended, however, as a 
painstaking collection of clinical observations, any 
group of which, as well as being of interest to the 
¢clinician, might well be the stimulus and starting- 
point of a profitable physiological investigation. 


Disorders ; 


British Encyclopedia of Medical Practice 

Vol. X. By Various Authors. Under the general 

editorship of Sir HUMPHRY ROLLESTON. London : 

Butterworth and Co. 1938. Pp. 731. 35s. 

Turs volume opens with a consideration of the 
medical aspects of poisons legislation by Hugh N. 
Linstead, and ends with an article on rosacea by A. C. 
Roxburgh. Among the eleven articles on psycho- 
logical medicine must be mentioned Emanuel Muler’s 
on the psychiatry of children, in which the scope and 
potentialities of this vast subject are outlined as 
fully as is possible in ten pages. Muller points out 
that whereas the general principles of psychotherapy 
hold good for children as for adults, certain modifica- 
tions of technique are necessary in those cases in 
which the mental mechanisms involved render 
suggestion and persuasion relatively useless, He 
attaches great importance to the analysis of play and 
adds that it is often necessary to subject the parents 
of psychotic children to careful psychiatric scrutiny 
if success in treatment is to be achieved. Other 
important contributions in this sphere are Edward 


‚terminology and classification. 


Glover’s on psycho-analysis and R. D. Gillespie’s on 
psychoneurosis, to which P. Manson-Bahr has added 
a section on neurasthenia in the tropics. In the 
neurological sphere, F. M. R. Walshe’s article on 
reflexes in diagnosis, which explains the significance 
of reflex abnormalities, should be useful to the general 
practitioner. 

General medicine is typically represented by J. M. 
O’Donovan’s article which tackles the constantly 
recurring diagnostic problem of obscure pyrexia. 
The contention that there may be many persons with 
“ habitual hyperthermia ’”’ is comforting but has its 
dangers in that it may lull the clinician into a false 
sense of security. S. P. Bedson and Donald Hunter 
combine to produce a full account of psittacosis, in 
which disease, though the treatment is still prophy- 
lactic and symptomatic, the prognosis is by no means 
hopeless. The special departments of surgery are 
represented by articles on retinal disease by R. C. 
Davenport, and on rhinoscleroma by Lionel Colledge. 
Kenneth Walker deals with surgical methods of 
rejuvenation ; he discusses the rationale and results 
of the Steinach and Voronoff operations and ends 
with a note on the present and future possibilities 
of the endocrine treatment of premature senility. 
Psoriasis, the successful treatment of which remains 
one of the perpetual enigmas of general practice, is 
optimistically discussed by John T. Ingram, who 
considers that prognosis depends to some extent on 
the prompt and efficient treatment of each attack, 
particularly the first, and on aftercare. F. J. 
Browne contributes a long article on normal and 
pathological pregnancy. The article on the puer- 
perium by A. Leyland Robinson and R. M. Fry 
contains many counsels of perfection not always 
attainable in domiciliary midwifery. 

The high quality of the plates and illustrations in 
this series is fully maintained in the present volume. 


Introduction to Industrial Mycology 
By GEORGE SMITH, M.Sc., A.I.C., research demon- 


strator, department of . biochemistry, London 
School of Hygiene and Tropical Medicine. London : 
Edward Arnold and Co. 1938. Pp. 302. 16s. 


Tur subject matter of this book forms part of a 
course of lectures given at the London School of 
Hygiene to students reading for the postgraduate 
diploma in bacteriology. It is not primarily con- 
cerned with micro-organisms found in disease in man, 
but it nevertheless contains much of value to the 
medical reader and especially the bacteriologist. 
Most of us are quite unaware of how extensively 
the scientific use of moulds has come to replace the 
old hand methods in industry. Thus, Prof. Raistrick 
points out in his foreword that citric acid, until this 
century obtained exclusively from the juice of 
citrus fruits, is now being made on a wholesale scale 
by growing Aspergillus niger on sugar solutions, and 
that the exploitation of bacteriology in such ways 
is leading not only to a new technical branch of the 
subject but is also developing a fresh aspect of bio- 
chemistry in studying the changes, almost bewildering 
in their diversity, which are brought about by the 
growth of moulds. 

The author uses the term mycology in its modern 
sense as being concerned only with the eumycetes 
or true fungi, and the medical reader will be interested 
in his clear and systematic way of dealing with 
In describing the 
moulds medical textbooks are still apt to be confusing 
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in their use of old nomenclatures and somewhat 
primitive diagrams and pictures. This book follows 
the international rules of botanical nomenclature 
and even gives information to the bewildered student 
on ' the pronunciation of the different botanical 
names created by terminologists skilled in the use 
of Latin genitives.. After describing seriatim the 
various moulds used in industry, with exceptionally 
good illustrations, Mr. George Smith gives an account 
of laboratory equipment and technique including 
methods of cultivating moulds and controlling their 
growth. This is followed by a section on the use of 
fungi in such industrial processes as alcoholic 
fermentation, the ripening of cheese, the production 
of glycerol, the syntheses of fats and proteins and 
the manufacture of Marmite, ergosterol and other 
vitamin products. Finally the author includes a 
bibliography with a short description of the salient 
contents of the books listed. 


All bacteriologists will find this a valuable reference 
work not only for the information it contains but for 
the way in which it clears the ground of obsolete 
classifications and of the vague and inadequate 
descriptions of moulds which still find a place 
elsewhere. We hope that it will lead to a similar 
clarification of medical mycology. 


Synopsis of Physiology 


(8rd ed.) By A. RENDLE SHORT, 
F.R.C.S., professor of surgery, "University of 
Bristol; and C. L. G. rr, M.A., M.Sc., M.D., 
demonstrator in physiology, University of Oxford. 
Bristol: Jobn Wright and Sons. 1938. Pp. 325. 
10s. 6d. 

THE new edition of this little book contains many 
small additions which bring it up to date. Such 
synopses have their uses for the rapid revision of a 
subject and for the provision of subject-headings, and 
this book fulfils these needs very completely. As 
an aid to “‘ the practitioners who wish to keep abreast 
of modern physiology,” however, this type of book 
is less suited, for it has to presume the reader’s 
knowledge of the facts of which it provides a summary. 


B.Sc., M.D., 


Yearbook of the Eye, Ear, Nose, and Throat 


Edited by E. V. L. Brown, M.D., professor of 
ophthalmology in the University of Chicago ; Louis 
BoTuman, M.D., clinical professor of ophthalmology 
in the University ; and SAMUEL J. CROWE, M.D., 
Dy ae? of otolaryngology in the Johns Hopkins 
Pp 630. 3 London: H. K. ai and Co. 1938. 
. 630. 10s. 6d. 

aa S. J. Crowe has taken over the editorship of 
the ear, nose and throat sections of this well-known 
yearbook, It contains, like its predecessors, a 
large number of abstracts from the world’s literature 
and reports of cases of interest. Among the articles 
of 1938 summarised is one by A. J: Wright stating 
his belief that aural vertigo is due to a ‘focal 
labyrinthitis,” one or more foci of infection being 
found in all his cases; in the treatment of this 
affection T. J. Putnam advocates an intracranial 
approach to the superior semicircular canal through 
the upper surface of the petrous bone, and destruction 
of the labyrinth by electrocoagulation by means of 
a wire introduced into the canal. J. Lempert’s 
endaural method of surgical approach to the mastoid 
and temporal bone generally is described. The 
harmful effect of the intranasal use of antiseptics 
and oils is stressed in several papers. In radio- 
graphy of the larynx A. Gunsett finds that the method 
of tomography at a depth of 2 cm. shows various 
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pathological changes clearly ; in most cases, of course, 
the lesions can be better seen by the ordinary methods 
of examination, but in carcinoma of the larynx 
tomography affords valuable information on the 
extension of the tumour. In the section on the eye 
many rare and interesting conditions are recorded. 
There are two favourable reports, by L. J. and R. F. 
Fernandez and by T. Willis, of a few cases of 
gonorrheal ophthalmia treated with sulphanilamide. 
From his experience of seven cases A. E. MacDonald 
considers staphylococcus toxoid a valuable remedy 
in the treatment of recurrent styes. 

There is a full index of subjects and of authors, 
which enhances the value of this useful guide to 
current literature. 


Dietetics in General Practice 

By LESLIE Cote, M.A., M.D. Camb., F.R.CP., 

physician to Addenbrooke’s Hospital, Cambridge ; ; 

examiner in pharmacology, University of Cam- 
bridge. London: John Bale, Sons and Curnow. 

1938. Pp. 150. 6s. 

Mvucu claptrap is talked and written about dietetics, 
whence it is refreshing to read Dr. Cole’s little book 
which, ifit cannot pretend to any particular originality, 
is free from faddery. The book is remarkably compre- 
hensive. Normal diet, common dietetic faults, diet 
in cardiovascular and gastro-intestinal diseases, in 
genito-urinary and metabolic disorders and in 
anemia and acute infections, are all compactly 
considered. The importance of sound teeth and the 
diet suitable to ensure their development are matters 
wisely stressed. High-residue diets for the treat- 
ment of one type of constipation are given but no 
reference is made to low-residue diets suitable for 
constipation of the spastic type. In cases of inoper- 
able carcinoma of stomach the author advocates 
a diet on the lines suitable for the treatment of gastric 
ulcer but offers no suggestions as to how the profound | 
anorexia, sọ characteristic of this condition, is to be 
overcome. There is much good sense in Dr. Cole’s 
remark that when treating any case of renal disease 
it is well to ask oneself whether the restrictions are 
worth while. There is a useful note on infant feeding. 
General practitioners, especially young ones, will be 
wise to slip a copy of this little book into their 
pockets. 


Petite chirurgie et technique médicale courante 
By Q. Roux, professor attached to the Faculty of 
Medicine, University of Montpellier. Paris: 
Masson et Cie. 1938. Pp. 591. Frs.120. 
INTENDED for students and medical practitioners, 

this book covers not only the generally recognised 

field of minor surgery but includes chapters on the 
minor procedures commonly required in such special 
fields as gynecology, ophthalmology, and oto- 
rhino-laryngology, It also describes the technical 
details of examinations of the blood, and of the 
collection of specimens for laboratory examination, 
The section on fractures is well illustrated, and on the 
whole adequate, but it is doubtful whether the treat- 
ment of fractures of the spine by reduction and fixation 
in a plaster corset should find a place in a book on 
minor surgery. The chapter on minor urological 
surgery is particularly good and contains just the 
practical information so often wanted and so often 
wanting. Some of the procedures advocated differ 
from the usual practice in this country but even so 

the book is one which in its present form or as a 

translation could usefully fill a place in the English 

practitioner’s library. 
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- THE NEW OUTLOOK IN PNEUMONIA 


AMONG many extensions in the scope of chemo- 
therapy for bacterial infections since the advent 
of Prontosil in 1935, the introduction of 2-sulph- 
anilyl-aminopyridine (M. & B. 693) for the treat- 
ment of pneumonia is by far the most important. 
Of all acute and severe infections by pyogenic 
cocci, pneumonia is the commonest and causes the 
largest number of deaths; a remedy for it is 
calculated to preserve more lives than are destroyed 
by streptococci, or indeed any other micro- 
organism now influenced by specific treatment. 
This drug has been available only since last 
summer, and it is not surprising that so far there 
have been few reports on its effect in any large 
series of cases, although many who have used it 
have become convinced of its value. Clinical trials 
are proceeding in several other parts of the world, 
including France and the United States, and 
accounts of some of them have lately reached us 
from Kenya and South Africa. In our last issue 
Drs. FARNWORTH ANDERSON and DowDESWELL 
reported on 50 cases treated at Nairobi with results 
of the kind we have been led to expect; there 
was only 1 death in the series, compared with 8 
in a control series of the same number, and the 
duration of fever and of the necessary stay in 
hospital were both considerably reduced. The 
South African report by Drs. AGRANAT, DREOSTI, 
and ORDMAN, most of which appears this week, 
is based on a larger experience but is less easily 
interpreted since there are racial and other differ- 
ences between various groups in the total of 550 
cases, and complicating factors of occupation and 
previous immunisation with vaccine. Although the 
results generally were good, they might well have 
been better had the drug been given without 
waiting for the diagnosis to be verified by 
unequivocal physical signs. Extensive though 
not complete bacteriological studies were made 
in both these scries of cases, and they lend no 
support to the idea that any of the many types 
of pneumococcus now recognised is resistant to 
the remedy. On the other hand little is yet known 
of the action of M. & B. 693 on other bacteria 
(except Streptococcus pyogenes) that may be con- 
cerned in pneumonia, and the fact that Staphylo- 
coccus aureus was found in the sputum in 3 fatal 
cases may indicate a type of infection in which 
benefit cannot be anticipated. 

The general impression conveyed in these care- 
fully analysed and moderately worded reports, as 
well as by earlier ones like that of GAISFORD and 
Evans,! is that for the ordinary case of pneumo- 
coccal pneumonia M. & B. 693 is a specific remedy, 


1. Gaisford, G. M., and Evans, W. F., Lancet, 1938, 2, 14. 
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fully adequate in itself, and needing no help from 
others. Serum was given to none of these patients, 
and there is no suggestion that its further use is. 
contemplated. Serum treatment has certainly 
received a severe setback, and its future is an 
unknown quantity of no little interest. Vast 
efforts have been made and millions spent in the 
United States to perfect and extend it; the 
definition of the higher types of pneumococcus 
and the provision of useful therapeutic sera for 
many of them, the introduction of the more 
effective rabbit sera, facilities for rapid typing, and 
an insistent educational campaign—all these have 
been features of a crusade against pneumonia 
which is perhaps the biggest effort ever made for 
the specific treatment of any disease. Is all this 
to end in nothing ? This we shall not know until 
M. & B. 693 has shown what it can do in the 
more severe form of pneumonia which occurs in 
America, As far as this country is concerned, 
although FLEmine? on theoretically unassailable 
grounds strongly advocates combined immuno- 
therapy and chemotherapy, it seems unlikely that 
serum will be used except in cases with a serious 
prognosis from the onset. The limited demand 
for serum which this entails will not encourage 
progress in its manufacture. 

That the availability of serum, at least from 
commercial sources, depends on a reasonable 
demand for it is a fact to be borne in mind in 
basing any future hopes on the paper by Dr. 
LOEWENTHAL which we published on Jan. 28. 
In treating experimental streptococcal infection in 
mice he showed that serum plus sulphanilamide 
is more effective than either alone; but it would 
be rash to look for similar success in treating 
human infections with a combination of sulphanil- 
amide and any antistreptococcal serum now avail- 
able. The serum used in his experiments was 
prepared by immunising rabbits with the type 13 
streptococcus employed for inoculating the mice, 
and its protective power was of a high order, 
unapproached by that of either antitoxin or any 
so-called polyvalent antibacterial serum. No such 
type-specific serum is available for clinical use, 
and although LOEWENTHAL sees no insuperable 
difficulty in its preparation for each of the 30 or 
more types of Streptococcus pyogenes now recog- 
nised, it is doubtful whether this complex task 
will ever be undertaken. Apart from the fact 
that chemotherapy alone is so often successful as 
to restrict the absolute necessity for serum to a 
minority of fulminating cases, it must be 
remembered that streptococci cannot like pneumo- 
cocci be typed in a few minutes or hours. This 
added drawback of inevitable delay might well 
turn the scale against serotherapy even were 
anyone enterprising enough to manufacture the 
necessary sera. The only situation in which treat- 
ment with type-specific serum is at all likely to 
be applied is an epidemic due to a known single 
type of streptococcus, against which a serum might 
be prepared in time for the treatment of the later 
cases. 


2. Fleming, A., Ibid, p. 74. 
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CLUBBING 


Ir has always seemed strange that clubbed 
fingers should be found in so many widely differing 
diseases, some of which have nothing else in 
common. Cases of pulmonary suppuration, infective 
endocarditis, congenital heart disease with cyanosis, 
aortic aneurysm, chronic diarrhea, biliary cirrhosis 
and post-thyroidectomy myxosdema are all reported 
to have shown clubbing of the fingers, and a 
hereditary type unassociated with ill health is also 
described. Although the deformity of the terminal 
phalanx may differ in degree from case to case the 
essential abnormality remains the same—namely, 
an overgrowth of the soft tissues of the nail-bed. 
The most striking instances are the gross cyanotic 
“ drumstick ” fingers found in congenital heart 
disease and in severe chronic disease of the lung, 
where the hypertrophy involves also the pulp 
and expands the whole finger-tip. The salmon- 
pink clubbing sometimes accompanying fatty 
diarrhoea and the many less conspicuous variations 
that arise in other diseases all show the diagnostic 
obliteration of the normal angle between the base 
of the ‘nail and the finger, which LovrBonp ? has 
named the “ profile sign.’ 

Although it might not have been expected 
_ that the nail-bed would react in the same way 
to such diverse conditions it is probably true that 
all clubbed fingers are anatomically similar. 
Hence it is plausible to assume a single mechanism 
for every case, and some recent experiments on 
the vascular supply of the digits provide a clue 
to its nature. WILKINS, DouPE and Newman? 
have shown by plethysmographic methods that 
the blood-flow to the terminal phalanx when the 
vessels are dilated is appreciably greater than to 
the middle phalanx of the finger. GRANT and 
PEARSON ê provide further evidence that with the 
peripheral vasodilatation caused by warming of 
the body the blood-flow to the finger is greater than 
the flow to the hand, and the flow to the hand 
greater than to the forearm. Therefore there is 
at least this selective function by which the 
terminal phalanx normally differs from other parts 
of the limb. That clubbed fingers differ from the 
normal has been ‘proved experimentally by means 
of estimations of skin temperature (MENDLOWITZ *). 
The response of their blood-vessels to environ- 
mental temperature changes was qualitatively 
the same ; yet when, by raising body temperature, 
sympathetic vasoconstrictor tone was removed 
from the fingers the rate of blood-flow through 
the terminal phalanx was found to be abnormally 
great. Likewise the fall of blood-pressure from 
the brachial to the digital arteries was abnormally 
small. These observations were found to apply 
only to the symmetrical clubbing secondary to 
pulmonary disorders or congenital heart disease ; 
in cases of hereditary clubbing the pressure 
gradients were normal, and with unilateral clubbing 
no significant changes in the blood-flow or pressure 

Lovibond, J. L., Lancet, 1938, 1, 363. 

Wilkins, R. W. , Doupe, J., aua "Newman, H. W., Clin. Sci. 

1938, 3, 403 


1. 
2. 
3. Grant, R. T., and Pearson, R. S. B., Ibid, 1938, 3, 119. 
4. Mendlowitz, M Ibid, 1938, , 387. 
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gradient could be demonstrated. MENDLOWITZ 
suggests however that in bilateral and in unilateral 
clubbing the mechanism is fundamentally the 
same—namely, an increased circulation in the 
finger-tips—but that it is obscured in unilateral 


. cases by complicating factors such as nerve lesions. 


The significance of these experiments is that 
it is no longer necessary to postulate a morbid 
process that acts selectively on the finger-tips ; 
for their vascular supply is already peculiar in 
health. Hence, if in these diseases a general 
disturbance of the vascular bed throughout the 
body could be demonstrated it would still be 
compatible with different or exaggerated effects 
in the extremities. 


TREATMENT OF ACUTE OSTEOMYELITIS — 


THE question of the best treatment of acute 
osteomyelitis is as actively debated in America as 
in this country. Addressing the section of ortho- 
pedic surgery of the American Medical Asso- 
ciation last summer,! J. A. KEY said he has no 
patience with the argument that the focus in the 
bone is merely incidental and should be left alone 


while attention is directed to treatment of the- 


septicemia. These patients, he maintained, were 
not ill until the bone focus developed, and they are 
now ill because they have a spreading infection in 
the bone which is pouring toxins and possibly 
bacteria into the circulation. The rational treat- 
ment, as he sees it, is to drain the primary focus. 
The discussion that followed Kry’s paper empha- 
sised the real difficulty. Children over the age of 
two years are certainly suffering from a septicemia 
which is staphylococcal in origin, and it is extremely 
doubtful what is the correct therapy for staphylo- 
coccal septicemia. Some success has been reported 
in a small series of cases treated with Uleron,? 
but apart from chemotherapy non-operative treat- 
ment seems to be largely a matter of waiting to 
see what the patient’s own reaction to the infection 
will do. The exponents of conservatism suggest 
that any interference with the bone may spread 
the infection and that any operation will lower 
the child’s resistance. J. C. WiLson said that 
early drainage had in his experience raised the 
bacterial count in the blood, but we do not know 
enough about septicemia to be sure that this 
necessarily meant that the child was more ill. 

The strongest argument for the surgeon holding 
his hand in the first few days is that cases seen 
late often do well. An abscess forms under the 
periosteum, and drainage of this abscess is followed 
by a smooth convalescence. Cases are also reported 
from time to time that have recovered without 
drainage, though there will always be difficulty in 
persuading other surgeons that such a case was 
truly one of osteomyelitis. 
admittedly blood-borne there is no essential reason 
why some drug might not counteract the infection 
in the bone as well as in the blood. Kxy’s con- 
tention, however, is that this argument starts from 
a false premise. The infection is carried to the 


1. J. a eae Ass. 1938 111, 2183; 
2, Miei. , Brit. med. J. 1938, 2, 1200. 
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' bone by the blood, he says in effect, but there 
would be no dangerous septicemia if the bone 
focus did not develop and throw out its toxins 
into the circulation. Bone is very nearly incapable 
of forming a natural barrier to the spread of acute 
infection, so there is no true analogy with car- 
buncles and other foci of acute si ae acai 
invasion in soft tissues. — 

Probably no surgeon would go so far as to say 
he would never operate on any case of acute 
osteomyelitis; but there seem to be many who 
wait until pus actually presents under the peri- 
osteum or even in the subcutaneous tissues. Have 
these surgeons given enough reason for their belief 
that operation on the bone is in itself dangerous ? 
Such operation is not open to the objection that 
one is cutting across barrier tissues and opening 
new channels for the spread of septic emboli, as 
may happen in incising a carbuncle. An extensive 
guttering may cause great shock in a very ill child, 
but drainage of the bone can be done with a 
gentler technique, and modern anesthesia should 
not itself cause more than a very little disturbance. 
Winnett Orr’s method of packing with soft 
paraffin and encasing the limb in a closed plaster- 
of-paris splint is designed to obviate further 
trauma and exhausting dressings. Good results 
are undoubtedly being obtained from delay in 
operation, and in very toxic cases J. T. NICHOLSON 1 
reports a mortality of 34 per cent. from immediate 
operation and of 11 per cent. where operation was 
delayed. Unfortunately there is no real com- 
parison between any two groups of cases, for one 
group may consist of poorly nourished children 
who seem to put up no resistance at all to the 
septicemia, and the other of sturdy children who 
would survive the most virulent infection. Where 
there is such variation it is exceedingly hard to 
prove statistically that the method of treatment 
influences the outcome. Osteomyelitis is now 
rather rare in this country and there is a danger 
of competent surgeons arriving at too definite 
conclusions from success in a few cases. 


PLANNING IN ORTHOP/EDICS 


Sir Rospert Jones defined orthopzedics as the 
treatment by manipulation, operation, re-educa- 
tion and rehabilitation of the injuries and diseases 
of the locomotor system. The definition, if 
cumbersome, is accurate and makes it clear that 
orthopedics is more than a branch of surgery, 
just as ophthalmology is greater than ophthalmic 
surgery; indeed, surgical treatment is a small 
component of what it embraces. The ortho- 
pedist does not wait until the patient or his 
parents seek advice, for in their early stages many 
crippling conditions give rise to little pain or 
disability ; arrangements must be made to seek 
out the affected child, and this is where supremely 
valuable preventive work may be done. Facilities 
for outpatient treatment of minor disorders must 
be widely available, and this is best done through 
a system of clinics centred on a hospital. At the 
hospital itself, which is reserved for the more 
serious cases, an ample number of beds must be 
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provided, for the duration of treatment is often 
lengthy. On discharge the patient is again sent 
to the local clinic, perhaps for the completion of his 
treatment, or for rehabilitation, or simply for 
supervision. Finally there is the training school 


_for those so severely crippled that they cannot, 


without special training, hope to earn a living under 
the ordinary conditions of modern life. 

It is therefore not surprising to find that ortho- 
peedic surgeons have a taste for planning; it is 
part of their business. Anyone who has worked 
in London very quickly finds out the meaning of . 
lack of codrdination. There, as in most large cities, 
it is not so much a matter of providing the necessary 
services as of codrdinating those that already 
exist. A child attends a voluntary hospital where, 
without reference to any outside body, an ortho- 
pedic department has been started. The child 
is admitted and operated on. Recovery is slow 
and the surgeon, with only a few beds at his 
command, disposes of the child by sending him to 
a country orthopedic hospital where the treatment 
is completed. But it is' found on discharge that 
he is not fit to attend an ordinary school, and he is 
therefore sent to a cripple school where periodic 
inspections are made by yet another surgeon. 
There is no continuity of treatment or unity of 
control. This sort of thing, while by no means 
the rule in our large cities, is far too common, and 
there is undoubtedly much waste through needless 
duplication of services. Mr. Harry Puatt’s 
solution ! is a unified orthopzedic scheme arranged 
under the egis of a joint hospitals advisory board. 
Such a board exists in Manchester, and what is 
more important: all the constituent bodies, both 
municipal and voluntary, have agreed that it shall 
control future hospital policy. But even this is 
not enough. Many features of the complete 
orthopedic scheme would hardly fall within the 
jurisdiction of a joint hospitals board ; such, for 
example, as outpatient clinics, schools for physically 
defective children and rehabilitation centres. To 
coérdinate these manifold activities one man is 
needed—a senior orthopedic surgeon, with a 


flair for organisation and the ability to advise 


effectively. This is Mr. PLATT’S ambition for 
Manchester, and we cannot but agree that in 
work of this kind organisation and codrdination 
ought to transcend parochial interests and areal 
restrictions. 

Still more romantic planning is that of Prof. 
G. R. GIRDLESTONE ê who visited South Africa last 
year at the invitation of the Nuffield Fund. He 
was asked to draft the outline of a complete ortho- 
pedic scheme for the Union: a scheme for nearly 
ten million people, a fifth of them of European 
origin, scattered irregularly over a country the 
size of France and Spain. The problem has been 
tackled on a federal basis: that is to say, although 
most of the work will be done by provincial 
administrations, a powerful central council will 
give guidance in matters of policy. Prof. GIRDLE- 
STONE assumes that the surgeons concerned will 

. Platt, H., Med. Offr, Jan. 14, 1939, 
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be paid for their services. The orthopedic 
surgeon, he remarks, finds most of his patients 


among the poorer sections of the community, and - 


in Africa his work will be specialised in a way 
totally unfamiliar to most of us. The inpatient 
work in the orthopedic departments of general 
hospitals and in orthopsedic hospitals will be like 
our own, but the “ feeder ’’ services—i.e., clinics, 
small town hospitals and mission stations—will be 
scores or hundreds of miles apart. It is proposed 
to make highly trained nurses responsible for this 
part of the work between the surgeon’s periodic 
visits—what might be called the Oswestry or 
Oxford system, geographically magnified. Such 
a scheme, to work efficiently, must be in the hands 
of skilled men and women who will have to sacrifice 
much of their home life, and should be remunerated 
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accordingly. The Union must be prepared to 
spend a considerable sum of money; Lord 
NUFFIELD’s gift of £100,000, generous as it is, 
can do no more than set up part of the machinery : 
it was not in fact intended to do more. Considered 
purely as a business affair however orthopzdics 
pays; there is no branch of surgery in which so 
much can be done to restore patients to happy 
usefulness. Infinite patience and devoted work 
will be needed to provide the four provinces 
with a comprehensive orthopedic service. But 
it is only a hundred years since the Voortrekkers 
crossed the Drakensberg, and while their descen- 
dants may have lost the contentiousness that 
divided them, the spirit of the pioneers remains. 
We shall watch with keen interest the work 
develop. 


ANNOTATIONS 


SEXUAL PERIODICITY IN MAN 


Many animals show seasonal changes in repro- 
ductive activity, and in the great majority of these 
the principal stimulus appears to be light, an increase 
in illumination being followed by increased sexual 
activity. Temperature may not affect reproduction, 
and mice, for instance, will continue to breed normally 
if kept at 0° C. Nevertheless some birds and mammals 
show seasonal variations in breeding activity which, 
as in tropical species, can hardly be due to changes 
in illumination, and there is no doubt that factors 
other than light may condition reproductive processes. 

Whitaker,! in reviewing the evidence for seasonal 
sterility among the Eskimos, is unable to uphold the 
older reports—notably those of MacDiarmid and 
Cook—that sexual functions cease during the long 
arctic night. He quotes the figures of Bertelsen 2 
who analysed 16,101 births occurring between 1901 
and 1930 in west Greenland and found that more 
conceptions take place in December and April than 
at any other time. Adjusted to a basic average of 
100 per month, each of these peak months showed 
113 conceptions, as opposed to 85 conceptions in 
August, the month with the lowest conception-rate. 
From June to October inclusive the conception-rate 
was below the average; for the rest of the year it 
was equal to or above it. Bertelsen believes that the 
high figure for December is due to the Christmas 
celebrations, and that for April to the return of 
spring. These observations lend some support to the 
thesis of Huntingdon * that there is in man a “‘ basic 
animal rhythm’? which is so adjusted that the 
young are born at a time when their chances of 
survival are greatest. Huntingdon concludes that 
reproductive rhythm in man depends primarily upon 
temperature and that the optimal mean diurnal 
temperature for conception is 62° F. Factors such 
as diet and sunlight are thought to be of secondary 
importance. At a meeting of the Royal Society of 
Edinburgh last July W. P. Kennedy gave an account 
of the seasonal incidence of conceptions in Scotland, 
based on data for 1880-1935. He finds that the 
lowest conception-rate is in winter and the highest 
in summer, and that a correlation exists between 
conception-rate and temperature, the mean monthly 
temperature and the number of conceptions per 
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month rising and falling together. We are led, there- 
fore, towards the conclusion that such reproductive 
rhythm as exists in man is dependent upon tempera- 
ture and not upon illumination. But as the sun 
supplies both heat and light together, and is only 
one of the sources of them available for even semi- 
civilised man, it is difficult to assess their effects either 
alone or together in such material as that on which 
these analyses are based. In the Eskimos the dis- 
crepancies between the older data and those now 
available may depend on the progress of arctic 
civilisation, The effect of better living conditions 


. on the age at menarche of Eskimo women is discussed 


by Mills, who shows that in many races the onset 
of sexual functions is becoming progressively earlier, 
and believes that this may have happened with the 
Eskimos. A comparison of the average menarchal 
age given by MacDiarmid (about 23), Cook (19-20) 
and Bertelsen (153), the observations being made in 
that order about a hundred, fifty, and four years 
ago, certainly suggests it. 

Considerably more information is needed about 
such factors as seasonal variation in marriage-rates, 
the use of contraceptive methods, and the effects of 
economic conditions on the conception-rate, before 
such a correlation as that of temperature with human 
fertility is accepted at its face value. Although there 
may be a definite correlation between the two, this 
would by no means prove that the one is the cause 
of the other. 


CHANGING PROBLEMS IN FOOD ANALYSIS 


It is interesting to compare the present trend of 
food examination, as described by Dr. H. E. Cox,5 
with the methods of examination and substances 
looked for in a work written by Rowland J. Atcherley 8 
in 1874, In the nineteenth century the main task 
of the analyst was the detection of gross adulteration 
and Atcherley’s list of adulterants likely to be found 
in butter, for example, included water, salt, silicate 
of sodium, chloride of calcium, starch, mashed 
potatoes, flour, rag-pulp, gelatin, beef and mutton 
suet, and various other fats both animal and vegetable. 
Nowadays the addition of ‘“‘ improvers ” and preserva- 
tives has taken the place of gross adulteration, and 


$: Mills, C. A., Science, J 1939, p. 
` Chemical Analysis of an ts. By i! ii. Cox, D.Sc., Ph.D., 
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the problem of modern butter and margarine analysis 
is the examination of the fat and the detection of 
such substances as diacetyl added as flavouring 
agents. The food analyst now needs a knowledge 
of chemistry that would seem formidable to one of 
the old school, and in addition he must master 
the microscopy of foodstuffs which has grown into a 
voluminous and highly useful science of its own. 
The vast number and complexity of foods available 
for a modern civilised community has added greatly 
to the diffculty of arranging them in logical sequence 
in a textbook, though Dr. Cox has chosen an arrange- 
ment that is rational enough. Beginning with 
carbohydrates, and foods of which they are the 
dominant constituent, he goes on to tea, coffee, cocoa, 
condiments, the products of alcoholic and acetous 
fermentations, flesh foods, milk and its products, 
fats and oils. In an appendix he deals with the 
preservatives regulations and the detection of pro- 
hibited colouring matters. Dr. Cox writes for those 
who have a thorough chemical training, so he can 
omit the elements of his subject, and microscopy is 
largely beyond the scope of his book; but even so 
considerations of space compel him to reduce 
criticism of the analytical processes he describes 
to a minimum, and he thereby loses something in 
interest. Nevertheless, Cox is a trustworthy guide 
to the problems of detecting impurities and the 
subtleties of conditioning and improving, and his 
book would enable Atcherley, if he were alive today, 
to undertake modern food analysis with some 
confidence. 


EXCRETQRY CHANGES AFTER HÆMATEMESIS 


DurRInG the last few years attention has been 
called by various writers to the association of high 
levels of blood-urea with massive hemorrhages 
into the gastro-intestinal tract. In the investigation 
reported on p. 323 of this issue Dr. Black found 
that of twelve cases of hematemesis the majority 
showed a definite though usually transient fall 
in urea-clearance, and he suggests that this was due 
to impaired renal function and not merely to small 
urinary output or low-protein diet. Patients with 
high blood-urea after hematemesis usually excrete very 
little chloride in the urine. The association of high 
blood-urea with low serum-chloride—the ‘ azotémie 
par manque de sel” of the French writers—is well 
authenticated in many surgical conditions, and on 
insufficient grounds the raised blood-urea after 
gastro-intestinal hemorrhage has also been assumed 
by many to be associated with low chloride levels 
in the serum. In a recent paper Borst} has shown 
that in many cases this explanation is incorrect. 
During the period when the blood-urea was raised 
Borst also found very low sodium and chloride 
excretion in the urine, but the level of these elements 
in the blood was above normal. In contradistinction 
to sodium, the excretion of potassium was high, and 
the serum-potassium content normal or low. The 
concentration of urea in the urine and hourly output 
of urea were high, but as in Black’s cases the urea- 
clearances were usually below normal, The explana- 
tion of these changes is far from clear. The raised 
blood-urea and increased urea excretion can be 
largely accounted for by breakdown of the protein 
of the blood extravasated into the gastro-intestinal 
tract: the extravasated blood is also responsible 
for part but insufficient to account for the whole of 
the potassium excretion, the remainder of which 
must therefore come from the tissues. As regards 
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the sodium and chloride, the explanation is less easy 
to find. In the two of Borst’s patients who recovered, 
the excretion of sodium and chloride after operation 
recommenced when the hemoglobin had fallen to its 
lowest level, and the suggestion is made that there 
was imperfect filling of the cardiovascular system. 
There was not necessarily any shortage of the extra- 
cellular fluid as a whole, and in one case there was 
edema at a time when sodium and chloride were 
being nearly completely retained. The teleological 
explanation is put forward that the retention of 
sodium and excretion of potassium has the object 
of increasing the extracellular fluid at the expense 
of the intracellular. How this result is brought 
about by the kidney is doubtful: the blood- 
pressures were normal and in general the urinary 
volumes were normal or only slightly diminished. 
It seems necessary to postulate some nervous or 
hormonal mechanism, possibly brought into action ` 
by the dehydration, but in the present stage of 
knowledge anything further is pure speculation. 
Excessive adrenal cortical action does not seem likely 
on quantitative grounds,? and the only obvious 
alternative is absence of some hormone, such as the 
pituitary hormone which has been shown by Starling 
and Verney * to be concerned with chloride reabsorp- 
tion from the tubules. From the therapeutic stand- 
point two objectives arise from this work: first, 
the volume of circulating cells and plasma must be 
restored, and for this purpose continuous-drip trans- 
fusion is recommended ; and secondly, urine output 
should be raised by administration of fluid, notwith- 
standing the presence of cedema, until the urinary 
urea concentration falls below its maximum and 
urinary chloride content rises. It is suggested by 
Borst that salt should not be given if the chloride 
content of the plasma is above normal; other workers 
have, however, found that the blood-urea can be 
brought back to normal, with clinical improvement, 
by adequate saline administration, and in practice 
there does not seem to be any risk in giving normal 
saline subcutaneously and per rectum to remedy the 
dehydration. 


TORSION OF THE APPENDIX OF THE TESTIS 


ALTHOUGH it is sixteen years since G. H. Colt 4 
described torsion of the hydatid of Morgagni or 
testicular appendix, comparatively few examples 
have yet been reported. Mr. McFadden, who 
records three cases on p. 320, suggests that the condi- 
tion is not very rare but is still generally unrecognised. 
According to V. W. Dix, who summarised the 
clinical findings in 47 recorded cases in 1931, the 
diagnosis is not usually difficult. Boys between 
eleven and fourteen years are most commonly 
affected, and the patient typically gives a history 
of sudden pain in the scrotum and radiating along 
the cord, sometimes following effort. In the more 
acute cases, within a day or two of onset, the scrotum 
on the affected side is red, swollen, and exquisitely 
tender. There is an ill-defined mass, which may be 
two or three times the size of the normal testis and 
epididymis, with a point of maximum tenderness 
in its upper part. The patient’s temperature is not 
high and he does not look ill. Often the symptoms 
are so mild that patients do not seek treatment for 
several days. In some cases there is .a localised 
tender tumour in the region of the head of the 
epididymis and the superior pole of the testis. This 
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type should not be mistaken for a cyst of the 
epididymis because these occur later in life and 
do not have the same sudden onset. In torsion of the 
testicle itself the onset may be similar but the 
symptoms are usually much more severe. Dix, 
however, quotes a case of torsion of the testicle 
described by A. Mouchet in which operation was 
delayed because the mildness of the symptoms 
suggested the lesser lesion. As a rule the condition 
will subside in time if left alone, but excision rapidly 
relieves the pain and clears up any doubt as to the 
diagnosis. At operation the tunica vaginalis is 
found to contain fluid. The hydatid is usually 
gangrenous and appears as a black or occasionally 
reddish body lying between the epididymis and the 
upper pole of the testis. Most of the - hydatids 
described have been about the size of a pea, but they 
may be as big as the testis. Dix thinks that the 
larger hydatids are the most likely to become twisted. 


VASODILATOR NERVES 


THE main purpose of the present surgical treatment 
of peripheral vascular disease is to abolish vaso- 
constrictor tone by removing portions of the sympa- 
thetic nervous system, and the importance of the 
concomitant removal of vasodilator impulses has 
perhaps been too little considered. Clearly it would 
be useful to ascertain what part vasodilator impulses 
play in the nervous regulation of the blood-vessels 
of man. 

Since 1876, when Stricker demonstrated flushing 
of the extremities on stimulating the distal ends of 
divided posterior nerve-roots, animal experiments 
have pointed to the possible existence of vasodilator 
fibres, The difficulty of demonstrating their presence 
in man arises from the fact that the removal of vaso- 
constrictor tone by sympathectomy results in vaso- 
dilatation, and this dilatation would make it difficult 
to show any further increase in the blood-flow through 
the vessels even if they were subjected to vasodilator 
influence. It has been thought that evidence of a 
dilator action might be obtained by comparing the 
blood-flow through two hands—one of which has 
been sympathectomised—after full vasodilatation has 
been produced by body-warming. When this is done 
it is found that the blood-flow through the sympa- 
thectomised hand, which has been deprived of both 
vasoconstrictor and vasodilator nerves, is less than 
that through the normal hand, in which vasoconstrictor 
tone has been relaxed by the warming of the body 
and vasodilator impulses are presumed to be acting. 
The inference that the difference in blood-flow repre- 
sents the effect of vasodilator impulses is, however, 
fallacious, for it is found that though the sympa- 
thectomised vessels have been released from nervous 
vasoconstrictor tone they are still held in constriction, 
the reason being that sympathectomy has made 
them abnormally sensitive to circulating vaso- 
constrictor substances. 

The action of vasodilator fibres on the skin of the 
limbs has lately been demonstrated by Grant and 
Holling. In normal subjects warming of the body 
causes vasodilatation not only in the hands and feet 
but also in the skin of the more proximal parts of the 
limb, and this flushing of the skin of the proximal 
parts is independent of the warming effect of the 
venous return from the extremities. The vaso- 
constrictor tone acting on the cutaneous vessels of 
the forearm appears to be negligible, for blocking the 
nerves to the skin has no apparent effect on the 
amount of blood flowing through it under normal 
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conditions. Grant and Holling find that such blocking 
of the nerves, either by local anæsthetics or by 
section of the peripheral nerves or the sympathetic, 
prevents the appearance of the flush over the anzs- 
thetic part when the body is warmed, and from this 
it is deduced that sympathetic vasodilator nerves are 
responsible for it. So far as the proximal parts of the 
limb are concerned, therefore, it seems that sympa- 
thectomy will do little to increase the blood-supply ; 
for the effect of removing vasoconstrictor tone will be 
small and the accession of vasodilator impulses will 
be prevented. 

In the extremities it has only been possible to 
show the effect of vasodilator nerves in cases of 
Raynaud’s disease. Lewis and Pickering? noted 
that in some cases, if the ulnar nerve was blocked 
when the hand was in spasm, release. of the vaso- 
constrictor tone in the little finger did not occur; and 
further, when release of the spasm in the other fingers 
was produced reflexly by body-warming, the vessels 
of the little finger remained constricted, The failure 
of vasodilatation to take place in the paralysed area 
while it is appearing in the other fingers Jeads to the 
conclusion that it is mediated by the action of 
vasodilator nerves rather than by the release of 
vasoconstrictor tone. These observations have been 
confirmed and extended to include the lower 
extremities by Fatherree and Allen® of Rochester, 
Minn. In so far as they may be applied to the 
treatment of Raynaud’s disease by sympathectomy 
they indicate that though spasm of the vessels is 
less likely after sympathectomy its duration if it 
does occur may be prolonged, because the vasodilator 
fibres have been paralysed by the operation. 


THE TENTORIAL PRESSURE CONE 


“ TONSILLAR ” herniation—the extrusion of the 
tonsils of the cerebellum through the foramen 
magnum by a tumour in the posterior cranial fossa— 
is now well known and is often demonstrated to 
students at autopsy. If not relieved by operation 
this displacement may cause fatal compression of the 
medulla, and lumbar puncture may precipitate such 
a catastrophe. What is not nearly so widely recog- 
nised is that a similar “‘ pressure cone’’ may occur at 
a higher level in the cranium, through the incisura 
tentorii. This important condition is now receiving 
critical attention, and Jefferson,‘ in an address 
delivered in the United States, has made a delight- 
fully lucid contribution to its understanding. He 
begins by describing the anatomy of the structures 
passing through the opening in the tentorium, and 
the relation of the temporal lobe to the upper surface 
of the tentorium. When the mass of the cerebral 
hemispheres is increased by tumour there is a crowd- 
ing of structures through the incisura tentorii, and 
in particular the medial lips of the temporal lobes 
are pushed through the opening. Grooving of the 
uncinate gyri by the sharp edges of the tentorium 
can often be demonstrated at autopsy if a search is 
made. Such herniation is conspicuous in cases of 
tumour of the temporal lobe, but it readily takes 
place when the neoplasm is located elsewhere in the 
brain. It may be found in cerebellar tumours, 
probably as a result of the hydrocephalus. 

This temporal pressure cone is a grave complica- 
tion, for by plugging the opening in the tentorium it 
compresses the third ventricle, aqueduct, and mid- 
brain. By obliteration of the cisterns around tho 
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mid-brain the circulation of the cerebrospinal fluid is — 


further impeded. As Jefferson points out, com- 
pression at this level will also interfere with sub- 
thalamic autonomic centres and disturbances of these 
vegetative centres are probably responsible for the 
fatalities that may follow ventriculography or lumbar 
puncture in these cases. Finally, from the diagnostic 
standpoint, it has to be realised that tentorial 
herniation may profoundly modify the clinical picture 
that was directly attributable to the tumour. An 
excessive degree of contralateral paresis and spasticity, 
at times a state of decerebrate rigidity, disturbance of 
pupillary reflexes, nuchal pain and stiffness, and 
paroxysmal headaches are cardinal features of this 
type of herniation. Its recognition is a matter of 
urgency, for lumbar puncture should be withheld, 
and operative relief should be sought immediately. 


TO CHINA AND BACK 


James Cantlie, whose biography has now been 
written,! would have made his mark in any field, 
for he was a man of vision without being a visionary. 
Starting as a demonstrator of anatomy, before long 
he was on the staff of Charing Cross Hospital, an 
examiner in surgery at Aberdeen, and a contributor 
to textbooks of medicine, surgery and anatomy, 
At the age of 31 he joined the London Scottish 
Volunteers, and marrying two years later it looked as 
if he would settle down as a London surgeon and 
consultant. But his flair for organisation, combined 
with a facility for friendship and a Scot’s tenacity of 
purpose, was to lead him into less well-trodden paths. 
He began to lecture on first-aid, and the story of the 
formation of the Volunteer Medical Staff Corps is 
quite thrilling. When this movement was safely 
launched he went out to Egypt to fight cholera, 
getting there his first introduction to tropical diseases, 
Returning to England he consolidated his previous 
work by a series of inspiring lectures at the London 
medical schools, and within a year the staff corps 
had taken firm root. In his versatile way he now 
came out as a preacher of hygiene and began with 
‘‘ Degeneration amongst Londoners” as his text, 
meeting with opposition and even ridicule. Now a 
senior surgeon at Charing Cross he threw up his 
appointment to go to Hong-Kong, Joining the “ firm ”’ 
of Manson and Hartigan ; and soon Cantlie’s schemes 
were the talk of the colony. There he turned his 
enthusiasm to the St. John Ambulance, the. Peak 
Hospital, and new work on tropical diseases, A visit 
to the Canton leper colonies in the company of 
Dr. Sun Yat Sen resulted in an essay which won the 
prize of the Leprosy Commission. In 1887 he was 
engaged on the building up of the college of medicine 
in Hong-Kong, later to become the nucleus of the 
medical unit of the university there. He passed 
through the terrible plague epidemic of 1894 but the 
strain left its mark on his health and he left the 
colony in 1896, having won universal respect and 
admiration. 

In 1896 Sun Yat Sen visited London and was lured 
into the Chinese legation in Portland Place with a 
view to being shipped off secretly and beheaded as a 
dangerous revolutionary. How he managed to convey 
information to Cantlie, and how the latter by his 
prompt and persistent action secured his release and 
saved his life, make a story after Phillips Oppenheim’s 
heart. Naturally the future president of China 
became a lifelong friend. We now see Cantlie as the 
tropical diseases specialist, though he accepted the 
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chair of applied anatomy at Charing Cross. Again he 
plunged into the teaching of first-aid and he prepared 
a new edition of the St. John handbook. He helped 
Manson in founding the London School of Tropical 
Medicine, and for long he lectured there on plague, 
liver abscess, and kindred topics. The Journal of 
Tropical Medicine and Hygiene was his venture, and 
justified itself at once. For twenty-five years he 
remained its editor. In 1907 he was the moving 
spirit in the creation of the Society of Tropical 
Medicine and Hygiene, and he became president in 
1921. Active both in the British Red Cross and the 
St. John Ambulance Association, and author of their 
manuals, his work was redoubled on the outbreak of 
war. Both he and his wife did all that human effort 
could do to press forward the foundation of the 
College of Ambulance, and in 1918 Cantlie was © 
But financial troubles 
came, and to Cantlie’s great grief the college had 
finally to be closed. In 1921 he lost his wife, who 
had been a noble helpmeet, and he was never the 
same man again. In 1925 increasing ill health made 
him give up teaching and in 1926 he died. 

Cantlie had the native shrewdness of the Scot. 
He was always ready to spend and be spent for 
others, and though he was impetuous at times he was 
beloved by all who knew him, This well-considered 
biography was overdue. 


THE SITUATION IN SPAIN 


Two groups of medical and scientific workers have 
set their names to fresh appeals for help for: Spain. 
The first, covering a memorandum on the food 
situation, comes from Miss D. J. Collier, Sir Gowland 
Hopkins, O.M., Lord Horder, Sir Robert McCarrison, 
Prof. R. A. Peters, F.R.S., Prof. John Ryle and Dr. 
Janet Vaughan, who point out that Spain needs food 
even more urgently today than she did when the 
League of Nations commission reported in the 
autumn. We have already quoted Dr. Audrey 
Russell’s telegram describing conditions in Barcelona 
last month; the ration for babies, she said, was 
250 g. of dried milk and 100 g. of sugar weekly—and 
that was before the final influx of refugees in front 
of the Nationalist advance. Dr. Richard Ellis, who 
was in Catalonia till a few days before Barcelona fell, 
explains that this milk was only skimmed milk and 
that this maximum ration was only received in full 
if nothing went wrong. The memorandum also 
refers to his observations that there is an extra- 
ordinarily high sickness-rate among the child popula- 
tion ; of 460 children between two and five years of 
age who were supposed to attend a canteen for their 
food, 175 were away through illness—mostly respira- 
tory. An average child receiving the extra relief 
ration had a hemoglobin of 40 per cent., and almost 
none of the women could feed their infants at the 
breast. There is still unfortunately a serious shortage 
of food in Barcelona, and representatives of the 
Friends Service Council who remain in the city have 
sent requests for frozen meat. On behalf of the 
All London Aid Spain Council a group, including 
Prof. A. St. G. Huggett, Dr. Alan Moncrieff, Miss 
Esther Rickards, Dr. John Rickman, and Dr. G. M. 
Vevers, asks for help in sending another food-ship to 
Valencia; ‘‘ with the rations they already get, it is 
calculated that 2s. will keep a child in normal health 
for a month.” Conditions in Republican Spain are 
so bad that Prof. J. C. Drummond reports the state- 
ment that ‘* 300-400 people die daily in Madrid from 
actual starvation.” One of the aims of the London 
council is to persuade Londoners to adopt 50,000 
Spanish children, and particulars of this scheme may 


342 THE LANCET] 


be had from it at 4, Great James Street, W.C.1. 
Contributions of food and money may also be sent 
to the National Joint Committee for Spanish Relief 
(4, Great Smith Street, S.W.1) or the Friends Service 
Council (Spain), Friends House, Euston Road, N.W.1. 


LEPROSY IN EAST AFRICA 


THE valuable work of the British Empire Leprosy 
Relief Association is well illustrated in the observa- 
tions made by Dr. Ernest Muir, the medical secretary, 
during a six months’ tour of various countries, 
mainly in East Africa.1 Taking north-east Africa as 
a whole, southern Sudan appears to be the only part 
escaping serious infection. This is no doubt largely 
because of the sparseness and nomadic habits of the 
population and the difficulty of communications but 
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diet and their hard life which tends to weed out the 
unfit. Areas of high endemicity are found in the 
north-west of the Belgian Congo and extending over 
the equatorial province of the Sudan and western 
part of Uganda. The severity of the disease does not 
always run parallel with its frequency, and although 
this may indicate variation in strains of bacilli, it 
might also be explained by the occurrence of mild 
cases in highly resistant individuals living in areas 
where they are constantly exposed to infection. 
With regard to outpatient clinics Dr. Muir wisely 
draws attention to the limitations of drug therapy 
and the necessity for action based on the essentials of 
general hygiene. Education of the people on the 
nature of leprosy and simple precautions for its 
prevention would do much to diminish its prevalence. 
Adequate nutrition and the treatment of associated 
diseases in those infected is of primary importance, 
while sound occupational training, especially in 
agriculture, would solve many of the problems not 
only of individual treatment but of segregation and 
prevention. Most important of all is expert advice. 
The bulk of anti-leprosy work is at present being done 
by religious missions financed by government or 
native administrations, and much of this expenditure 
is not bringing in a proportionate return, often only 
for want of proper knowledge. Dr. Muir suggests 
that a leprosy expert should be appointed for British 
East Africa who would coérdinate the work at the 
various centres. The expense of such a scheme 
might be met by grants from the various countries 
benefiting and from the Association, which has 
already agreed to contribute £250 a year for five years 
if the scheme materialises. 


REFUGEE SCHOLARSHIP 


THERE was something of the solemnity of a historic 
occasion when SirWilliam Bragg, O.M., rose on Tuesday 
evening to give the blessing of the Royal Society to 
the appeal for the protection of science and learning. 
On the previous evening the appeal had been inaug- 
urated in the great hall of University College (reported 
on another page) when the Archbishop of York 
presided and the Home Secretary showed how, quite 
apart from humanitarian motive, this country would 
gain by the entry of leaders of thought from other 
countries. Sir William Bragg expressed sympathy, 
as indeed did those who followed him, with all who 
felt they might be displaced by an influx of scholarship 
from abroad; but, he said, care had been taken to 
see that no such displacement would occur, and he 
spoke of the whole movement as being in the best 
tradition of the Royal Society which from its founda- 


1. Summarised in Leprosy Rev. January, 1939. 
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tion had corresponded all over the world. In the 
early days that meant something when the Corr. Mem. 


R.S. had to give account of all the curious things 
that were happening in his own country; as time 
passed this traffic of scientific thought had become 


too great for the single channel, but the spirit of the 
Royal Society remained the same. Sir Frederick 
Kenyon, speaking for the British Academy which 
represented the humanities, said how much help 
had already been given by universities in this 
country both in their corporate capacity and unoff- 
cially by staff and students—who as a body were 
by no means well off. While everything, he said, 
was being done to avoid competition it was evident 
that fresh life was bringing fresh work and that it 
was safe (as well as noble) to salve the wrecks of 
scholarship and learning in Europe. The Archbishop 
of York, replying as president of the Society for the 
Protection of Science and Learning, said the comrade- 
ship of scholars was not easily won and was not easily 
held, for men always tended to demand of study that 
it should in some way serve their convenience. But 
we recognised the paramount claim of truth, wherever 
found, to be the property of mankind, and the brother- 
hood of those engaged in its pursuit. The Society had 
been and would be most careful to ensure that no- 
one was displaced or kept out of a job. In most 
cases after a sojourn in this country it was hoped to 
find the refugee asylum in some country where the 
development of life had been less stabilised than in 
this ancient land. 

Six other meetings are being held in London at which 
the speakers will be Sir Norman Angell, Sir Allen 
Mawer, Sir Bernard Pares, Prof. Gilbert Murray, 
Prof. J. B. S. Haldane, F.R.S., Prof. P. M. S. Blackett, 
F.R.S., and Miss Rebecca West. Lord Winterton 
and Prof. A. V. Hil, F.R.S., addressed a meeting at 
Cambridge on Feb. 8, and Lord Samuel and Sir John 
Hope Simpson speak at Oxford on Feb. 10. Other 
meetings are being held in Liverpool, Glasgow, 
Birmingham, and Leeds, at which the speakers will 
be Sir William Bragg, Sir Henry Dale, F.R.S., Mr. 
Philip Guedalla, and Mr. T. E. Harvey, M.P. 


At 4 P.M. on Tuesday, Feb. 14, Mr. Sampson 
HANDLEY will deliver the Hunterian oration to the 
Royal College of Surgeons. His address will be 
entitled Makers of John Hunter. 


Prof. P. LARMARQUE, of the faculty of medicine of 
the University of Montpellier, will deliver the third 
Skinner lecture to the British Association of Radio- 
logists at 32, Welbeck Street, London, W.1, at 


3.30 P.M. on Feb. 17. He will speak on diffuse 
skeletal metastasis in cancer of the breast, and will 
also describe some results of historadiography. 

Lord D’ABERNON, we are happy to state, is still 
with us despite an unfortunate slip in an annotation 


last week. He has had many important contacts 
with medicine. After presiding for six years over the 
Central Control Board (Liquor Traffic), he was chair- 
man of the Industrial Fatigue Research Board and 
(1929-33) of the Medical Research Council. He 
was elected F.R.S. in 1934. 


At a meeting of the board of management of the 
Royal Dental Hospital of London school of dental 
surgery it was resolved to reopen the school to women 
students from May 1 next. Women students had 
been admitted to the school from the early days of 
the late war and were excluded in 1933 by resolution 
of the board. 
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SPECIAL ARTICLES 


REFUGEE SCHOLARS AND SCIENTISTS 


FURTHER efforts for the assistance of academic 
refugees were inaugurated at a meeting held by the 
Society for the Protection of Science and Learning 
at University College, London, on Monday last. 

The ARCHBISHOP OF YORK, who presided, stated 
that £4926 had been given in spontaneous response 
to the announcement that an appeal would be made. 
He went on to speak of the loss to the world when 
men of special knowledge were deprived of the chance 
to perfect their researches or communicate their 
results. The man of special academic training had 
as a rule no general capacity that could be employed 
in a variety of ways; unless he was helped to follow 
his own vocation, he could not be helped at all. 

Sir SAMUEL HOARE, the Home Secretary, also 
pointed out that the work of scholars and scientists 
had often handicapped them for the struggle of a 
new life. Even setting aside all humanitarian motives, 
he said, the country had gained, and would gain, 
permanent benefit of the greatest value by the entry 
of leaders of thought, of notable teachers and 
distinguished scientists. So careful had the refugee 
organisations been to ensure that no immigrant 
should displace British labour that 11,000 immigrants 
had provided work for 15,000 British workers who 
would not otherwise be employed. The special areas 
in particular had benefited from the new enterprises 
set up. There was no reason why the world of thought 
should differ from the world of industry. Prof. 
Einstein had spoken to him without bitterness of 
those who had forced him to leave his country, but 
with sorrow at the ignorance that seemed to be 
destroying so much intellectual life. Recognising the 
service of the scholar and its value to the world it 
was necessary to help these outcasts in the days of 
their tribulation. 

The Marquess of READING said that until recent 
years the welcome extended in any country to a 
man of learning by his fellows had depended not 
upon the purity of his blood, the shape of his nose, 
or the colour of his shirt, but upon the quality of his 
brain and the value of his researches to the progress 
of civilisation as a whole. The need was urgent if 
these refugees were to fulfil their mission, not to 
supplant British by foreign scholarship but to 
contribute to the development in this country of art, 
science and industry. 

Sir PETER CHALMERS MITCHELL, F.R.S., said that 
neolithic man had deliberately removed pieces of hone 
from the skull during life, and it appeared that this 
trepanning was often successful. He found it hard to 
believe that the necessary experiments had been 
made, and the consequent precise knowledge of cause 
and effect attained, by savages with stone implements ; 
he preferred to imagine that it was a tradition— 
a memory from an older and higher civilisation. 
The modern world, civilised and savage, was full of 
superstitions and practices far too elaborate on the 
one hand, and too meaningless on the other, to have 
arisen independently. Might they not be relics 
of the great civilisations of the past? In modern 
therapeutics many remedies were prepared in the 
laboratory, and if we imagined a swift elimination 
of the scientific men who prepared them, and who 
knew why and how they were used, it would be easy 
to suppose that their memory might survive as a 
belief that there was some virtue in the liver of men 


and animals, or in the fat of an adder. It was not 
known why the great civilisations of the past decayed ; 
was it so certain that ours, the product of only a few 
centuries, might not perish as quickly as it had 
arisen ? Only a quarter of a century ago it seemed as 
if the protection and progress of science and learning 
were secure in every part of the world. Now the 
men and women who were making a great contribu- 
tion to every branch of learning and science were 
being sacrificed to a racial fantasy as evil as it was 
absurd, and thought was being fettered by the Moloch 
of the state. 

Devotees of the arts and sciences had been too 
disposed to think of themselves as a reserved caste, 
outside the rowdy turmoil of the political world, 
getting on with their jobs in fancied security, and 
lightly taking their daily prejudices from their 
favourite newspapers. But the crisis came on their 
brothers in Germany with the swiftness of a great 
convulsion of nature, and, unlike earthquakes and 
floods, it was contagious and was spreading from one 
country to another. It was well that we should have 
among us those who had escaped with their lives and 
could shake them out of their slothful indifference 
to everything except our own work. Nor could we 
spare the services of any of the men who interpreted 
the knowledge of the past and who were preparing 
the way for the advances of the future. The crowded 
state of our own laboratories and universities made 
difficulties in doing all we wished, but the difficulties 
could be overcome by money, and such gifts would 
be a rich investment. 

Some did not regard totalitarian doctrines and 
pogroms as diseases in themselves but as symptoms 
of a deep-seated disorder of society—symptoms like 
the calamitous race in armaments, the angry struggle 
for new markets, the continued existence of distressed 
areas, the clamour of the unemployed, and the 
luckier demands from almost every industry to get 
subsidies from the state. "We needed all the wisdom 
of men of science, scholars, philosophers and 
historians in this country and of those who were 
refugees to guide us, if possible, along the path of 
sane evolution. 


BIOLOGICAL STANDARDISATION 


For the third time during the past four years 
a special number of the Bulletin of the Health 
Organisation of the League of Nations has now been 
devoted to the work of the Permanent Commission 
on Biological Standardisation. One of the main 
objects of the Commission is to establish international 
standards for the biological assay of therapeutic 
substances,! The first of these standards, that for 
diphtheria antitoxin, was adopted in 1922, and the 
total is now brought to 31 by the announcement in 
the present publication of the establishment of 
standards for four additional hormones. These 
four new standards are provided for the assay 
of the gonadotrophic substance of the human urine 
of pregnancy and of the serum of the pregnant mare, 
and for the thyrotrophic substance and lactogenic 
substance (prolactin) of the anterior lobe of the 
pituftary gland. The final decisions regarding the 
nature of the standards, their preparation, dispensing, 


1. See Lancet, 1935, 1, 685. 
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and storage at the National Institute for Medical 
Research, Hampstead, and their distribution there- 
from to national control centres in other countries, 
were taken at the third international conference on 
the Standardisation of Hormones held at Geneva 
in August, 1938, at which sixteen experts from 
eight countries were present. Arrangements were 
made at the conference for further research into the 
possibility of establishing standards for other hormones 
of the anterior lobe of the pituitary gland. 

Another section of the Bulletin announces the 
replacement of the original international standard 
for the antineuritic vitamin B,, which consisted of an 
adsorption product of a vitamin-B, preparation made 
from rice polishings on fuller’s earth, by a sample 
of pure synthetic crystalline vitamin-B, hydro- 
chloride.2. The results of the investigations carried 
out with the object of evaluating the international 
unit in terms of the new standard are summarised 
in an appendix, which incidentally provides a typical 
illustration of the international character of the work 
of the Commission. The comparative tests were 
carried out by 19 workers in nine countries; 34 
estimates of the unit value of the new standard were 
made by eight different methods, and the mean 
value of the unit by seven of these methods ranged 
from 2-6 to 3-2 microgrammes, A single observa- 
tion by the remaining method gave a slightly lower 
value for the unit. Having regard to the great 
diversity of the methods employed, the results show 
a very satisfactory degree of concordance and justify 
the adoption of the value of 3yg. for the value of the 
unit in terms of the new standard preparation. 

The greater part of the number is devoted to 
researches carried out in connexion with the inter- 
national standards for serological and bacterio- 
logical products. While no new standards for this 
type of therapeutic substance are announced, the 
original standard for staphylococcus antitoxin, which 
has become exhausted, has been replaced by a second 
preparation, the unit value of which has been exactly 
determined. The original standards for antipneumo- 
coccus serum, types I and II, are also approaching 
exhaustion, and work in connexion with their replace- 
ment is in progress, In view of the rapid develop- 
ments in this field, however, both in regard to the 
therapy of pneumococcus infections and in the nature 
of the antisera used and the methods of their assay, 
the Commission decided to postpone action so far as the 
adoption of standards for other types of antipneumo- 
coccus serum is concerned. In recent years remark- 
able progress has been made in the purification of 
old tuberculin. Highly purified preparations are now 
being used in several countries. They possess many 
advantages over the crude tuberculins hitherto 
employed, and their value and application is not 
confined to human medicine The Commission has 
accordingly decided to establish a subsidiary standard 
for purified tuberculin ; its potency will be determined 
in relation to the present international standard old 
tuberculin which, it is expected, it will eventually 
replace. Other matters which have engaged the 
attention of the serologists of the Commission relate 
to the present standards for tetanus and gas-gangrene 
antitoxins and the possibility of establishing standards 
for anti-typhoid, anti-anthrax, and anti-viper sera. 
The recommendations of the Commission in regard 
to serological and bacteriological standards were 
adopted at a meeting held in Paris in October, 1938. 
The subject matter upon which their recommenda- 
tions are based is published in a series of papers 


2. Ibid, 1938, 2, 1258. 
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containing detailed accounts of investigations carried 
out at the Institutes in Bucharest, Buenos Aires, 
Copenhagen, Hampstead, Paris, Szeged and Wash- 
ington. Both on the grounds of principles involved 
and of practical importance in assay, these reports 
are of interest to all engaged in the work of 
biological standardisation. 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


A SPECIAL MESSAGE ON HEALTH 


President Roosevelt addressed to the Congress 
yesterday (Jan. 24) a special message with which he 
transmitted the report and recommendations of the 
inter-departmental committee to codérdinate health 
and welfare activities. In this message the President 
defines ‘“‘the objective of a national health pro- 
gramme.” It is “to make available in all parts of 
our country and for all groups of our people the 
scientific knowledge and skill at our command 
to prevent and care for sickness and disability ; to 
safeguard mothers, infants, and children, and to 
offset through social insurance the loss of earnings 
among workers who are temporarily or permanently 
disabled.” Your readers may well wonder why the 
definition is not complete at the semicolon. The 
composition of the inter-departmental committee, 
representing as it does the public-health service in 
the treasury department, the children’s bureau in 
the labour department and the Social Security Board 
is the explanation of the last half of the definition, 
and it may be feared it is the prime cause of a con- 
tinuation of the present inchoate organisation at 
Washington. There seems little hope that Congress 
will of its own initiative place the health of fathers 
and mothers into the same category. 


I have not yet seen the full report transmitted by 
the President to Congress but the official summary 
thereof follows very closely the recommendations 
presented by the inter-departmental committee to 
the National Health Conference last July. 


SULFAPYRIDINE 


The council on pharmacy and chemistry of the 
American Medical Association, at the request of a 
number of investigators and manufacturers in this 
country, has adopted a non-proprietary title for the 
pyridine derivative of sulfanilamide which is com- 
monly described in English literature as M. & B. 693 
or Dagenan, The name they have adopted is ‘ sulfa- 
pyridine.’ This is a contraction of the chemical 
name sulfanilamidopyridine. 


WINGATE TODD 


The recent death of Dr. T. Wingate Todd, director 
of the Brush Foundation and professor of anatomy 
at Western Reserve University, removes from the 
American scene not only a scientist of the first rank 
but also a stalwart outpost of the British Empire. 
Those who had the high privilege of being entertained 
in his home at Cleveland traversed the Atlantic when 
they stepped across its threshold: from the unspoiled 
accent of each member of the family to the arrange- 
ment of the table silver every detail of that home 
was British. Wingate Todd has done for the anatomy 
of the skeletal system what William Snow has done 
for the anatomy of the lung. He has extended 
scientific observation by the application of innumer- 
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able measurements which nobody else had the industry 
and genius to undertake. The first volume of his 
“ Atlas of Skeletal Maturation ” is in print. Here 
may be seen the high standards of technical achieve- 
ment which ministered to his research and made the 
X rays so potent a weapon of investigation in his 
hands. In the publications of the Brush Foundation, 
of which I have 34 (I hope that there are more), 
may be seen the breadth of his interest and the 
untutored synthesis of his thought. Death threatened 
him in vain. He might have lived longer if he had 
been ‘careful’? but it would not have been the life 
of Wingate Todd. 


MEDICINE AND THE LAW 


Medical Confidences 


A young woman was charged last week at Bradford 
with having unlawfully used an instrument. Dr. Violet 
Glover, who had attended her, was present sub pona 
with a view to giving evidence in support of the 
charge. In the witness-box Dr. Glover made the 
usual and proper objection to giving evidence. ‘*‘ What 
I have to tell was communicated to me in confidence 
by the defendant in my professional capacity as a 
doctor, and I shall refuse to give evidence unless 
forced to do so.” The stipendiary magistrate asked 
the prosecution if Dr. Glover’s evidence was essential. 
The answer was that the witness appeared sub pena 
and that members of the medical profession had no 
privilege in law. The magistrate allowed Dr. Glover 
to retire from the witness-box until all the other 
witnesses had given evidence. He then said that, if 
the prosecution insisted on calling her, he was bound 
to order her to give her testimony. He had himself 
great sympathy with any doctor, or with any priest, 
who protested against revealing publicly some 
confession received in a professional capacity and he 
would be glad to see the law altered. Dr. Glover's 
evidence was then given and the accused woman 
was committed for trial at Leeds assizes. 

The sympathetic attitude of the bench often does 
its best to avoid pressing a reluctant witness. During 
another recent case, where no issue of professional 
confidence arose, the chief witness against a young 
man was his mother. Her natural disinclination to 
incriminate her son was appreciated by the magistrate 
who expressed the view that it would be better that 
other evidence if possible should be produced. There 
was of course no question that the mother could be 
compelled to give evidence, or at least could technically 
be punished for contempt of court if she refused to 
speak. But magistrates fortunately are human 
beings. The attitude of the bench in the Bradford 
case will be appreciated by the medical profession, 


Diphtheria Contact’s Dilemma 


During a diphtheria epidemic at Wirksworth the 
medical officer of health’s activity in isolating all 
contacts has brought to light a curious omission in 
the law. One contact was found waiting at the 
labour exchange; after he had been examined at 
the isolation hospital, he was taken home and told 
he must not go out. This direction he disobeyed ; 
strictly, therefore, he could be prosecuted for an 
infringement of the Public Ilealth Act. But what 
was the poor man to do? A contact cannot draw 
sickness benefit under the National Health Insurance 
Act because he is not suffering from a disease. He 
cannot draw unemployment benefit because he has 
a job to go to. In its own interests the community 
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asks him to abstain from work, but it makes no 
provision for him to live. There are analogies in our 
public-health legislation for compensating men and 
women who give up their work in order to avoid the 
spread of infection. The Ministry of Health is 
doubtless already considering the best means of 
dealing with the situation. 


The Improved Public-house 


Without suggesting that a higher standard of 
national health depends on a bigger consumption 
of cakes and ale, it is possible to support a policy of 
better public-houses as a step towards better public- 
house behaviour. This policy met a serious set- 
back in a decision of the divisional court in the 
Weston case last October. The recent reversal 
of the decision may therefore be hailed as a victory 
for temperance. It is understood that the opinion of 
the House of Lords is not to be taken. 

The owners of the Three Queens Hotel at Weston- 
super-Mare applied to the local justices for permission 
to enlarge a saloon bar by incorporating certain 
adjoining premises. The justices announced that the 
alterations were necessary and desirable and would 
not destroy the identity of the premises; in view, 
however, of a decision of the High Court respecting 
a similar situation in the Isle of Wight, they considered 
that they had no power to grant the application. 
The opposition to the application, it should be 
mentioned, came rather from the excise authorities 
than from any kill-joy fanaticism. Those authorities 
contended that there was no jurisdiction under 
section 71 of the Licensing Act of 1910 to grant an 
extension of licensed premises unless it took place 
within the existing premises. On appeal to the 
divisional court the Lord Chief Justice upheld this 
contention. ‘‘ Alterations in any licensed premises ” 
in his opinion must be literally construed ; the word 
“in” must mean ‘“within’?; the owners of the 
public-house had urged that the words “alterations 
in’? were equivalent to ‘ alterations of” or “‘ altera- 
tions to.” The Lord Chief Justice’s decision was 
a serious matter for hotel managements, It meant 
that, if any alteration was desired which involved 
an extension of the licensed area outside the four 
walls of the existing premises, the existing justices’ 
licence would be forfeited and a new licence would 
have to be applied for, which would cover the whole 
premises and would not be issued without the payment 
of “monopoly value.” Since 1904 there has been 
a compensation fund which is financed by additional 
duties paid on the renewal of an old licence and by 
monopoly-value payments required on the grant of 
a new one. The scale of the monopoly value is 
sufficiently high to make owners hesitate a very 
long while before embarking on proposals to alter 
premises, 

The decision of the divisional court in the Weston 
case has now, however, been overruled by the 
unanimous judgments of three Lords Justices in the 
Court of Appeal. They hold that it was competent 
for the justices to consent to an alteration in the 
physical premises if the justices thought that 
the proposed alteration, when made, would bring the 
altered premises within the ambit of the licence. 
This opinion will bring relief to owners who are 
pursuing a policy of improving their houses. The 
justices will be at liberty to sanction alterations 
which in their opinion do not destroy the identity 
of the existing licence notwithstanding that the 
alterations go beyond the four walls of the existing 
premises, 
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PUBLIC HEALTH 


` Supplementary Feeding 


FEw people know what are the exact powers vested 
in local authorities for granting food supplements. 
This is not to be wondered at since the rulings are 
made in a number of acts and circulars and the word- 
ings allow plenty of latitude in interpretation. The 
Children’s Minimum Council however have helpfully 
produced a pamphlet! briefly setting out just what local 
authorities can do. The council point out that big 
changes in the law would be required to assure that 
no child should suffer from malnutrition because of 
the poverty of its parents but that the chances of 
health and happiness of thousands could be increased 
if existing provisions were used to the full. 

The supplements for mothers and young children 
are under the jurisdiction of the maternity and child 
welfare authority in each district, while those for 
school-children come under the education authority. 
The provisions vary widely from one district to 
another. For the most part the powers granted for 
the mothers and infants are permissive: authorities 
may provide milk and other foods free and at reduced 
rates to mothers throughout pregnancy and lactation 
and to children under five who are not attending 
school. Iron and vitamin preparations as well as 
liquid or dried milk are often supplied, and such 
provisions may be extended without obtaining the 
sanction of the Ministry of Health ‘‘ to such an extent 
and in such a manner as the authority thinks desir- 
able.” In addition, in 1937 the Minister asked local 
authorities to review their arrangements in the light 
of the report of the Advisory Committee on Nutrition, 
which had recommended a consumption of 2 pints 
of milk a day by nursing and expectant mothers 
and 1-2 pints by children. The Minister’s circular 
stated that income scales should be so framed. as not 
to make it difficult for any mothers to take advantage 
of the authorities’ arrangements. Certainly in the 
past restrictions have often prevented the milk 
from being given where it was needed. It has some- 
times only been given during the last three months of 
pregnancy or only during the first one or two years of 
life. The total quantity allowed to a woman is often 
only a pint a day and the income scales for determin- 
ing “ necessity ” are in many districts far below any 
accepted estimates of the minimum expenditure 
necessary for health. Under some of the more 
generous scales free milk is allowed for instance to 
couples with three children who have less than 408,—50s. 
weekly after rent has been deducted; commonly 
the limit is 6s. per head apart from rent even in the 
more prosperous areas. This in practice means that 
a couple with one or two children seldom qualify 

for free milk although their circumstances may call 
- for considerable self-denial on the part of the mother. 
Under many schemes even though the income is 
frankly insufficient to supply the needs of full health 
medical evidence of malnutrition is required before 
milk is given to a mother. Minor regulations such 
as those requiring the mother to attend a clinic each 
week also impede the scheme. 

For children attending elementary schools the 
local education authority may provide meals at 
cost price but may only provide meals or milk 
free for those with some evidence of under- 
nourishment in addition to proof of poverty 


1. Nutrition and Local Government. By Marjorie KE. Green. 
Children’s Minimum Council, 72, Horseferry Road, S.W.1. 
1938. Pp. 18. 3d. ` 


School teachers, nurses and attendance officers 
are however encouraged to report those who are 
apparently in need of extra nourishment, and the 
school doctor usually reviews the nutrition of all the 
classes at his routine visits, selecting for more careful 
overhaul any children who appear to be underfed. 
The scale of income chosen by an authority to 
determine necessity has to be submitted for approval 
to the Board of Education, but there is no standard 
scale and local interpretation varies considerably. 
The smallest allowances approximate to the B.M.A. 
scale of cost of feeding and leave next to nothing for 
warmth, cleaning, clothing, or small personal 
indulgences. For example, in many areas three 
children in a family only qualify for free milk or 
meals if they and their parents have less than 23s, 
a week apart from rent: the B.M.A. scale suggests 
that about 22s. (depending on the age of the children) 
is necessary to feed such a family, Simple arithmetic 
shows that some people outside these scales must be 
undernourished. More commonly the scales are 
rather more generous, a family of that size qualifying 
if their weekly wage is under 30s. 

The Children’s Minimum Council explain in their 
pamphlet how to find out which authority is responsible 
for each service in an area, and they give some sound 
advice to those who would like to approach ther 
authority. Apart from direct representations some 
good may be achieved by influencing public opinion ; 
councillors are of course continually confronted 
with desirable schemes requiring expenditure and their 
judgment of what is justified must be based to a 
certain extent on general opinion. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WHEK ENDED 
JAN. 28, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1742 ; diphtheria, 1364; enteric fever, 
17 (28 “ expected”); pneumonia (primary or 
influenzal), 1507; puerperal pyrexia, 166; cerebro- 
spinal fever, 34; acute poliomyelitis, 15; acute 
polio-encephalitis, 2; encephalitis lethargica, 3; 
relapsing fever, 1 (Tonbridge); dysentery, 29; 
ophthalmia neonatorum, 91. No case of cholera, 
plague or typhus fever was notified during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on Feb. 3 was 3212, which included: Scarlet 
fever, 612; diphtheria, 989 (carriers, 34); measles, 3; 
whooping-cough, 735; puerperal fever, 16 mothers (plus 11 
babies) ; encephalitis lethargica, 298 ; poliomyelitis, 12. 
At St. Margaret’s Hospital there were 27 babies (plus 5 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox or enteric fever, 
3 (0) from measles, 2 (1) from scarlet fever, 14 (4) 
from whooping-cough, 26 (1) from diphtheria, 38 (12) 
from diarrhcea and enteritis under two years, and 
173 (28) from influenza. The figures in parentheses 
are those for London itself. 


Of the 173 deaths attributed to influenza 63 were reported 
from the South-eastern Area; 95 from the Northern Area, Liver- 
pool contributing 14, Manchester 8, Sheffield 7, Bolton 6, Salford 
5; and 14 from the Midland Area, Bristol contributing 5. Fatal 
cases of diphtheria were scattered over 21 great towns, no more 
than 2 in any. Coventry reported 2 deaths from whooping- 
cough. 


The number of stillbirths notified during the week 
was 241 (corresponding to a rate of 40 per 1000 total 
births), including 35 in London. 
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THE AIR-RAID 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mitcumer, C.B.E., T.D., F.R.C.8., and E. M. CowErL, D.S.O., T.D., F.R.C.S. 


VI—VARIETIES OF WOUNDS 


WoọounNDps of the soft tissues may involve skin, 
subcutaneous fat, muscle, arteries, and nerves, 
and are often complicated by damage in their deeper 
parts to these structures; hence it is essential in 
dealing with all wounds to ascertain whether there 
are such complications in their depths. It is con- 
venient to consider’ penetrating and lacerating 
wounds separately, for, though efficient excision 
-must be carried out in both cases, it differs some- 
what in practice.» 

Whereas the primary projectiles causing wounds 
are either fragments of bomb casing, portions of 
shrapnel (which may take the form of round balls, 
discs, or oblong segments), or sharp-nosed bullets, 
it must be realised that secondary bodies may act 
as missiles and be carried in and found embedded in 
the body. Thus the contents of a victim's pockets 
may be peppered by the force of the burst bomb, 
and such things as portions of pairs of scissors, 
penknives, coins, and pencils may be found distri- 
buted in the body, and occasionally outside objects, 
such as pebbles, bits of masonry, and even the bones 
and soft tissues of a nearby victim, may cause wounds 
and must occasion no surprise if found in the body 
of a wounded patient. 


PENETRATING WOUNDS 


H.E. bomb fragments and bullets from machine 
guns, of which the former alone are likely 
to be encountered in air-raids, cause penetrating 
wounds. The high velocity of the projectile causes 
considerable disruption of tissues in the vicinity of 
its track, and a sharp-nosed bullet of this type is 
easily deflected from its course; hence a projectile 
which has apparently passed through the body from 
front to back is often found to have travelled round 
the parietes, having been deflected in its course by 
a sheet of aponeurotic fascia—e.g., the external 
oblique aponeurosis—or a curved bone surface— 
e.g., a rib—in such a way that no damage has been 
done to the pleural or abdominal cavities. Elastic 
structures such as arteries, lying directly in the 
course of the bullet, may spring aside and escape 
direct injury. When the projectile has passed 
entirely through the body, wounds of entry and 
exit will be found, but the wound of entry has an 
extremely minute puncture which can easily escape 
notice, for it is often a punched-out hole with complete 
loss of skin. The track shows high degrees of dis- 
organisation of tissues and is lined with a further area 
of devitalised tissue mixed with blood-clot. This 
enables it to be followed easily through the body. 
Solid organs in the track are usually pulped and 
show fissures radiating from the track, which is 
in these situations often considerably larger than the 
calibre of the bullet inflicting the wound. Hollow 
organs show tearing and destruction of a much greater 
extent than the size of the missile would suggest. 
The exit wound is more obvious than that of entry 
in most cases, and laceration and eversion of skin 
edges is often noted ; in some cases these may be of 
great size with protruding portions of muscle and 
tendons mixed with blood-clot (this latter type is 
more commonly seen when bone has been disrupted 
in the track of the missile), Occasionally the exit 


wound may be small and punched out; it is then 
very liable to be mistaken for the wound of entry, 
especially if the latter is overlooked through being 
small and sealed off, and it may be assumed that the 
projectile is still present in the body. It is therefore 
necessary that the body should be completely searched 
to ascertain whether one or two wounds are present. 
If the bullet has damaged only skin and superficial 
fascia, a gutter wound will result. 

Operation.—These patients will come to the surgeon 
in the casualty clearing hospital with. dressings, 
probably impregnated with antiseptic, already applied 
at the dressing station, but this does not in any way 
relieve him of his responsibility for removing these 
and exploring and excising the wound track at the 
earliest possible opportunity. To facilitate the trac- 
ing of the entire track it may be useful to inject with 
a Higginson syringe a quantity of some coloured 
fluid, such as a 1 in 1000 solution of brilliant green 
or of acriflavine, or a 1 per cent. solution of gentian 
violet, but usually this is unnecessary because of the 
destruction of tissue and hemorrhage in and round 
the track. In every case aim should be complete 
excision followed by suture of the tissues to secure 
perfect coaptation throughout the whole depth 
of the wound, with the avoidance of any undue 
tension on the sutures and tissues. If any doubt 
exists about the completeness of the excision of all 
damaged tissues, drainage of that area must be 
carried out for 24—48 hours, and any part of the wound 
which cannot be approximated without tension must 
be left unsutured to secure union by granulation or, 
if the wound is deep and extensive, by coaptation 
of the granulating surfaces at a subsequent operation 
in a few days’ time (secondary suture). 

In a gutter wound complete excision is simple and 
straightforward, and primary suture without drain- 
age can in all cases be carried out. In dealing with 
these wounds no more skin should be sacrificed than 
is absolutely necessary. In perforating wounds, 
however, complete excision is not so easy, unless the 
track is short and straight, when it should be excised 
in its entirety. With deep and tortuous wounds the 
best method is to excise the mouth of the wound 
in the shape of a funnel, to pass a finger or a probe 
along the wound track, and to cut down on it directly 
from the surface so far as such finger or probe reaches. 
The finger is then passed on to the next section of 
the track, which is opened from the surface, and so 
on throughout the complete length of the track, 
always provided that such a procedure can be carried 
out without damage to important anatomical 
structures, such as nerves, veins, and arteries. Where 
these are lying superficially to the track it must be 
cleaned out in that section by dissection without 
slitting it to the outer area. When the whole track 
has been thus laid open it can be carefully explored 
after the excision of all damaged tissues and debris. 
Thereafter damaged vessels must be carefully ligated, 
for thorough hemostasis is essential in securing good 
union without infection, and any damaged nerves 
must be sutured and should if possible be laid in 
undamaged muscle tissue to prevent adhesions round 
the suture line. The track can then be obliterated 
by deep catgut sutures, drainage being provided if 
necessary, the overlying tissues sutured, the wound 
dressed, and the area splinted to secure the rest which 
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_ 1s so essential to rapid and sound healing. In very 
deep wounds the surgeon may be tempted to try 
tunnelling dissection for fear of damage to over- 
lying structures; but this is not advisable, for such 
excision is never thorough and is unlikely to succeed 
in its object. The greatest care must be taken to 
excise the first 4 in. of the wound track, for this is 
the area where infection is most likely to be present 
and where it will be most severe. The track may 
be found on exploration to enter one of the body 
cavities. In the case of the abdominal cavity, the 
track must be excised down to and including the 
peritoneum and a laparotomy then performed to 
ascertain what damage has been done in the peritoneal 
cavity. As a general rule the same principle should 
be used in the thoracic cavity, though here more 
discretion is permissible, provided that no severe 
respiratory distress is present and that there are 
no obvious signs of active hemorrhage. 


LACERATING WOUNDS 


Lacerating wounds may be very severe if due to 
high-explosive bombs and may involve the avulsion 
of entire portions of the body or evisceration of the 
victim. In such cases, if the patient is still alive, 
the periphery of the wound must be excised, dis- 
placed viscera cleaned, repaired, and replaced in their 
natural positions or excised if greatly damaged and 
their retention is not essential, and the wound closed 
as far as possible without tension. The chances of 
‘ recovery in these cases is very small. Many cases 
of severe laceration or crushing of the soft tissues of 
a limb are due to either high explosives or falling 
masonry. These wounds are often complicated by 
open fractures and wounds of joints. In the early 
stages with these injuries the patients appear to be 
remarkably well and show very little signs of shock, 
especially when a tourniquet has been applied round 
the crushed limb to arrest hemorrhage. After the 
removal of the tourniquet, however, severe collapse 
occurs, and the only way to save the lives of most 
of these patients is prompt amputation of the damaged 
member above the already applied tourniquet if 
feasible. This may sound drastic, but the patient’s 
life is thereby saved; moreover, should attempts at 
conservation of the damaged limb prove successful, 
the ultimate result is usually a useless or nearly useless 
limb and a long and extremely painful convalescence. 

Operation.—All lacerating wounds must be treated 
by free excision of all damaged tissue round their 
periphery. A guide to the extent of tissue to be 
removed is the meeting of spurting blood-vessels and 
muscle which contracts when stimulated. This 
ensures that all mangled and crushed tissue has 
been sufficiently removed. Hemostasis must be 
secured, but it is seldom possible to approximate 
the ends of damaged nerves, for large portions of 
these are often avulsed, and in these cases the nerve- 
end should be trimmed and ligated, the ligature 
being left long and projecting from the wound so 
that the end of the nerve can be readily identified, 
and infection into its sheath so far as possible pre- 
vented. The perforated end of such nerves can 
subsequently be implanted into neighbouring nerves 
or some other method of nerve repair used, but no 
such attempt should be made when excising the wound 
unless by any chance the two damaged ends of the 
nerves can be approximated without tension. No 
attempt should be made to obtain union of the 
edges of these wounds unless this can be done without 
tension of the tissues. 

Dressings and splints —The wound can with 
advantage be dressed with a 10 per cent. solution 
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of hypertonic saline or, if a large area is involved, 
a l in 1000 solution of acriflavine in oleum ricini, 
which is non-irritant and painless. Im all cases the 
area in which such wounds have occurred must be 
secured at rest, if necessary by judicious skeletal 
splinting, for this goes far to assist healing, allay 
pain, and limit shock and infection. Should the 
wound be infected very great care must be taken 
to excise every particle of damaged muscle, for it is 
in these damaged muscles that the organisms of gas 
gangrene increase and flourish. Plaster-of-paris splints 
are applied as a routine in Spain. 


BURNS: 


The commonest types of burns met with in an air- 
raid are (1) those due to incendiary bombs and the 
resultant fires; (2) those due to the back flash of shells 
and bombs; (3) chemical burns from mustard gas 
or lewisite; and (4) electrical burns. These burns 
are likely to be superficial but may be very extensive, 
and the consequent pain and collapse are therefore 
First-aid measures are directed primarily 
to the prevention and cure of this primary shock. 
Since the shock is caused in the first place by the pain, 
loss of fluid, and absorption of toxic substances 
from the burnt area, the first essential is to treat this 
by efficient coagulation. Various coagulants may 
be used, of which a 2-5 per cent. aqueous solution 
of tannic acid and a 1 per cent. aqueous solution of 
gentian violet are the most efficient, the former 
being preferable because it produces a much more 
penetrating coagulum, Tannafax jelly is useful in 
all superficial burns, and, if no other coagulant 
can be found, lukewarm strong tea is extremely 
efficient. In all cases of chemical burns it is essential 
that the causal agent should be thoroughly neutralised 
before the coagulant is applied. At the same time 
shock must be combated by keeping the patient warm 
and administering fluids and, if necessary, an 
injection of morphine. After this treatment, the 
burnt patient should be taken to a dressing station 
to rest for at least half an hour to recover before 
being transferred to a clearing hospital. 

On admission to hospital the first essential is to 
anzsthetise the patient, if possible by means of 
morphine (which takes about half an hour to work), 
but in the rush of casualties in a raid it will probably 
be found that this has to be supplemented with 
gas-and-oxygen anawsthesia, Ether should be avoided 
if possible, owing to the risk of lung complications 
in these burn cases, Once the patient is anesthetised, 
the dressings should be removed, and the entire 
burnt area and 6 in. of surrounding skin must be 
thoroughly washed with soap and water and a swab 
wiped over with methylated spirit and then with 
ether, after which, in the circumstances prevailing, 
the only satisfactory dressing is a compress of 2} per 
cent. tannic acid to which perchloride of mercury 
has been added as an antiseptic in the strength of 
1 in 2000. This compress is applied in the form of 
several layers of gauze or lint soaked in the tannic 
acid solution, which are laid evenly on the area and 
bandaged lightly but firmly in position. The area 
of the burn must be secured at rest, if necessary by 
splints, to allow an unbroken coagulum to form. 
These splints can be removed in forty-eight hours, 
except in the cases of deep burns in the neighbourhood 
of joints where contractures may result from scarring, 
in which case the splints must be maintained until 
healing has been obtained. The compress is left 
undisturbed for two or three weeks and then removed, 
when the scab gives way naturally and the underlying 
tissues will be found normal unless the burn is 
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sufficiently deep to destroy the entire depth of the 
skin, (The spray method and the gentian violet 
treatment are not feasible in the rush entailed in a 
clearing hospital.) 

` The efficiency in treatment depends on thorough 
cleansing before coagulation, and, if this cleansing 
has not been efficiently carried out, sepsis will inter- 
vene, as indicated by pain, rising temperature, and a 
discharge of pus from beneath the bandages. When 
this happens, the whole dressing must be removed 
and a dressing of a 1 per cent. solution of gentian 
violet applied on two thicknesses of gauze after the 
area has been cleaned. This gauze is to be re-damped 
with gentian violet at hourly intervals at least six 
times and more often if a firm coagulum has not 
formed. 

Burns due to mustard gas.—If the patient has not 
already been decontaminated, it is impossible to 
assist him before donning protective clothing and a 
gas-mask. For the same reason all such casualties 
must be immediately isolated and have their clothing 
removed and decontaminated before they are 
admitted to the hospital wards. 
should be reserved solely for this type of case. The 
Ppatient’s gas-mask should be adjusted and all con- 
taminated clothing removed, labelled, and placed in 
special receptacles, which may be oilskin sacks or 
tanks filled with a solution of bleaching powder ; 
if bags are used, they should be conveyed to a steam 
steriliser for decontamination. The patient, having 
been freed from contaminated clothing, should be 
immersed in water and thoroughly washed with soap 
and changes of water for at least five minutes ; 
alternatively, the part should be washed for several 
minutes with a 2 per cent. solution of sodium 
bicarbonate. After this, if actual contamination is 
suspected, and as a first-aid measure if no bathing is 
available, the skin should be well rubbed with a 
cream of two parts of bleaching powder to one of 
vaseline ; or a paste of bleaching powder and water 
should be applied to the area and left there for five 
minutes before removal. Bleaching powder must 
not be allowed to get into the eyes and should not be 
used if there is an obvious burn of the skin. The 
patient can then be clothed in clean garments and put 
to bed. 

Mustard gas can be present on the skin for 5-10 
minutes before any burn occurs, and any of the oily 
fluid found should be carefully mopped off with cotton- 
wool and the area sponged with methylated spirit 
and then treated with anti-gas ointment, When 
a burn has occurred it should be treated, after 
neutralisation of the gas, with a tannic acid compress 
as already described. The eyes, if affected, should 
be irrigated with a 2 per cent. solution of sodium 
bicarbonate, and subsequently a drop or two of 
castor oil, containing 1 per cent. atropine, should be 
left in the eye. 

Lewisite burns immediately ; otherwise treatment 
is the same as for mustard gas. 

Cordite burns.—In burns due to the back flash 
of shells or bombs (cordite burns) the area must be 
thoroughly sponged with a 5 per cent. solution of 
sodium bicarbonate before cleaning and applying 
the coagulant; otherwise their treatment differs in 
no way from that described. 

Electrical burns are often immediately fatal. If 
the patient survives, great and persistent shock occurs, 
and pain, although it may be absent at first, develops 
after twenty- four hours, is very great, ‘and may 
continue for months. The lesions, which are usually 
small and occur at the points of entry and exit of 
the current, may vary from erythema to gangrene, 
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and the healing is very slow and often accompanied 
by extensive sloughing. The treatment is to clean 
the burnt area and to apply a coagulant, and sedatives 
will have to be given for the pain. Veganin is extremely 
useful for this purpose but may be supplemented with 
morphine in some cases, though every effort should 
be made to avoid the use of morphine and to dis- 
continue it as soon as possible, for there is a great 
tendency for these patients to develop a morphine 
habit. 


WOUNDS OF BLOOD-VESSELS 


In air-raid wounds lesions of vessels and soft 
parts alone are seldom seen. The missile strikes the 
body with such force that the neighbouring bones 
are almost always involved and at the same time 
other lesions occur. An illustrative case was related 
to one of us by Dr. Trias of the Hospital Clinico of 
Barcelona. He began by operating on an extensive 
wound of the thigh involving the femoral vessels. 
A small wound of the buttock was next noticed and 
the abdomen was opened to repair a visceral injury. 
After this a tiny scalp wound was observed—this 
was left alone, but the patient died a fortnight later 
of septic meningitis. The vessels may be completely 
severed, torn laterally, contused or injured in such a 
way that the intima and media are more or less intact, 
while the outer coat is torn and weakened. In wounds 


‘of the limbs it is common to find both artery and 


vein damaged at the same time, together with 
collateral branches and tributaries. In avulsion 
or crushing of a limb the main vessels may sustain 
such damage that they become sealed and no longer 
bleed. In large lacerating wounds of the soft parts 
damaged vessels may be found during the routine 
surgical treatment, and, on the other hand, it is 
possible for small penetrating bomb fragments to 
damage a large vessel, such as the jugular vein, at 
the same time making a very small external wound. 

Contusion of large vessels is due either to the 
direct impact of a spent fragment or to the disturbance 
caused by the passage of a high-velocity missile in 
the immediate neighbourhood of a large blood- 
vessel. Although the vessel may look normal when 
exposed, it will probably be pulseless and hard owing 
to thrombosis. Sencert distinguishes three varieties 
of contusion :— 


lst degree: damage to the intima alone—fine trans- 
verse striations. 

2nd degree: damage to intima and media, with 
occasional thrombosis. 

3rd degree: more extensive damage with retraction 
and thrombosis. 


Primary thrombosis occurs early in these cases, 
and the firm white fibrin can be distinguished easily. 
Later, secondary thrombosis occurs, the clot being 
red, soft and easily expelled, like paste from a tube. 
These secondary clots may extend into the branches 
of the vessel and interfere with the establishment 
of the collateral circulation. 

Hematoma,—lf the wound of entry is small a 
large amount of blood may collect in certain situa- 
tions, such as the neck, axilla, thigh or calf. In 
recent cases soft clots and fluid blood are found. 
As a result of increased local pressure the circulation 
of the collateral vessels becomes affected, the parts 
below become devascularised and gangrene may 
supervene. 

Concomitant lesions.—The possibility of adjacent 
nerve-trunks, tendons and other structures being 
injured at the same time as the vessels must not be 
overlooked, and the surgeon must not be content 
with dealing with the damaged vessels alone. The 
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importance of cutting away devitalised muscle and of 
removing septic fragments of clothing and foreign 
bodies has ‘been mentioned in a previous article 
(Lancet, Jan. 21, p. 171). 

Hemorrhage.—The general effects of hzmorrhage 
have already been described (Lancet, Jan. 28, p. 229). 
The serious consequences of allowing severe traumatic 
anæmia to remain untreated must be thoroughly ap- 
preciated. A casualty with a rapid pulse-rate after the 
receipt of a severe lacerating wound is either suffering 
from the effects of hemorrhage or the onset of gas 
gangrene, or both conditions. All personnel engaged in 
first-aid treatment must be taught to look for hzmor- 
rhage cases first and to apply immediate treatment. A 
pad, improvised or otherwise, is pressed into the wound 
and held firmly until a dressing and bandage can 
be applied. If an artery is bleeding, pressure is 
applied to the appropriate pressure-point until 
the dressing is in place. All wounds of the lower 
limbs are to be treated as stretcher cases. The 
tourniquet is not to be used indiscriminately but 
only when it is certain that a large artery is bleeding 
or when a limb has been torn off, in which event 
it must be applied as close above the wound as 


FT AA 


[a 
FEE 
Rees J LLN x 

at se — ae a c// 
\ oP ine. i 


Gunshot wound of both vessels in Hunter’s canal. The 
missile passed between the vessels, cutting the outer 
coat of the artery and opening the vein. At the opera- 
tion the vein was sutured and the artery repaired by 
sewing & tiap cut from the roof of the canal round the 
bulging inner coats, Patient made a complete recovery. 


possible. A simple type must be selected, and one 
that can be efficiently and rapidly applied, even in 
the dark. In air-raids this treatment should: be 
carried out by police, firemen or air-raid wardens. 

At the dressing station a small operating-theatre, 
with a surgeon and team, should be available for 
dealing with urgent wounds of the blood-vessels. 
Hemostasis may be temporarily secured by merely 
suturing the skin over a large wound and firm bandag- 
ing, by the application of pressure forceps, or in some 
cases ligature. It may be necessary to transfuse such 
patients before they are evacuated. Each case 
should be distinguished in some special way—e.g., 
by a red label. 

At the casualty hospital cases of hemorrhage should 


be sought for in the reception room by the receiving . 


officer and given priority. If bleeding has ceased, 
some of the patients will require resuscitation before 
being sent to the operating-theatre. 

Operation.—A few special instruments are required : 
clamps for temporary arrest of hemorrhage (Lynn 
Thomas’s); needles and fine suture material; and 
Kocher’s metal tourniquet. In urgent cases a blood- 
transfusion may be given immediately before or 
at the beginning of the operation. 

The general principles of blood-vessel surgery 
include (1) the making of an adequate incision to 
ensure wide exposure of the parts involved; (2) 
temporary hxmostasis by the application of a 
tourniquet (Kocher’s metal pattern is very useful) 
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or by temporarily clamping the main vessel above 
the site of the wound, by an instrument such as the 
Lynn Thomas’s tourniquet forceps ; and (3) dissection 
of the vessels involved. 

When the lesions have been found the following 
procedures may be indicated : ligature of the artery 
or vein; simultaneous ligature of the main artery 
and vein; suture of artery or vein for complete 
tears; suture of the outer coats of either vessel and 
thrombectomy for contusion of the vessel with 
thrombus formation and stoppage of the circulation 
in the affected limb. If the vessel has not already 
been completely divided, it is safer to complete the 
division and ligature each end separately, rather 
than to ligature in continuity. 

Sir George Makins pointed out in 1917 the advan- 
tages of simultaneous ligature in dealing with a 
wound of a large artery, when the corresponding 
vein was intact. After ligature of the vein as well 
as the artery the already diminished volume of blood 
is retained in the limb for a longer time and therefore 
improves the conditions necessary for the preserva- 
tion of its vitality. In one series of cases personally 
observed in France, simultaneous ligature of the 
superficial femoral vessels was performed nine times, 
and of the popliteal vessels four times, with successful 
results in seven and three of the cases respectively. 

In war surgery suture of arterial wounds is dis- 


- appointing ; time is wasted, and thrombosis generally 


supervenes. The blood-flow may, however, last 
long enough to allow the collateral circulation to 
develop. The same remarks apply to the use of 
Tuffier’s tubes. Venous suture is simpler and more 
satisfactory. The suture material is kept in sterile 
liquid paraffin, with the needles threaded, ready for 
use. Plastic operations, for the repair of the outer 
walls only, are interesting. In these cases the possi- 
bility of damage to the intima must be remembered. 
Fascia) transplants can be stitched over the weak spot. 
Sometimes the inner coats are seen bulging through 
the tear in the outer sheath, like the inner tube of a 
bicycle tyre through a tear in the cover (see figure). 

Thrombectomy may occasionally be a useful pro- 
cedure. Cases have been recorded in which, after 
a large thrombosed artery had been opened and 
clot removed, the circulation has been re-established 
temporarily, but long enough to save the limb. 

The application of the principles here described 
will enable the surgeon to deal with injured blood- 
vessels in any part of the body. On the whole the 
results of ligature of the large trunks are good. 
Amputation can always be resorted to later if 
necessary, and the patient should always be given a 
chance. In the aftercare of these cases it is often 
wise to splint the limb to afford perfect rest for the 
first few days. Where plaster treatment is adopted 
as a routine, the wound will not be disturbed for a 
fortnight, and the additional covering to the limb 
will assist in maintaining warmth. Occasionally, 
during an operation on either the thorax or the 
abdomen for a penetrating wound, a torn vessel is 
the only injury found. Ligature and application 
of the usual technique may save life. 


The BRITISH JOURNAL PHOTOGRAPHIC ALMANAC 
for 1939 describes new developments and instruments 
for photography and gives details of the various pro- 
cesses, Short notes are included on such diverse matters 
as copyright, reproduction fees and the properties 
of chemicals used in photography. The almanac well 
maintains its reputation for usefulness, and is avail- 
able in paper and cloth covers from Henry Greenwood 
and Co., 24, Wellington Street, London, W.C.2. 
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Incapacitating Sickness in Scotland 


THE Department of Health for Scotland has just 
published the seventh of a series of annual reports 
on incapacity from sickness among insured persons 
in Scotland.1 The report, which relates to the year 
ended June 30, 1937, is particularly interesting since 
it contains, in addition to the usual detailed analysis 
of incapacity according to illness, locality, age, sex, 
and marital status, an account of a special investiga- 
tion which indicates that in spite of the exceptionally 
large volume of incapacitating sickness recorded, 
equivalent to 14-92 days per insured person, about 
75 per cent. of the insured population were at no 
time incapacitated during the year. 

The total number of insured persons in Scotland 
for the year 1936-37 is estimated at 1,787,700, of 
whom 66 per cent. were men, 29 per cent. single 
women, and 5 per cent. married women, and the 
number of days of incapacity per insured person in 
each of the three classes was 14-13, 15-60, and 21-27 
respectively. Respiratory diseases, chiefly influenza 
and bronchitis, formed the main certified source of 
incapacity, causing 20 per cent. of the total days of 
incapacitating sickness. Next in frequency came 
diseases of the nervous system and organs of special 
sense; rheumatism caused 12:5 per cent. of the 
sickness, accidents 7:4 per cent., and tuberculosis 
6 per cent. There was an epidemic of influenza in the 
early months of 1937, the most severe experienced in 
in the seven years covered by the series of reports, 
and the incidence of incapacitating sickness was 
heavier than in any previous year. Apart from 
influenza, however, the trend of sickness has been 
upward since 1931-32, the average number of days’ 
incapacity per person having risen from 8-8 in that 
year to 11:2 in 1935-36 and to 10-9 in 1936-37. 

In previous reports it was shown that a high 
proportion of the total working days lost by the 
insured population through sickness is due to the 
chronic invalidism of a comparatively small number 
of insured persons. Such persons form a group that 
seems to correspond, comparing health insurance 
with unemployment insurance, to the “hard core” 
of unemployed workers who year after year are unable 
to obtain employment though not necessarily unem- 
ployable. In order to explore the subject further, the 
department undertook a sample investigation into 
the sickness experience of six approved societies 
having a membership regarded as representative of 
the whole Scottish insured population. The recorded 
attacks of incapacitating illness upon the members 
of these societies were specially associated so that it 
was possible to say how many times a member had 
been incapacitated during the year. Applying the 
results of this sampling to the whole insured popula- 
tion, it appears that in the year 1936-37 the per- 
centage of persons continuously incapable of work 
throughout the year was 1:7; that 23-5 per cent. 
were incapacitated on one or more occasions; and 
that 74:8 per cent. were entirely free from incapaci- 
tating sickness. The high proportion of persons in 
the third group is the more remarkable since the 
vear covered by the investigation was one in which 
influenza was exceptionally prevalent. 

Though the incidence of unemployment due to 
sickness was heavy on the Scottish insured population 
—for the total number of working days lost was no 
less than 26,673,980, or an average of 14:92 days per 

1. Edinburgh. 
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insured person—nearly three-quarters of the insured 
people were free from incapacitating illness throughout 
the year. This conclusion, though it speaks well 
for the general health of the Scottish workers, throws 
into relief the gravity of the problem created by the 
‘*hard core” of chronic incapacitating illness. The 
number of persons continuously incapable of work 
during the whole year was 30,754, forming only 1:7 
per cent. of the insured population, but their days of 
incapacity, 11,225,000, accounted for two-fifths of 
the total days lost owing to sickness. Moreover, the 
volume of chronic incapacity is increasing. The 
number of “‘ chronic ’’ cases—i.e., cases of incapacity 
extending over the whole of a year under review— 
per 1000 insured persons has risen from 12:9 in 1931-32 
to 17-2 in 1936-37, and a further rise may be expected 
as the insured population ages in consequence of the 
decline in the birth-rate. 

The prevalence of chronic incapacitating sickness 
is one of the most formidable of the problems that 
now confront health-insurance administrators. 


Post-confinement Pregnancy 


Two practitioners who issued certificates of 
incapacity to women who had recently been confined, 
giving the cause of incapacity as pregnancy, have 


appeared before a medical service subcommittee and 


received warnings as to the necessity for scrupulous 
care in issuing certificates. In the first case the 
certificate was given by a locum and the principal 
practitioner said that he would probably have 
ascribed the incapacity to anemia and debility 
following pregnancy, for in his opinion many post- 
confinement cases of debility were the result of the 
pregnancy rather than of the actual confinement. 
In the other case the doctor said that when he gave 
the certificate he was not in any doubt as to the: 
confinement having taken place, and that he used the 
word ‘‘ pregnancy ’’ deliberately, for in his opinion 
the debilitated condition of the patient was due not to 
the confinement itself, but to the repeated pregnancy 
after a very short interval. He was not familiar 
with the provisions of the appropriate certification | 
rule but if he had been he would not have certified 
differently. 

The subcommittee’s report says that it is difficult 
to understand the attitude of mind of a practitioner 
who certifies that a woman is rendered incapable of 
work by reason of pregnancy when she is not, in 
fact, pregnant. The word pregnancy can have only 
one meaning—viz., that the woman in respect of 
whom the term is used is with child. If the woman 
has already been confined it is obvious to anyone 
that the condition of pregnancy has passed. The 
certificates which a practitioner issues are usually 
intended for submission to approved societies whose 
officers are lay people, and it is essential that they 
should be so worded as not to mislead those officers. 
In the subcommittee’s view the argument adduced 
by the practitioners suggested ingenuity rather than 
conviction, and they advised that in cases in which 
incapacity is due to post-confinement debility it is 
desirable to give the condition that name on a 
certificate. Few will quarrel with this summing-up 
of the position in relation to pregnancy, though there 
can be little doubt that certificates of incapacity 
due to appendicitis are often issued and passed 
without question by approved societies after the 
inflamed appendix and the patient are known to have 
parted company. 
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THE EDITOR 


STIGMA AND PREJUDICE 


Sir,—It was refreshing to read the- sensible 
annotation under this heading in your last issue. 
The change of name from ‘“ asylum” to ‘ mental 
hospital” was a justified concession to popular 
prejudice ; though it is unlikely to have any per- 
manent effect on the attitude of the public unless it 
is accompanied by a corresponding change in the 
“ atmosphere ” of the institution and the methods of 
treatment employed. To change the name again, 
however, from ‘“‘ mental hospital” to ‘‘ hospital for 
nervous disorder” is not only unnecessary but also 
illogical to the point of practical inconvenience. 
How is the lay public to distinguish between a 
“ hospital for nervous disorder” and a ‘“ hospital 
for diseases of the nervous system ” ? 

. Similar arguments apply to the naming of 
psychiatric outpatient clinics. Perhaps it is true 
that “ psychiatric ” is too “ difficult ” a word. What 
term, then, should be used? If “ mental disease ” 
is thought to sound too ominous, the milder and 
wider term ‘‘ mental illness” seems the obvious 
alternative. We are asked to omit the word ‘‘ mental ”’ 
and substitute ‘‘nervous’’ or ‘‘nerve.” To do this 
however is to perpetuate a serious misconception, 
and must hinder to some extent our efforts to get 
the psychoneurotic patient to understand clearly that 
he is suffering from an illness of his mind rather 


than of his body. In my experience, patients easily 


understand a simple explanation of the difference 
between psychoneurotic and psychotic types of 
mental illness. Psychiatrists are apt to be unduly 
“ defeatist ” in their attitude to the education of the 
general public on this subject. 

The name borne by a psychiatric outpatient clinic 
is not, in the long run, of great importance from the 
point of view of attracting to the clinic those who 
need its help. In actual practice, no clinic conducted 
on progressive lines in a large centre of population 18 
likely to experience a lack of patients. 

There has also been much discussion recently as 

regards where psychiatric outpatient clinics should be 

held. The question is apt to be obscured by con- 
clusions erroneously drawn from clinics that have 
been established in places where the circumstances 
are peculiar. Thus in St. Albans, owing to its 
proximity to London, there is no first-class general 
hospital, but the county mental hospital is close at 
hand. It is therefore natural that the excellent 
psychiatric outpatient clinic which has been developed 
by Dr. W. J. T. Kimber should be located at the 
mental hospital. 

The ordinary provincial city, however, usually 
possesses a large and well-equipped general hospital, 
and often is some distance from the local mental 
hospital. In the provinces, therefore, it is generally 
desirable for the outpatient clinic to be held at the 
local general hospital. The status of such a hospital 
as the chief medical centre of the city enhances the 
prestige of the psychiatric clinic in the early stages of 
its development, and is of great assistance in attract- 
ing patients to the clinic. At the general hospital, 
moreover, skilled laboratory and radiological services 
are available, and also the consultative help of 
general physicians and surgeons. 


I am, Sir, yours faithfully, 
STEPHEN A, MACKEITII. 
Warwickshire and Coventry Mental Hospital, Feb. 6. 


CORRECTION OF POSTURE 


Simr,—In reply to Mr. Bailey’s comments on my 
letter of Jan. 7 on the Feet of the Industrial Worker 
I would state that re-educative exercise as practised 
by the members of the Chartered Society of Massage 
and Medical Gymnastics is an integral part of the 
orthopedic plan for reconditioning cases of poor 
posture. The aim of the instruction is to promote 
good habits in the correct control and in the right 
use of the body statically. The test of the final value 
of the training is seen when the instruction is over. 
Teaching, to be of real use, must awaken the patient’s 
sustained interest in maintaining a good position. 
Exercise is, therefore, a means to an end. Goldthwait’ s 
system of exercises is to be advised. In aggravated 
cases, however, the anti-gravity muscles are over- 
stretched and fatigued. There is erroneous deflection 
of the body-weight referable to the spine and lower 
extremities. | Physiological deformity is present. 
Such deformity still further weakens the spinal 
and abdominal muscles. These factors all depreciate 
muscle power, just as they do in conditions such as 
poliomyelitis. The spinal muscles become adaptively 
tensed and fixed. 


Overstretched and fatigued muscles—in the spine 
and abdomen in this case—often require at first a 
period of rest with relaxation in recumbency to 
eliminate gravity and weight-bearing and to intercept 
unbalanced use of the muscles. Physical therapeutics 
must subserve these principles. Exercises applied at 
the wrong time may well make strong muscles 
stronger, but they also make weak muscles weaker. 
It follows that the rest has to be of a corrective 
nature to straighten out the spine, to expand the 
chest, and to get rid of the adaptive fixations of the 
spinal muscles. This is best done in selected cases by 
a period of several weeks’ complete and thorough 
rest in bed, the patient lying on the back on a mattress 
stiffened with fracture boards. He is given a small 
pillow beneath the head and knees. Thrice daily for 
half an hour after meals an extra pillow is placed 
beneath the thoracic spine, leaving the lumbar spine 
unsupported. He lies thus with his hands up behind 
his head, thus expanding the chest and opening up 
the subdiaphragmatic space. As he gets used to this 
leverage—beginning often with ten minutes and 
working up to a maximum of half an hour—the head 
pillow may be removed. This is called the position 
of hyperextension, and, when it is being adopted, 
the patient is instructed in deep diaphragmatic 
breathing, keeping the lower abdomen contracted 
in doing so. After each half-hour period of hyper- 
extension he is made to lie over on the face for half 


an hour, with a pillow placed lengthwise beneath the 


trunk. He then goes back into the first position. He 
is not allowed out of bed, but may sit up to meals. 
The slowly applied but sustained corrective leverage 
of this treatment is considerable and has to be used 
with care by the doctor. At first the lumbar spine 
is found to be in a state of fixed lordosis in many 
cases. If such a case is examined in about a fortnight 
the spinal fixity will be found to be improving and 
the lumbar spine to lie flat. Too little use is made of 
rest in restoring the tone of muscles, It means 
patience and passivity, but there can be no short-cut 
when rest is really indicated. Other methods are 
more pleasurable, less irksome, and therefore more 
popular, but to obtain lasting benefit, rest, along the 
lines indicated, should be insisted upon. 
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It is at this phase of progress, and only then, that 
treatment by spinal massage and muscle re-education 
begins. The recovery of tone and of muscular respon- 
Siveness must precede re-education in their control. 
These control exercises are taught in recumbency. 
The patient is taught to flatten the lumbar spine 
and to contract and ‘‘ set’ the side abdominal muscles 
alternately. The abdominal muscles are strengthened 
by suitable exercises, At the end of several weeks 
we have a patient whose body is remodelled, with 
supple controlled muscles, and with the fixity of the 
spine corrected, and one who knows how to breathe 
correctly with an elevated chest. Any persisting 
fixity of the spine may be assisted by passive corrective 
movements and manipulations. A posterior plaster 
shell may be useful in slender visceroptotic subjects, 
made in the corrected position. 

The next stage in breaking the patient’s bonds is 
to teach him how to stand, sit, and walk erectly. 
He is now in a position to prefit by this instruction 
in control. Ere long it becomes habitual, because, 
as Magnus has shown, if improved posture is main- 
tained by conscious effort for a short time of a few 
weeks, then the increase of reflex tonus obtained by 
such posture will serve to maintain and to improve 
the attitude as a habit. Then the orthopedist usually 
fits on a light spinal brace which spans the lumbar 
curve, for use as a useful and temporary makeshift 
when the patient is up until all chance of relapse 
has gone. The order in which all these measures are 
used is of great importance—namely, corrective 
rest, re-education, andsupport. The support is simply 
a reminder to the patient and his muscles that he 
must not fall back into his old ways. The treatment 
has a mental as well as a physical basis. The patient’s 
interest and sustained powers of coöperation must 
be enlisted. The psychological aspect of many 
orthopedic conditions is of the first importance, 
because the structures which the surgeon wishes to 
influence are under the control of the patient’s will. 

A graduated modification of the above regime 
may have to be kept up for a long time, planning 
resting periods in the day and so on. The patient’s 
clothing must be examined, so that-no constriction 
of the chest or drag on the shoulders takes place. 
The chair and desk he sits at during his daily work 
must be inspected and put right. Tonic, nutritional, 
and supportive treatment may also be called for. 
But in time our patient gradually moves up the hill 
of recovery and attains to right use of the body, 
feet, and all! Let him be seen “in, say, a year’s time, 
and instead of a weedy looking specimen of humanity 
there often is a splendidly erect man with good vitality 
and good mental, visceral, circulatory, nervous, and 
muscular tone. His previously weak, unbalanced, 
and fixed back is now strong, beautifully balanced, 
and flexible. This is the reward of all that has gone 
before. To the uninstructed, small variations from 
correct use mean little or nothing. If they are noticed, 
little practical recognition of them is usually made. 
I call to mind a slender, badly postured, semi-invalid 
visceroptotic type of female patient with symptoms 
of duodenal ileus upon whom an operation was 
considered. By treatment conducted along the lines 
indicated, in two years she was cured of all her symp- 
toms, had put on two stone in weight, and became 
erect and energetic. In a formal discussion on viscerop- 
tosis I once ventured to submit that great improve- 
ment was possible by orthopedic measures, The 
speaker then told me that if I wanted to try to 
make silk purses out of sow’s ears I was welcome to 
try! This is an attitude of defeatism which is far 
too common, 
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From the description given, it will be appreciated 
that much detail requires careful and constant atten- 
tion, but this is the price of success. It must be done 
properly or not at all, In orthopedics I would like © 
the guiding note to be that of the establishment of 
perfect use and a keen appreciation and under- 
standing of what all this must mean in regard to the 
physical education of the young and the rehabilitation 
of the chronic case, in whom imperfect use is so 
common. Think what it would mean to the people 
of this country if this aspect of orthopedics had a 
foremost place in medical teaching and practice. 
Has orthopzedics in this sense, Sir, ever been applied 
as it should be in this country ? I beg leave to doubt 
it, and yet it is of the first importance in regard to 
national fitness in the best and highest meaning of 
the term. We must apply our minds to states of early 
physiological dysfunction of the locomotory system 
and seek to prevent and intercept them by ae 
in a stitch in time, 

I am, Sir, yours faithfully, 
Edinburgh, Jan. 30. W. A. COCHRANE, 


RENAL CHANGES IN MALIGNANT 
HYPERTENSION 


Sir,—Prof, Duguid contends that the picture 
described by us as occurring in the rat kidney after 
partial occlusion of the opposite renal artery is not 
the picture of chronic interstitial nephritis, that the 
tubular changes we have described are such as may 
be caused by severe toxzmia or by dietary disturb- 
ances, and that our evidence cannot be said to support 
the concept of malignant hypertension. 

If these criticisms are justified then our work, so 
far from forming “a valuable new contribution to 
the study of vascular disease,’ merely adds to the 
dismal confusion which envelops the subject. We 
cannot, however, let them pass unchallenged. We 
are content to let your readers judge from our photo- 
micrographs how closely we have reproduced in the 
rat the essential vascular, glomerular, and tubular 
lesions of ‘chronic interstitial nephritis” or 
“ malignant nephrosclerosis.” We were careful to 
point out that the extent of renal damage and inter- © 
stitial fibrosis is greater in the later stages of 
malignant hypertension than in our experiments, 
but this is a difference of degree, and not of kind. 
We specifically described the occurrence of inter- 
stitial fibrosis in the rat. Thus on p. 138 “others 
(i.e., other tubules) are atrophied, devoid of lumina, 
and widely separated by interstitial fibrosis.” More- 
over, interstitial fibrosis is quite clearly illustrated in 
fig. 15. Yet according to Prof. Duguid we “ venture 
to explain the absence (our italics) of interstitial 
changes on the ground of the short duration of the 
experiments.” However unintentional, this is sheer 
misrepresentation of our findings. 

As regards his second point, the fact that tubular 
degeneration and atrophy can be caused by severe 
toxemia or by highly artificial diets has no bearing 
on our argument, It is clear from our illustrations 
that the damaged tubules are in close anatomical 
relation to the affected vessels and glomeruli, the 
whole forming a specific composite lesion. If this 
lesion were due to toxemia (whatever that may 
mean) it is remarkable that the “ CADER ” kidney 
should escape. 

Prof. Duguid is of course irea to draw what 
inferences he cares from our illustrations, but we 
can find nothing in his letter to persuade us to retract 


or modify our own conclusions—namely, that the 


lesions in the rat’s kidney are due solely to hyper- 
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tension, that they tally in all essential characters 
with those of malignant hypertension, differing only 
in the degree of renal destruction, and that our 
experiments support the concept of malignant 
hypertension.—We are, Sir, yours faithfully, 

C. WILSON, 

F. B. Byrom. 


Medical Unit, London Hospital, E.1, Feb. 6. 


THE AIR-RAID 


Sm,—I have read today the letter of your corre- 
spondent Dr. L. H. Lerman. Like him, I have been 
following with interest the articles written by Mr. 
:-Mitchiner and Mr. Cowell, giving us valuable instruc- 
tion in the practical methods of dealing with the 
casualties among the civilian population which will 
surely result from an air-raid. 

May I be permitted to give the result of my own 
experience in the prevention of postanesthetic con- 
_ junctivitis ? In the earlier years of practice I was 
frequently called upon to administer anesthetics 
and soon standardised for myself the open method, 
using the Schimmelbusch mask. It fell to my lot 
to be, if not the first, very nearly so, to give open 
ether. One day in 1896 I was administering chloro- 
form for an operation for the ligature of hemorrhoids 
and at the dilatation of the sphincter ani the patient, 
a middle-aged man, collapsed. I had a supply of 
pure ether ready and at once poured about a drachm 
on the mask: the man’s colour returned, his pulse 
recovered, and the operation was completed. Up 
to that time I had never given open ether nor had 
I heard of its being so given, though A.C.E. (one 
part of alcohol, two of chloroform, and three of 
ether) had been used at my hospital (Guy’s) for 
several years. In the prevention of postanzsthetic 
conjunctivitis my usual practice was to rub in 
Vaseline round the eyes before commencing the 
administration. The patient’s eyes were kept closed 
throughout the operation except for an occasional 
inspection of the pupil reflex. I would suggest 
that the method detailed is a satisfactory and 
practical one, and will give excellent results. No 
- complicated anesthetic apparatus is necessary and 
the simple procedure as above will, in my opinion, 
be suitable for use in war-time emergencies. 

I am, Sir, yours faithfully, 
Headington, Oxford, Feb. 4. H. W. WEBBER. 


PROGESTERONE AND THE ADRENAL 


Srr,—On Jan. 14 you commented on the work 
of Gaunt and Hays, who have reported success in 
maintaining adrenalectomised ferrets with injections 
of progesterone (Science, Dec. 16, 1938, p. 576). 
May we mention that about the same time we 
published observations on the same subject in the 
Revue Francaise d Endocrinologie (December, 1938, 
p. 400)? We succeeded in prolonging the life of 
adrenalectomised rats of *-both sexes by injecting 
progesterone in daily doses of 4 mg.; the rats died 
when the treatment was discontinued. This dose is 
certainly very large but is not excessive, the rat unit 
of the most active cortical fractions known hitherto 
being 0-5-1-0 mg. 

The next question we examined was whether the 
progesterone produced by the ovaries of rats had the 
same effect as the progesterone injected. We treated 
immature rats, males and females, before the 
adrenalectomy for three days with daily injections 
of 40 units of Lutocrescin, a gonadotropic hormone 
prepared from pregnant-mare. serum; after the 
operation 20 rat units of lutocrescin was injected 
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daily. The male rats died shortly after the adrenal- 


ectomy, the average survival-time being three days. 
Of 10 female rats treated, 2 lived longer than ten 
days; the rest died, but the average survival-time 
was six days. It seems therefore that immature 
female rats treated with a gonadotropic hormone 
produce enough progesterone to lengthen their 
survival after adrenalectomy. 

We are not in a position to answer the question 
whether progesterone is or is not a product of the 
adrenal cortex, playing a definite physiological part 
also in adrenal regulation. The failure of the previous 
experiments of Swingle and collaborators was very prob- 
ably due to inadequate dosage; it is, however, possible 
that progesterone acts only after a chemical trans- 
formation which some species are not able to perform. 
It seems at any rate very remarkable that the hor- 
mone which effects the morphological transformation 
of the uterus should also have an action on adrenal 
regulation of the general metabolism. 

We are, Sir, yours faithfully, 
ANTON FISCHER, 


Budapest, Hungary, Feb. 2. M. ENGEL. 


CLINICAL USE OF STILBQ@STROL 


Sm,—Dr. Varangot describes Dr. Muriel Boycott, 
Dr. Zuckerman and myself as being “‘ enthusiastic ”’ 
in our observations on this new synthetic œstrogen. 
I am sorry that he should have obtained this impres- 
sion, for we attempted to report our findings without 
the expression of any emotion. Among others we 
were invited by the Therapeutic Trials Committee of 
the Medical Research Council to test the cstrogenic 
properties of stilbostrol on monkeys and human 
females. This was merely the logical extension of 
the work of Parkes, Dodds and Noble on the 
biological activity of this compound. Since the 
investigation was organised by a committee whose 
most important reason for existence is the ability to 
register an impersonal and unbiased opinion, it would 
be singularly unfortunate if any report to that body 
were couched in- terms which could with justification 
be regarded as expressing any such unscientific 
emotion as enthusiasm. 

Discussing the possible “toxic” effects of the 
compound we were of the opinion that in view of 
the rarity with which these occurred in our experience 
and the mildness of their manifestation, it was not 
justifiable to cite them as a serious contra-indication 
to the use of the preparation as an œstrogenic agent. 

Up to date I have personal experience of 66 patients 
treated with stilbestrol, almost four times as many as 
the number quoted by Monsieur Varangot, and the 
doses given have sometimes been much larger than 
those he mentions. Of these only 6 have complained 
of transient nausea, unaccompanied by vomiting, 
I have recently had the opportunity of discussing 
the matter with Dr. Jacobsen, who has an extensive 
knowledge of the clinical use of this preparation 
in Scandinavia, and he expressed interest and surprise 
in the experiences of Dr. Varangot. I am aware 
of toxicity tests on animals which have failed to 
show liver damage after the application of large doses 
of the material. 

All that can be said at the moment is that our 
results do not coincide with those of Dr. Varangot. 

Further experience is needed to assess the import- 
ance of the toxicity factor. In the meantime may 
I assure Dr. Varangot that it was not our purpose 
to advocate the use of stilboestrol in preference to 
other cestrogens. Advocacy is a feature of com- 
mercial pamphlets, of which there has been a spate 
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during the past ‘month; and judging from the fact 
that the indications commercially given for the use 
of stilbestrol include such conditions as habitual 
abortion, we may expect more surprising effects than 
nausea and vomiting from the promiscuous use of 
this compound.—I an, Sir, yours faithfully, 
P. M. F. BisHop. 
Endocrine Clinic, Guy’s Hospital, S.E.1, Feb. 6. 


EXAMINATION FOR INSURANCE COMPANIES 


Sır, —I have recently been approached by an 
insurance company with the request that I should 
examine on their behalf and report on a patient who 
was involved in an accident some months ago and 
who is under the care of a neighbouring practitioner. 
There was no suggestion that the practitioner con- 
cerned should be notified, or that I should meet 
him in consultation on the case, and I have agreed 
to act for them in the matter only on condition that 
the consent of the patient’s own doctor is obtained, 
and that I should see the case in consultation with him 
if possible. 

At about the same time I was informed, after the 
event, that a patient of mine who had suffered an 
accident some weeks before had been examined 
by a medical officer acting on behalf of the interested 
insurance company. Again, the examination was 
arranged and carried out without my knowledge 
or consent, which, needless to say, I would not have 
withheld. 

It seems to me that the sort of procedure outlined 
above smacks of the unethical, and it would be of 
interest to know whether such procedure is on the 
increase and if so whether it has the general approval 
of your readers.—I am, Sir, yours faithfully, 

Baldock, Herts, Jan. 31. J. H. MOYNIEAN. 


SELF-CONSCIOUSNESS AND PUBLIC 
` SPEAKING 


Sir,—The correspondence on this subject inspires 
me to remind your readers of an old tip for nervous, 
self-conscious public speakers. So simple. Just 
before you are due to speak, you touch the tip of 
your tongue with the glowing end of your cigarette. 
The reaction short-circuits the inhibitory impulses 
responsible for stammering and. allied phenomena 
of a distressing character. And if you, an English- 
man, are speaking in French, the burn may also give 
a lisping quality to your speech, infusing into it a 
note which your compatriots, if not your hosts, may 
interpret as Gallic. 

I am, Sir, yours faithfully, 
CLAUDE LILLINGSTON. 

League of Red Cross Societies, Paris, Jan. 30. 


LYMPHOGRANULOMA VENEREUM 


Smr,—I have just read with considerable interest 
the abstract in your issue of Jan. 28 (p. 246) of an 
article on lymphogranuloma venereum (Vida Nueva, 
1938, 42, 465). The multiplicity: of therapeutic 
agents which have been tried and the disappointing 
or negative results obtained in this disease are common 
experience and your comment that Pardo-Castello 
et al. have not used sulphanilamide or similar chemo- 
therapeutic agents is most pertinent. In this latter 
connexion you quote the experimental work of 
F. O. MacCallum and G. M. Findlay reported last 
July (Lancet, 1938, 2, 136) and I would like, if I may, 
to draw your attention to a case of lymphogranuloma 
inguinale which I treated successfully with sulphanil- 
amide and which was described in the British Medical 
Journal (1938, 2, 1043). So far as I can ascertain 
this is the first case-record of its kind in the British 
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literature, and although only one patient had been 
treated the report appeared justified by the small 
number of cases which are met with in this country 
and by the hope that chemotherapy would be 
employed by others with access to greater clinical 
material. As a matter of fact as a result of this case- 
report a large-scale trial of chemotherapy in climatic 


‘bubo was arranged and is at present being carried 


out in the East.—I am, Sir, yours faithfully, 
S. M. LAIRD. 
Special Treatment Centre, Shelton, Stoke-on-Trent, Feb.2. 


DIVERTICULA OF THE DUODENOJEJUNAL 
_ FLEXURE 


Sm,—In his interesting paper in your issue of 
Jan. 28 Mr. Raven expresses his belief that this 
condition is a clinical entity with definite symptoms. 
He also states that the diverticulum passes inwards, 
upwards and to the right, being found on the right 
side of the flexure at operation. In 1937 I operated 
on a woman aged 70 who gave a history of attacks of 
epigastric pain for many years; no vomiting and 
no hematemesis but much flatulence. There had 
been an exacerbation of the pain, accompanied by 
vomiting, during the six weeks before she came under 
observation, the pain being relieved by vomiting. 
X-ray examination after a barium meal showed a 
diverticulum at the duodenojejunal flexure. Lapar- 
otomy revealed the scar of a healed ulcer on the lesser 
curvature of the stomach near the pylorus and a 
diverticulum situated on the left side of the flexure, 
passing upwards under cover of the inferior mesenteric 
vein towards the pancreas. The wall of the diver- 
ticulum was very thin. It was found necessary to 
retract the inferior mesenteric vein upwards in order 
to free the diverticulum from its surroundings and 
excise it. The line of Lembert sutures at the end 
of the operation lay on the left side of the flexure. 

I am, Sir, yours faithfully. 
Wimpole Street, W.1, Feb. 5. C. E. SHATTOCK, | 


PLACENTAL BLOOD FOR TRANSFUSION 


Smr,—We would like to answer the interesting 
letter of criticism from Drs. Brewer and Howkins 
which appeared in your last issue. May we reply 
under the headings they suggest ? i 


1. Quantity.—The average yield we report (80 c.cm.) 
is from fifty strictly consecutive cases. The only 
selection of cases we allowed was made clear in our 
original publication. The maximum yield from any 
placenta was 120 c.cm. We find that we have a 
continuous supply of blood from our maternity unit 
so that it is possible for us to discard the smaller 
quantities, and we now store only those flasks that 
contain 150-180 c.cm. of transfusible fluid. We do 
not consider this a negligible quantity, especially for 
emergency transfusions, but we do not suggest that 
placental blood will completely displace the blood 
donor. It will be a very useful adjunct. 

2. Sterilityi—We entirely agree with Drs. Brewer 
and Howkins that it is important to make this point. 
quite clear. When we first started to collect placental 
blood we found that we had to experiment with the 
anticoagulant. It was some time before we finally 
decided upon the use of citrate saline; the early 
specimens were therefore discarded and the question. 
of sterility did not arise. When the anticoagulant 
had been settled we began to culture all our specimens, 
with the results already reported. On looking up 
our records we find that only a few specimens of blood 
were given without previous culture having been done. 

But is the blood obtained from a donor always 
sterile ? May not a donor have a temporary staphylo- 
coccal or streptococcal bacteremia when his services 
are required ? Butler (1937) in her monograph on 
blood-cultures confesses that she obtained 5 per cent. 
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positive cultures from healthy individuals and quotes 
other bacteriologists who report positive cultures in 
12-27 per cent. of cases. In the series of placental 
bloods collected by a trained team with adequate 
care we obtained only 6:5 per cent. positive culture. 

Has Dr. Brewer, in his capacity as medical officer 
to the London Blood Transfusion Service, investigated 
the sterility of blood from donors ? 

3. With regard to the feasibility of collection by the 
“ ordinary personnel of the labour ward ” our experi- 
ence is that collection is perfectly feasible with a 
little special training. Our own team consists of at 
least three and if possible four. Originally it included 
the resident obstetrical officer, a staff midwife and 
two pupil midwives: now that all the staff midwives 
are thoroughly conversant with the technique and 
have had the possible dangers of contamination 
explained to them, the collection of blood is left to 
the responsibility of the staff nurse in charge of the 
delivery, with the assistance of a second staff midwife 
and one or two pupil midwives. Unexpected medical 
supervision is maintained from time to time. It is 
perhaps significant that our maximum quantities 
have been obtained when a medical officer was in 
charge of the case, probably owing to the extra pair 
of hands. 

We want to make it clear that we do not consider 
the method one that should be left to a maternity- 
ward staff without special precautions, and it is quite 
impracticable in the patient’s own home or in any 
hospital where there are no adequate laboratory 
facilities. But in spite of the difficulties mentioned, 
and the criticisms made, we feel sure that it should 
not be abandoned, and we hope Drs. Brewer and 
Howkins will try it out again. We are surprised at 
the poorness of their average yield (47 c.cm.) and we 
feel that it could be improved upon. 

| We are, Sir, yours faithfully, 
A. P. M. PAGE, 
K. G. SEAGER, 


E. M. WARD. 
City General Hospital, Leicester, Feb. 7. 


PROPHYLAXIS OF TUBERCULOUS EMPYEMA 


Sm,—The article by Dr. L. Roberts in your issue 
of Jan. 21 is an excellent summary of the facts. 
The alarming frequency of this condition as a com- 
‘plication of artificial-pneumothorax therapy, and its 
appalling mortality, are too little realised by many 
who dabble in diseases of the lungs. 

My main purpose in writing is to question the 
statement, dogmatically cited by Dr. Roberts without 
any qualification whatsoever, that when an effusion 
follows a spontaneous pneumothorax tuberculosis is 
the cause. Is this invariably the case ? To my mind, 
from a purely theoretical consideration, at least one 
other possibility must occasionally be considered. If 
the lung does not expand pari passu with the absorp- 
tion of the air from the pleural space a partial vacuum 
would be created, and to prevent this, nature 
abhorring a vacuum, fluid is poured out—an cedema 
ex vacuo. 

The whole subject of the etiology of spontaneous 
pneumothorax requires revision and authoritative 
opinion. Sweeping statements, such as that in 
question, if not absolutely correct, obfuscate rather 
than clarify the situation. 

I am, Sir, yours faithfully, 
Liverpool, Jan. 26. MAURICE H. PAPPWORTH. 


LITTRITIS ? 

Sır, —I shall be glad if any of your philologically 
inclined readers can shed light upon the present 
spelling of the word “littritis.’ As editor of a 
medical journal, I have always inserted an “e” 
before the suffix in my spelling of the word, arguing 
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that there is no valid reason for depriving Alexis 
Littré of the last and accented letter of his surname ; 
but my contributors, pointing to Stedman and Dorland, 
maintain that such excision is sanctioned by both 
custom and euphony. My own feeling is that the 
correct way of spelling the name of this affection is 
“ littréitis” and that the quadrisyllabic is quite 
as euphonious as the trisyllabic and philologically 
much more accurate; but I am open to conviction 
if there is precedent for the use of the latter. 
I am, Sir, yours faithfully, 
C. Lours LEIPOLDT. 
South African Medical Journal, 
Wale Street, Cape Town, Jan. 24. 
AUTOSERUM THERAPY FOR THE OPIUM 
HABIT 

Srr,—Personal experience of autoserum therapy 
for the opium habit, as successfully used by Dr. 
Margaret Vivian (Lancet, 1937, 1, 1221, 1239), may 
be of interest ; perhaps even of help, for there must 
be some medical men addicted to this drug who 
would wish to end their degradation. : 

I had been taking opium about three years when 
I saw a note about the method in the ‘“‘ Medical 
Annual” for 1938. Six months ago I underwent a 
course of treatment lasting fourteen days, and seven 
days later I returned to practice. (I realise now that 
this time was rather too short and might well have 
ended in failure which would have been most unjust 
to the method ; not because there was any craving 
for opium but because sheer physical weakness made 
work a real hardship.) The “ withdrawal symptoms” 
were trifling. For a few nights I had to take some 
bromide and chloral to get sleep. Desire for food 
never failed. Further, the method is free from 
danger ; not that that matters much. The one hard- 
ship is the great physical weakness, which makes 
every action, however slight, a burden. There is no 
sudden cutting-off of opium, but the amount is 
gradually lessened, and the addict is not aware that 
he has had his last dose. I am now able to do hard 
physical work without fatigue. I cam once more 
take a full interest in life and fully exercise my 
mental powers. | 

For manifest reasons I must sign myself 

Feb. 7. A. B. C. 


THE LANCET 100 YEARS AGO 


February 9, 1839, p. 719. 
From an article on digestion by Mr. Henry Ancell. 


... The proper function of the liver is believed to be that 
of acting upon the blood, venous or arterial, as the case 
may be, for the production of the bile, and the production 
of bile the end in view in furnishing an animal system 
with a liver. Conjectures have been thrown out from time 
to time that this organ, from its magnitude and situation, 
must be endowed with some more essential function, 
but none of these have been generally received as worthy 
of credence; ... but I submit whether the liver is not an 
organ of digestion, properly so called, occupying the 
situation which it does for the purpose of preventing the 
passage into the general circulation of those soluble 
substances taken up by the branches of the vena porte, 
which are likely to prove injurious to life, and for the 
purpose of affecting the first changes upon other principles, 
after their absorption. ... I am inclined to think that 
every meal, and every species of food capable of perfect 
digestion, furnishes the elements of some of the principles 
of bile at the commencement of the process, which are 
conveyed by a kind of lesser circulation, somewhat 
resembling the smaller or pulmonary circulation, through 
the liver, to whose action it is submitted, in a circuit 
back again to the duodenum, for the completion of its 
own digestion and defecation. 
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GRAINS AND ‘SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AUTOLYCUS 
II—BOOKS AND BANQUETS 


Last week I threatened to return to the subject of 
medical authorship, and I have not relented. Those 
who are familiar with the classics of the last century, 
such, for example, as Gowers’ famous and 
unrivalled text-book, Byrom Bramwell’s clinical 
lectures, or, to go further back still, Murchison’s 
** Continued Fevers,” will be keenly aware that the 
quality of medical writing is not what it was. In 
those leisurely days a man had time to think and 
authorship was for & serious responsibility 
prepared for by years of careful clinical and patho- 


logical observation, and by the detailed recording of 


his material as it passed through his hands. Finally, 
in maturity he sat down to distil the essence of his 
experience and to inform it with his ripe judgment. 
He did not write simply because an enterprising 
publisher’s traveller had persuaded him that there 
was “room on the market ” for a work on his subject, 
and while he may not unreasonably have hoped that 
his book would enhance his reputation his prime 
impulse to write came from the knowledge that he 
had something to impart to his professional brethren. 
A clinical text-book of the first rank can be written 
on no other basis than that of personal experience 
and the capacity to live over again that experience 
as the writer sits down to his task. It was in such 
circumstances that the works I have named, and 
doubtless others that will occur to my readers, were 
composed, and thus it is that they still retain the 
breath of life, where much modern writing smells 
only of the lamp, and can yet be read with keen 
intellectual and artistic satisfaction even by those 
not specially interested, or deeply versed, in the 
particular fields of medical knowledge with which 
some of them deal. They were works of art as well 
as text-books. The charm of these older writers is 
most readily seen in their general descriptions of the 
course and features of some malady from its onset to 
its close. They had the conception of disease as a 
process, a sequence of events, representing a struggle 
between the organism—the individual—and some 
pathogenic agency. For them disease was not an 
entity having independent existence, but a chain 
of events. They told its story as a continuous tale, 
and gave each malady an individuality: that 
individuality by which the true clinician identifies it 
throughout the range of its variations. It is this 
quality that lends these clinical descriptions their 
vividness and life, and impresses them upon the 
mind in a way that a drab catalogue of signs and 
symptoms can never do. It would be ungenerous to 
maintain that we have not to-day a few text-books 
of this quality, but where so many are written it is 
inevitable that they, should remain the rare and 
delightful exception. The truth is that the task of 
authorship is quite differently thought of now by 
many medical writers. They do not wait until they 
can write from their own experience, for authorship 
has perhaps become too deeply involved for its own 
good in this affair of career-making. Perhaps for text- 
books, as for memoirs, authors are born and not 
made, but even the born author should write from 
his own knowledge, acquired by personal observation, 
and not by compiling a composite pré¢is from a pile 


still | 


of other men’s books on the floor beside his desk. 
For a medical author the writing of a book should be 
the crown of his labours and not a first step on the | 
ladder of a career. But if publishers will continue 
to tempt young men, they will go on writing, and 
the booksellers’ show cases and shelves will continue 
to groan under the deadweight of stillborn works on 
medicine, while well-written, authoritative text-books 


will remain rare. 


* * * 


Now it was not for this solemn moralising that the 
editor designed me, but for something more in the 
nature of light relief, and it is time for me to revert 
to type. So I pass from books to banquets, from 
the sublime to the ridiculous, for medical banquets 
are never sublime and are often not sufficiently 
amusing to escape the ridiculous. 


_ The Shorter O.E.D. gives two definitions of a . 
banquet: namely, “a sumptuous entertainment of 
food and drink” and “a ceremonial or state feast 
followed by speeches.” I suggest a variant, thus: 
“a sumptuous entertainment of food and drink 
ruined by speeches.” These speeches! What anti- 
cipatory agonies for most of the speakers, what 
realised boredoms for the listeners! We all know 
their dreadful sequence. First there is the loyal 
toast. It is short and to the point. We like it for its 
own sake and because after it we can return to our 
tobacco. Then the guest of the evening rises to propose 
the toast of the particular medical institution or 
society whose banquet he is adorning. Usually he is 
some distinguished layman, and it is always interesting 
to the student of after-dinner oratory, that most 
neglected and abused of the arts, to watch the lay 
speaker facing up to a medical audience. First let us 
be frank and admit that no healthy minded layman 
can possibly like doctors as a class.' They have the 
most unpleasant associations in his mind. These are 
laid down in infancy and become conditioned reflexes. 
There is an interesting—but somewhat distressing 
—experiment by which this may be demonstrated. 
If you go into a class-room in an infant school and 
utter the single word ‘‘ doctor,” more than half the 
children present will automatically thrust their faces 
forwards, open their mouths and protrude their 
tongues—not out of any motive of disrespect, but 
because they have endured the amenities of what is 
called ‘‘ child welfare ” and associate a doctor with 
a person who looks down their throats to see whether 
their tonsils are gone already, or still remain to be 
plucked. 

Is it surprising, therefore, that the layman’s impulse 
is to regard us all as at best but regrettable necessi- 
ties ? So conscious is our speaker of this unuttered— 
and unutterable—sentiment that he is instinctively 
moved to hide it by extremes of eulogy in character- 
ising our activities. Fortunately for this desire there 
is yet another expression that pops up unbidden into 
his mind. He recalls having heard—and who has 
not heard it—that ours is a “ noble profession,” and 
he clings to this and makes it the keynote of his 
speech. This cue is all very well, but again he cannot 
forget that doctors are an odd lot, inclined to be 
oracular and authoritarian, and requiring to be 
placated. In the end his speech is a compromise and 
takes on the character of a bishop’s address to a class 
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of catechumens awaiting confirmation in the front 
pews. He pats us on the back, speaks of the relief 
of suffering as our first preoccupation and only 
possible interest. Passes on to a quasi-humorous 
reference -to the occasions—not rare indeed—when 
doctors differ, and proceeds to tell that hoary tale— 
told apparently to every invalid by every doctor 
some sixty years ago—of how he was given “six 
months to live” and yet look at him. We have to, 
and continue to hope that he is nearly finished, but 
like so many speakers he can’t finish. He hasn’t 
thought of a peroration and has talked out his text, 
but finally he sputters out like a dying firework and 
sits down. By this time the audience has grown 
somewhat restive. 
there begins a steady trickle of guests furtively creep- 
ing out between the tables for those mysterious visits 
that banqueters are so prone to. Within a few seconds 
there are many gaps in the ranks of the assembled 
sitters, the average age of those remaining has notably 
declined and so has the average blood pressure. 
However, within a few minutes the absentees troop 
_ back, having taken a fresh lease of life, and the toast- 
master announces the next speaker who is to return 
thanks. Although this speaker is a doctor and knows 
better, he has to pipe to the first speaker’s tune, and 
is constrained therefore to confirm the high opinion 
of our profession to which the proposer of the toast 
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gave such gracious utterance. He in his turn says 
what an eminent person, and how eloquent, the guest 
of the evening is, and sits down amidst perfunctory 
claps. So far humour has. been absent from the 
proceedings—or not noticeably present—but now it 
is someone’s turn to propose the health of the 
remaining guests en bloc. Human nature can stand 
no more pomposity so the next speaker is expected 
to be humorous. The press representatives who are 
present now gather up their notebooks and pencils 
and beat a retreat. Not only are they completely 
disillusioned about this banquet business, but they 


_ know that humour is taboo in press reports of dinners, 


and is generally frowned upon in English public life. 
No one trusts a humorist, though we may laugh with 
him, and to allow one’s self to be a wag in public is 
to blight one’s hope of a career anywhere but on the 
music hall stage. Still he who proposes the toast of 
the guests is expected to make this sacrifice, so 
someone of whom nothing much can be expected in 


_ future is picked upon for the task. I have, in fact, 


sometimes been asked to do it myself, so I speak 
with authority. 

And now, as it seems that I am about to speak 
myself, the moment is opportune for some exposition 
of my views as to how after-dinner speeches should 
be composed and delivered. These can easily wait 
until next week. 
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NOTES ON CURRENT TOPICS 


Cost of Public Assistance 


IN the House of Commons on Feb. 1, Mr. S. O. 
DAVIES moved: That, being of the opinion that the 
existing inequalities in the burden of public assistance, 
due to exceptional distress in some areas and com- 
parative prosperity in others, constitute an anomaly 
calling for redress, the House would welcome a 
measure to spread the burden more equally over the 
whole country. It was now admitted even by the 
present Government, he said, that the block grant 
very largely failed to meet the legitimate needs and 
demands of the Special Areas. It was regrettable 
that the promise made by the Government during the 
passage of the Unemployment Act, 1934, that the 
state would assume complete financial responsibility 
for the able-bodied unemployed had not been carried 
out. The position was that public assistance 
committees, even in the most distressed areas, had 
been compelled to make a contribution under the 
Act to the tar ar ioe aaa Assistance Board equal 
to three-fifths of the expenditure on the able-bodied 
unemployed. This provision had operated with 
extreme harshness on the areas with the highest 
degree of distress, The expenditure on public 
assistance should be equated all over the country, 
and the whole of public assistance should become a 
national charge.—Mr. LEONARD, in seconding the 
motion, said that apart from the very heavy burden 
cast upon the resources of local authorities in respect 
of those who were held to be outside the scope of the 
scheme of the Unemployment Assistance Board, 
even those who were within that scope were not being 
attended to as they should be by the Government. 
The local authorities still had to provide for medical 
requirements, and a medical certificate was even 
required to work the Unemployment Assistance 
Board’s scheme. In Glasgow, for example, in one 
year they had to issue no fewer than 39,520 medical 
certificates for that purpose, and not a halfpenny 
came back to the local authority in recompense. 
The fact that poor people had not now to apply to a 
poor-law authority had reduced their reluctance to 
apply for relief, and the resulting increase in ‘the 
number of applications had increased the burden 


on the finances of the local authorities, especially 
in the distressed areas.—Sir GIFFORD Fox said that 
the scheme suggested by Mr. Davies would revolu- 
tionise the system of local government. Money 
would be raised by one local authority and spent 
by another far away. This cut across the principle 
that there should be no taxation without representa- 
tion. The proposal would encourage a large amount 
of ‘‘ squandermania.”’ The present block-grant system 
was based on the balance of need. It was revised 
every five years, and if local authorities found that / 
the circumstances had changed in their areas they 
were able to make their case for the adjustment 
of the grant. The third quinquennial period started 
on April 1, 1937, and the national block-grant pool 
was increased from £43,922,000 to £46,172.000. The 
local authorities were also helped by the Unemploy- 
ment Insurance Act, 1934, which relieved them of con- 
tributions in respect of certain classes of able-bodied 
unemployed costing £2,180,000. In addition, the 1937 
Act provided for a revision of the method of distri- 
buting the block grant in favour of the poorer areas. 


Mr. BERNAYS, Parliamentary Secretary to the 
Ministry of Health, said that it could not seriously 
be argued that the state should take over the costs 
of public assistance without also taking over the 
administration, and that would substantially diminish 
the powers of local authorities. Moreover, if the 
burden of public assistance was too great for some 
authorities to shoulder, it might well be argued 
that that was true also of other local services. Such 
a line of argument led in the end to a position in which 
local government would virtually disappear, which 
would undoubtedly be a major disaster. He could 
think of no social service which was so essentially a 
local service as public assistance. As to the suggested 
pooling of rates, such a system would endanger not 
only the autonomy of local authorities but also their 
efficiency in relieving distress. In cases where the 
greater part of the cost of relief would fall on another 
authority and not on the one incurring the expenditure 
the chief essential for prudent administration would 
be removed. The Government had gone far to meet 
the case by the recent alteration in the assessment 
of the block grant, which was designed to bring 
greater assistance to the hard-pressed areas. 
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Safety in Mines i 

In the House of Commons on Feb. 1 Mr. JAMES 
GRIFFITHS asked the Secretary for Mines if it was 
intended to introduce legislation during this session 
to deal with the report of the Royal Commission on 
safety in mines.—Captain CROOKSHANK replied that 
the government had given careful consideration to the 
report and the necessary preparations for a bill 
to implement its findings was being put in hand 
immediately. Such a measure would necessarily 
be long and complicated and could not be ready for 
introduction this session. He added that the report 
called attention to a number of improvements which 
it is possible for the industry to make on its own 
initiative, and he therefore invited all concerned to 
see how far such recommendations could be imple- 
mented in advance of any legislation. 


Civil Medical Defence Services 


In the House of Commons on Feb. 2, in answer to 
a question from Sir FRANCIS FREMANTLE, the 
MINISTER OF HEALTH said that plans had now been 
made for finding about 200,000 beds in existing 
hospitals and institutions in the first 24 hours of an 
emergency by sending patients home and transferring 
them to other accommodation and by putting addi- 
tional beds and equipment in the wards. Another 
100,000 could be found later by using ancillary 
parts of hospitals not at present used as wards. 
To enable these plans to be put into operation, 
considerable quantities of spare beds and bedding 
and other equipment had been obtained and were on 
order. Plans had also been drawn up for the group- 
ing of the hospitals and the working arrangements 
which would operate between the individual hospitals 
in war-time. Progress was also being made with the 
creation of new hospital accommodation. The 
Ministry’s hospital ofticers had noted buildings and 
land adjoining hospitals in their several] regions which 
were suitable for expansion, and plans for new 
hospital units were under consideration. Local 
authorities were making good progress in securing 
the necessary transport for ambulance work. In 
London for instance, 1200 commercial vehicles had 
already been earmarked as ambulances and these 
were additional to the fleet of some 250 peace-time 
ambulances controlled by the county council and to 
the 300 Green Line coaches, provision for the 
immediate conversion of which had already been made. 
As regards personnel, the Minister said he was meeting 
a representative gathering of the medical profession 
on Feb. 15 in order to discuss a scheme for allocating 
doctors as far as possible to the most suitable kinds 
of work in the event of war, full use being made of the 
register compiled by the British Medical Association. 
The Central Emergency Committee for Nursing 
recently appointed had begun its work of registering 
and organising reserves of nurses and nursing 
auxiliaries, 

Charitable Collections 


On Feb. 3 in the House of Commons Mr. CRAVEN- 
ELLs, in moving the second reading of the Charitable 
Collections (Regulation) Bill, said that the abuse 
of charity collections, which became very acute 
immediately following the war, had been dealt with 
so far as street collections were concerned by an 
Act of 1916. It was now desired that house-to-house 
collections should come under similar control and 
regulation. After the tightening up of the control 
of street collections many of those who had been 
abusing that method of collection turned their 
attention to house-to-house collection. During the 
last few years the number of collections from house- 
to-house had increased by from 400 to 500 per cent. 
The present Bill, which had the support of the great 
national charities, provided that parties promoting 
a charitable collection must apply to the police for 
a licence. Persons were prohibited from acting as 
collectors on behalf of a promoter who did not hold 
a licence, but with the authority of the police 
applicants might obtain a certificate entitling them 
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to carry out purely local charitable collections without 
a licence. The Home Secretary would be empowered 
to give what was in effect an exemption to the great 
national charities from being called upon to apply . 
for a licence. Every collector would have to have 
a prescribed badge and a certificate. Collecting in 
the name of charity had been the playground for 
a certain type of racketeer for too long.—Sir ADAM 
MAITLAND took the view that the recognised voluntary 
hospitals should have the same right of exemption 
as the national charities —Mr. G. LLOYD, Under- 
Secretary, Home Office, said it was the intention of 
the Home Secretary to set up an advisory committee 
to advise him in regard to exemptions. 

He thought that clause 3 of the Bill included hos- 
pitals. They did not want to interfere with legitimate 
collections. 

Veterinary Education 


Sir ARNOLD WILSON asked the Minister of Agri- 
culture whether he had considered the very serious 
condition of veterinary education disclosed in the 
report of the Inter-Departmental Committee on 
Veterinary Education published last September, 
and whether the urgent need for increased financial 
aid from the Exchequer disclosed in the report 
would be met by making the necessary provision in’ 
his department’s estimates for the forthcoming year. 
—Mr. W. S., Morrison, Chancellor of the Duchy 
of Lancaster, replied that having regard to the 
far-reaching nature of the committee’s recom- 
mendations it had been thought desirable to seek 
the views of the institutions and professional bodies- 
likely to be affected, but the report would receive most 
careful consideration. In the meantime the main- 
tenance grants were being increased in certain cases. 


Rating Relief for Hospitals 


On Feb. 3, in the House of Commons, Mr. H. G. 
WILLIAMS moved the second reading of the Voluntary 
Hospitals (Relief from Rating) Bill. He said that 
it was a little doubtful whether voluntary hospitals 
could properly be charged with rates, because the 
basis of valuation for rates was the rent which a 
willing tenant would give to a willing landlord, and 
he could not imagine anybody renting a hospital. 
On the other hand, since 1867, as a result of a judg- 
ment in another kind of case, voluntary hospitals 
had in fact been rated, except in one or two areas 
where the local authorities themselves had obtained 
powers not to rate them. He was merely proposing 
in this Bill that the example set by the city of Glasgow 
and a Yorkshire borough should be generally followed. 
The hon. Member was still speaking when at 4 o’clock 
the debate was automatically adjourned under the 
rules of the House. 


In the House of Commons on Feb. 2 the Milk 
Industry Bill was withdrawn. 


QUESTION TIME 
THURSDAY, FEB. 2 
The General Medical Council 


Mr. GaLLAcHER asked the Minister of Health whether 
he would consider legislation for the supersession of the 
General Medical Council and its replacement by a new 
body possessing the same powers, but containing at least 
one-half of directly elected medical practitioners, and with 
an age-limit for its members of 65 years; and whether 
he would take the requisite steps to set up a committee 
representative of all interests to consider and report upon 
the necessary steps to be taken to this end.—Earl 
WINTERTON (Paymaster-General) replied: Certain repre- 
sontations with regard to the General Medical Council 
have recently been made and are at present under con- 
sideration, but I am not yet able to make any statement 
on the subject. 


Protection of Water-supplies 
Mr. GALLACHER asked the Minister of Health if any 
steps had vet been taken to ensure that men engaged on 
water-supplies were not germ carriers and to provide 
proper hygienic arrangements for all men engaged on such 
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work.—Mr. Error replied: A memorandum on this 
subject was issued to all water undertakers on Jan. 30. 


Silicosis 


Mr. Exuis SmirH asked the Paymaster-General, as 
representing the Lord President of the Council, if the 
inquiry being made into questions that had arisen from 
silicosis, and being carried out by the Industrial Pulmonary 
Diseases Committee, included the pottery industry and 
any other industries.—Earl WINTERTON replied: Various 
investigations are being made under the direction of the 
industrial pulmonary diseases committee of the Medical 
Research Council in addition to the special inquiry into 
chronic pulmonary disease among coalminers. These 
include laboratory researches into the problem of silicosis 
generally. Inquiries have also been made regarding silicosis 
in particular occupations, including pottery work, stone 
cutting, and lead mining, and reports have been published. 

In reply to a further question Earl WINTERTON said the 
urgency of the matter was fully realised and the work 
was being pressed forward with all possible speed. 


Campaign against Rheumatism 

Mr. Davip Apams asked the Minister of Health whether, 
with a view to raising the health standards of the popula- 
tion, he had considered the necessity of instituting a 
mational campaign against the widespread disease of 
rheumatism.—Mr. Eror replied : In view of the activity 
of the Empire Rheumatism Council and other bodies, 
I am not satisfied that the present time is opportune for 
a campaign of the kind suggested. 


MONDAY, FEB. 6 
Attested Herds in Carmarthen 


Mr. Horxin asked the Minister of Agriculture how many 
attested herds there were in the county of Carmarthen 
up to date; how many herds were waiting to be tested ; 
what was the cause of the delay in testing; for what 
length of time was testing suspended ; and was he satisfied 
that the number of veterinary staff was sufficient to cope 
with the farmers’ demands for testing their herds.—Mr. 
RaAMSBOTHAM replied: There are 1419 attested herds in 
the county of Carmarthen, 333 herds awaiting official 
test and 370 herds undergoing assisted tests. While in 
certain cases more than the minimum period of 60 days 
after the last assisted test carried out by the owner’s 
veterinary surgeon may elapse before the official test is 
made, generally speaking there is no considerable delay 
nor has there been any suspension of this work. The 
veterinary staff in the county has recently been augmented, 
and my right hon. friend is satisfied that, subject to the 
occasional necessity for diverting certain of the veterinary 
inspectors to other duties of exceptional urgency for 
short periods, the staff engaged in the testing of herds is 
sufficient. The position is, however, being kept under 
constant review. 

Drugs for Insured Persons 

Mr. THORNE asked the Minister of Health whether 
panel doctors were expected, and permitted under the 
regulations, to supply any drug they wished to panel 
patients.—Mr. BERNAYS, parliamentary secretary to the 
Ministry of Health, replied: Insurance practitioners are 
required by their terms of service to order any drugs which 
are necessary for the adequate treatment of their patients. 


Health Certificate for Naturalised Aliens ? 

Mr. HALL-CAINE asked the Home Secretary whether, 
in view of the increased. number of persons now receiving 
British nationality, he would consider the desirability of 
making an additional condition that such nationality 
could only be granted if the applicant could provide a 
medical certificate to show that he was in reasonably good 
health and free from hereditary disease.—Mr. GEOFFREY 
Luoyp, under-secretary, Home Office, replied: No, Sir. 
My right hon. friend does not think he would be justified 
in imposing such a condition. 

Reconditioning Centres 

Sir RatpH GLYN asked the Minister of Labour how 
many men had taken advantage of the various recon- 
ditioning centres during the last 12 months; how many 
of these centres were in operation ; and whether any new 
centres were to be opened in the special areas in order to 
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enable young men on unemployment relief to fit themselves, 
if they so wished, to join the services after qualifying for 
the necessary medical and physical standards.—Mr, 
ERNEST Brown replied: During the year ended Dec. 31 
last 26,352 men were admitted to training at Ministry 
of Labour instructional centres, summer camps and local 
training centres. There were in operation 25 instructional 
centres, 10 camps during the summer, and 4 training 
centres. A fifth training centre has recently been opened. 
These centres are all situated in special areas. It is 
proposed to open a new local centre at Carfin in the 
Scottish special area. The object of all these centres is 
to help men, particularly men in the special areas and 
other areas of heavy unemployment, to fit themselves 
for employment. 
Disabled Ex-Service Men 

Sir ARNOLD WILSON asked the Minister of Labour how 
many ex-Service men were registered as wholly unem- 
ployed at the last convenient date; and how many of 
them in employment or unemployed were 50 per cent. 
or more disabled, or had lost a limb.—Mr. ERNEST BROWN 
replied: As regards ex-Service men generally, no figure 
is available since May 9, 1938, when the number recorded 
as wholly unemployed was 267,893. The number of 
disabled ex-Service men registered as wholly unemployed 
on the latest available date (Jan. 9, 1939) was 27,707. 
Statistics of percentage disability are not available, but 
of the 27,707 unemployed disabled men 12,183 were 
persons whose disability would prevent them from 
returning to their usual occupations but would not preclude 
them from employment under ordinary industrial or 
commercial conditions on what might be described as a 
light job, and 244 were persons whose disability rendered 
it difficult for them to be employed under ordinary 
industrial or commercial conditions except in some institu- 
tion specially designed for men suffering from severe 
occupational disability. 

TUESDAY, FEB. 7 
Emergency Hospitals in War-time i 

Sir GirrorD Fox asked the Secretary of State for War 
how many offers his department had received of buildings 
for emergency hospitals in time of war; how many of 
such premises had been inspected by his department ; and 
what percentage of the offers, as a whole, had been 
definitely accepted and refused, respectively.— Mr. HORE- 
BELISHA replied: 131 offers of buildings for use as emer- 
gency hospitals in war have been received by the War 
Office, several of which seem likely to be suitable for 
army purposes. To date, two of these buildings have been 
inspected. None have been definitely accepted or refused, 
pending consultation with other interested departments. 
It will be borne in mind that we already have both 
Regular and Territorial military hospitals. 


Hospital Services on Tyneside 

Sir ARNOLD WILson asked the Minister of Health 
whether he could make any further statement as to the 
action contemplated on the report of the Royal Com- 
mission on Local Government in the Tyneside Area, 
Cmd. 5402, 1937.—Mr. ELrLIoT replied: I understand 
that discussions between the Northumberland county 
council and the Newcastle and Tynemouth county borough 
councils with regard to the coédrdination of hospital 
services are taking place. I do not think that any action 
can at present be usefully taken by my department. 


Midwifery in Scotland 


Mr. MATHERS asked the Secretary of State for Scotland 
the number of midwives employed under the 1937 
Maternity Services Act directly by local authorities 
through voluntary organisations, and by arrangements 
with those in private practice, respectively ; and for 1937 
the percentage of births in Scotland attended by mid- 
wives, and the percentage in which medical assistance 
was required by the midwife.—Mr. COLVILLE replied : 
No midwives are as yet engaged in service under the 
Maternity Services (Scotland) Act, 1937. Of the total 
births notified in Scotland during 1937 the percentage 
attended by private midwives was approximately 24. 
Medical assistance was required by midwives in approxi- 
mately 8 per cent. of the total births, equivalent to 
33 per cent. of the births attended by midwives. 
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OBITUARY 


JOSEPH LEWIN PAYNE 
O.B.E., M.R.C.S., L.D.S. 


Mr. Lewin Payne, consulting dental surgeon to 
Guy’s Hospital, died suddenly on Jan. 31 at the 
age of 67. He was born in London, the son of 
William Payne of the Guildhall, and was educated 
at the City of London School and at Guy’s Hospital. 
He took his L.D.S. in 1895 and qualified in medicine 
in 1899. After being lecturer in dental mechanics at 
the Guy’s dental school and assistant dental surgeon, 
he became full dental surgeon at Guy’s in 1904. 
He was a dentist of great ability and was keenly 
interested in the 
scientific aspects of 
dentistry. Many 
generations of 
students will 
remember his skill 
as a teacher and 
his fairness and 
kindliness as an 
examiner to the 
Royal College of 
Surgeons and the 
universities of 
Leeds and Birming- 
ham, Lewin Payne 
was an active 
member of the 
British Dental 
Association and 
president of its 
metropolitan 
branch. He had 
also been president 
. of the odonto- 
logical section of the Royal Society of Medicine and 
of the British Society for the Study of Orthodontics. 
He was a sound pathologist and the monograph on 
odontomes which he wrote in 1914 with Douglas 
Gabell and Warwick James ranks with Bland- 
Sutton’s classic work. Their classification has been 
accepted as the basis for all subsequent research on 
these elusive tumours. No-one ever heard Lewin 
Payne say an unkind word of others. He was a 
loyal friend and colleague and a man of simple and 
unaffected piety. 

In 1900 Mr. Lewin Payne married Mary,the daughter 
of Charles Deny, and he leaves a widow and one son. 


ROBERT COCHRANE BUIST 
M.A. ST, AND., B.A. CAMB., M.D, EDIN., LL.D. 


THe death of Dr. Buist of Dundee on Sunday 
last ends a life of unusual vigour and influence. 
As a veteran of 78 he was still young in mind and 
full of interests, and he did much besides the medical 
work in which he was engaged for fifty years. 

A son of Thomas P. Buist, he was born in 1860 
in the city where his life was mostly spent. From 
the High School he passed to St. Andrews University 
and from St. Andrews to Cambridge as a senior 
scholar of Corpus Christi. For his medical studies 
he went to Edinburgh, where he graduated in 1888; 
and here he not only maintained himself by teaching 
but founded the Student—which he carried on unaided 
for two years—and was junior president of the 
students’ representative council. At the jubilee 
celebrations of 1934 Buist’s services to the student 
life of Edinburgh were recognised by his being 
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made LL.D., an honour which he had received from 
St. Andrews ‘two years before. 

After a short time in Vienna, where he concentrated 
on gynscology and obstetrics, he started practice in 
Dundee, where in due course he joined the gynæco- 
logical staff of the Royal Infirmary, also lecturing on 
the subject in St. Andrews University. His local 
activities became very numerous: apart from 
strictly medical appointments he was at various 
times member of the health-insurance committee, 
chairman of the medical-benefit committee, president 
of the Dundee German Circle, a founder of the 
Dundee Symposium and of the Citizens’ Association 
and chairman of directors of the Dundee Crematorium. 
But his range was also wider. He was a member 
of the Scottish committee of the British Medical 
Association from 1904 onwards, and was elected a 
vice-president of the association; he was formerly 
chairman of the Central Midwives Board for 
Scotland ; and he served on the Royal Commission on 
Voluntary Hospitals and the Scottish Departmental 
Committee on Hospital Services. 

A junior colleague at the Royal Infirmary writes : 
“In a sense, he still led us; his keen brain and 
penetrating thoughts were greatly valued at our 
staff meetings, which he seldom failed to attend, and 
at those happy meetings when the staff of Hospital 
and of the University College met socially. His wit, 
culture, and enterprise forced us to cast aside our 
cares and acquire from him some of his youth. Lately 
his professional work had mainly been carried out at 
Maryfield Hospital, where, until the last few months, 
he had been consulting obstetrician and gynecologist. 
His activity was remarkable; he invariably walked 
to and from the hospital, a distance of two or three 
miles, when going to operate. His tall figure going 
briskly along the street made one realise that old age 
sometimes comes alone; here was a man old in 
years but young in spirit and physique.” He seldom 
wore an overcoat, and had been a vegetarian—at first 
on humanitarian grounds, but later for reasons of 
health—since 1887. In early days he was a notable 
cross-country runner. 

In his leisure hours Buist translated German 
poetry into the “ Doric,’ and wrote much original 
verse both in English and Scots. Politically he inclined 
to the Left and he was president of the university 
Socialist group in Dundee and district. At the end 
of his life he was taking part in the movement for 
sending food and medical supplies to Spain and for 
the care of refugees. 

Dr. Buist’s wife, a daughter of William Mackenzie, 
of Carron, Strathspey, died a few years ago. His 
son is a major in the Royal Army Medical Corps, and 
his two daughters are married. His surviving brother, 
W. H. Buist, was formerly lord provost of Dundee. 


THE LATE PROFESSOR WOOLLARD 


Mr. J. B. Gurney-Smith writes: ‘As an old pupil 
of Prof. Woollard’s at Bart’s may I pay my tribute 
to him? In common with numerous other students, 
I stand and salute a great teacher, a great adminis- 
trator, and a great personality. His anatomy depart- 
ment at Bart’s was faultlessly run and all connected 
with it—demonstrators, students and the dissecting- 
room attendants—were alike inspired by the flame of 
professorial authority. The new Charterhouse depart- 
ment is his living memorial. 

‘‘His lectures were a delight both from the 
aspect of gaining knowledge and from the linguistic 
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aspect also. He had a wonderful command of 
English and his billowing and rhythmic cadence still 
lives in one’s memory. Who was not impressed as 
he heard the recital of the wanderings of the 
vagus nerve, or the distribution of tracts in the cord ? 
The relation of anatomy to medicine was apparent. 

‘‘His forceful personality made a deep impression. 
He was never one with whom to trifle or who 
suffered fools gladly, but the interests of his students 
he had much at heart and even if one had little 
intimate contact with him one felt he was interested 
just the same. His knowledge of literature and 
affairs was evident in his teaching and his philo- 
sophical asides were profound and pungent. Students 
have lost an inspiring leader and members of the 
profession an inspiring colleague.” 


Dr. GILBERT RICHARDSON, who died in London on 
Feb. 6 at the age of 86, was born at Nelson, New 
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Zealand, son of Ralph Richardson, J.P.. D.L., of 
Greenfield Hall, Flint. He was educated at Marl- 
borough, Adelaide, Downing College, Cambridge, 
St. George’s Hospital and Trinity College, Dublin, 
taking his medical degree at Dublin in 1879, and the 
M.R.C.P. three years later. After resident appoint- 
ments at the Metropolitan and Bethlem hospitals he 
settled in Putney where he remained in practice 
throughout his life. His active and inquiring mind 
led him in early years to contribute to medical 
journals on many subjects, among them infantile 
scurvy, the heredity of phthisis, the management of 
the third stage of labour, and the use of sulphonal 
as a hypnotic. Later he became president of the 


` South-West London Medical Society and was on the 


council of the Irish Medical Schools and Graduates’ 
Association. He was an advocate of the value of 
outdoor pursuits and made some mark himself at 
cricket, rowing and yacht racing. He married the 
second daughter of Lieut.-Colonel Hammond. 


MEDICAL NEWS 


University of Cambridge , 
On Feb. 3 the following degrees were conferred :— 


M.B., B.Chir.—B. E. Miles, J. S. Phillpotts, H. St. ©. C. 
Addis, and D. O. Walker. 


Royal College of Physicians of London 

The following lectures will be delivered at the college, 
Pall Mall East, S.W.1, on Tuesdays and Thursdays at 
5 P.M.: on Feb. 23 and 28, Dr. Donald Stewart, industrial 
incapacity and modern medicine (Milroy lectures); on 
March 2, 7, and 9, Dr. H. P. Himsworth, diabetes mellitus 
(Goulstonian lectures); on March 14 and 16, Prof. 
W. W. D. Thomson, primary carcinoma of the lung 
(Lumleian lectures); on March 21 and 23, Prof. J. A. 
Gunn, the pharmacological actions and therapeutic uses 
of some compounds related to adrenaline (Oliver-Sharpey 
lectures) ; and Prof. J. A. Ryle, visceral neuroses (Croonian 
lectures). Members~of the medical profession will be 
admitted on presentation of their card. ; 


Scottish Conjoint Board | 

At recent examinations by the board of the Royal 
Colleges of Physicians and Surgeons of Edinburgh and the 
Royal Faculty of Physicians and Surgeons of Glasgow 
the following candidates were successful :— 


Frances A. M. Aldridge, M. H. Awwad, J. M. Bailey, H. J. 
Berger, Alexander Binnie, O. F. Campbell, F. J. Carter, Samuel 
Citron, J.C. Dick, Philip Dinner, Mostafa Farid, W. M. Fernando, 
Gavin Fleming, William Forsyth, W. E. Foy Benjamin Geneen, 
À. H. Germaine, Isaac Gottlieb, Michel Kolta, R. E. Lindsay, 
I. F. Logan, Chong-Leng Lo, C. E. Meade, N. A. Messih, C. E. 
Miller, R. D. Mishkin, D. C. Moir, C. S. P. Peiris, Alexander 
Robertson, Arthur Rubin, David Salamon, C. A. Samuels, 
R. S. Sanderson, B. C. Sen, Emanuel Snell, L. J. Spitz, L. G. 
Starr, William Tannock, Dorando Valerio, and J. A. Watson-Joe. 

The following graduates of recognised foreign univer- 
sities were also admitted licentiates :—- 


Liesel Appel, Jancsi Brody, J. C. Hayward, Moritz Herzberg, 
Hermann Kaufmann, Fritz Lachs, and Geza Szanto. 


Maternity and Child Welfare Conference 

A national conference on maternity and child welfare 
will be held at B.M.A. house, Tavistock Square, London, 
W.C.1, from June 27 to 29, under the presidency of Mr. 
Walter Elliot. The general question underlying the 
discussions at the conference is to be the needs and 
problems of parenthood, and the following subjects are 
included on the programme: safety in childbirth for 
mother and child; the encouragement of breast-feeding ; 
the nursery school, the nursery class, and the day nursery ; 
the child in relation to the foster-mother and the daily 
minder ; problems of parents with a physically defective 
child; propaganda in the maternity and child-welfare 
movement. <A clinical course for medical practitioners will 
be held on June 25 and 26. Further information may be 
had from the secretary of the National Association of 
Maternity and Child Welfare Centres and for the Prevention 
of Infant Mortality, Carnegie House, 117, Piccadilly, W.1. 


Society of Apothecaries of London 

Dr. Evan Bedford will deliver the second Joseph 
Strickland Goodall lecture in the hall of this society, 
Water Lane, E.C.4, on Wednesday, March 29, at 9 P.M. 
He will speak on left ventricular failure. Members: of the 
medical profession are invited to attend. 


University of Liverpool 


Dr. Leslie Cunningham has been appointed lecturer in 
clinical medicine in the university. 


Gresham College 


Dr. V. S. Hodson will give four lectures on physic at 
this college, Basinghall Street, London, E.C.2, from 
Feb. 14 to 17, at 6 p.m. His subject will be modern 
discoverers and their discoveries. Admission free. 


Fellowship of Medicine Debate 

On Friday, March 24, at 8.30 P.M., in the botanical 
theatre of University College, Gower Street, London, 
W.C.1, Mr. Somerville Hastings will move that the 
institution of a whole-time state medical service would be 
in the interests of the nation’s health. The motion will be 
seconded by Dr. D. Stark Murray, and it will be opposed 
by Sir Henry Brackenbury and Dr. Frank Gray. Applica- 
tions for tickets should be made to the fellowship, 
1, Wimpole Street, W.1. 


Congress on Brucella Infections 


The federation of medical societies of North Africa are 
holding their annual congress at Oran on April 3, 4, and 5, 
under the presidency of Dr. Jasseron. Discussions will be 
held dealing with aspects of the problem of brucellar 
infections in North Africa. Further information may be 
had from the secretary-general of the congress, Dr. René 
Solal, 16, Boulevard Maréchal Joffre, Oran, Algeria. 


Gifts to Hospitals 


St. Mary’s Hospital, London, has accepted a large house 
with 7 reception-rooms and 36 bedrooms and some 
30 acres of garden at Nettlebed, which was offered to the 
hospital by the family of the late Mrs. Robert Fleming 
for use as a convalescent home for patients. Contributions 
for the maintenance of the house, including one of £1000 
a year for seven years from Lord Nuffield, have been 
made, and the home will be ready to receive about 30 
patients early in 1940. 

The British Hospital for Mothers and Babies, Woolwich, 
has received an anonymous gift of £10,000 towards its 
building extension fund. A condition has been made that 
part of the money shall be used to found a ward for 
unmarried mothers. 

The Birmingham United Hospital has received a gift 
of £5000 from Mr. Frank Barnes, consulting surgeon to the 
hospital. The money is to be used to dedicate a four- 
bedded ward at the new Centre Hospital in memory of his 
mother, brother and sisters. 
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Institute of British Surgical Technicians 

On Friday, Feb. 17, at 8.15 p.m., at the Welbeck Hotel, 
Welbeck Street, London, W.1, Mr. T. Pomfret Kilner will 
deliver a lecture on plastic and reconstructive surgery. 
It will be illustrated by slides and a film. Members of the 
medica] profession may obtain tickets from the secretary 
of the institute, 6, Holborn Viaduct, E.C.1. 


Birth-rates in Soviet Russia 


The Soviet newspaper Pravda states that in 1937 the 
birth-rate in the U.S.S.R. was 18-19 per cent. higher than 
in 1936. The increase of population in 1937 (according 
to provisional figures) was a little more than 2 per cent. 
During the first ten months of 1938 there were 100,000 
more marriages in the Soviet Union than in the corre- 
sponding period of 1937. The number of divorces in 1937 
had declined by 47 per cent. as compared with 1936. 


Scottish Advisory Committee on Cancer 


The Secretary of State for Scotland announces the 
appointment of a committee to review existing facilities 
for the diagnosis and treatment of cancer, to recommend 
developments, and to examine means of coöperation 
between local authorities. The chairman is Mr. W. J. 
Stuart, F.R.C.S.E., and the members Dr. G. B. Fleming, 
Mr. H. L. F. Fraser, Dr. A. S. M. Macgregor, Mr. David 
Robertson, and Mr. J. J. M. Shaw, F.R.C.S.E., with 
Mr. A. J. Purves, of the Department of Health for 
Scotland, as secretary. 


British Postgraduate Medical School 


On Feb. 8 Prof. E. C. Dodds gave the first of six 
weekly lectures on hormones in relation to medicine and 
pathology. Dr. S. Levy Simpson will give the first of 
another series of six weekly lectures on Feb. 14. He will 
speak on diseases of the endocrine glands. Both these 
series of lectures will be at 4.30 p.m. Mr. C. Price Thomas 
will give three lectures on empyema and abscess of the 
lung on Feb. 17, 24, and March 3, at 2.30 mM., and Mr. 
Stanford Cade will lecture on radium on March 10, 17, 
and 24, at 2.30 p.m. Applications for tickets should 
be made to the dean of the school, Ducane Road, 
London, W.12. ` 

A special course of lectures on the treatment of war 
wounds and air-raid casualties, which is primarily intended 
for surgeons, will be held at the school from March 6 
to 24 at 5.30 p.m. The series will be introduced by 
Colonel J. M. Weddell, who will give a general survey of 
war injuries and medical arrangements. Other speakers 
will include: Colonel E. M. Cowell (who will discuss the 
general scheme for dealing with wounded, the prevention 
and treatment of shock, and preparation for transport), 
Dr. Janet Vaughan (blood transfusion), Mr. G. Gordon- 
Taylor (general principles in the treatment of wounds, the 
classification of cases, and wounds of the abdomen and 
genito-urinary system), Prof. G. E. Gask (wounds of the 
chest), Mr. St. J. D. Buxton (injuries of the lower limb), 
Mr. C. H. Frankau (injuries of the upper limb and joint 
injuries), Mr. P. H. Mitchiner (injuries to nerves and 
vessels), Mr. C. Max Page (amputations), and Mr. G. 
Jefferson (head injuries). Dr. A. E. Tudor Hart will also 
describe his recent experiences in the war in Spain, and 
a lecture on common infections of wounds is also included 
in the programme. Further information may be had 
from the dean. 


Safeguarding of Water-supplies 

A memorandum (No. 221) setting out the precautions 
necessary in the day-to-day administration of a water- 
supply has been sent by the Minister of Health to all 
water undertakings, including both local authorities and 
companies. Emphasis is laid on the need for care in the 
selection of workmen employed on any works where there 
is risk of conveying infection to the water; the clinical 
history of each workman, particularly with regard to 
enteric infection, should be thoroughly investigated, and 
every new workman employed where there is risk of con- 
taminating the water should be examined to ascertain 
swvhether he is likely to be a typhoid carrier, Regular 
inspection of gathering-grounds and rivers is recom- 
mended, and the protection of bore-holes from pollution 
is discussed: inspections, if necessary, over an area of at 
least two miles of the site of the well, and particular 
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attention to any cesspools or soakaways in the area, are 
advised. Where water is being supplied without treatment 
the undertakers should make frequent and regular analyses 
of the water. But the safeguarding of water-supply by 
special treatment such as chlorination likewise demands 
great care. ‘‘ There is often a tendency,” says the 
memorandum, “to think that, provided arrangements 
are made for chlorination,-safety is secured whatever the 
condition of the raw water. It cannot be sufficiently 
stressed that a policy of reliance on a single line of defence 
between the consumer and a polluted source of water- 
supply is fraught with danger. Not only should every 
effort be made, as has been suggested above, to keep the 
source as free as possible from pollution, but wherever 
practicable the method of treatment should be such as to 
provide at least two lines of defence such as, for example, 
chlorination, or other effective form of sterilisation, after 
storage or filtration.” 


Medical Diary 


Feb. 13 to Feb. 18 


SOCIETIES 


Boron SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
UESDAY. 
Therapeutics and Pharmacology. 5 P.M., Miss E. M. 
Widdowson: Heemoglobin Levels and Iron Administra- 
tion. Dr. W.W. Payne: Plasma Phosphates in Catarrhal 


Jaundice. Dr. Janet Vaughan and Dr. R. S. Saxton: 
Stored Blood for Transfusion. 

Psychiatry. 8.30 P.M., Dr. Ian Skottowe: Shock 
Therapy: a Plea for Proportion in Psychiatry. Dr. J. 
Brander will also speak. 

THURSDAY. 
Dermatology. 5 P.M. (cases at 4 P.M.), Dr. H. MacCormac : 


(1) Schaumann’s Disease, (2) Sarcoid followed by Lupus 
Erythematosus. Dr. B. W. Hunt: (3) Facial Hemia- 
Grophy and Scleroderma. Dr. P.B.Mumford : Emulsifying 
ases. 
Neurology. 8.30 P.M., clinical meeting at the National 
Hospital, Queen Square, W.C.1. 


FRIDAY. 
_ Physical Medicine. 4.30 P.M., Dr. J. H. Kellgren: 
Sciatic Pain. Dr.O. W. Buckley will also speak. 


Obstetrics and Gynecology. 8 P.M., Mr. James Wyatt: 
Endometrioma of the Ovary. (2) Pseudohermapbroditism 
E Granulosa Cell Tumour in a Child. Dr. Moore White : 

1) Granulosa Cell Tumour in a Girl. Mr. S. Gordon 
uker: (1) Radium Treatment of Menopausal Hæmor- 
rhage followed by Carcinoma of the Body of the Uterus 
Three Years Later. Mr. Leslie Williams: (1) Bilateral 
Myoma of Corpora Cavernosa. 
Radiology. 8.30 P.M., Dr. Peter Kerley: Radiology of 
Acute Respiratory Diseases. 
ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, Manson House, 26, Portland Place, W.1. 

THURSDAY.—8.15 P.M., Dr. C. Wilcocks : Tuberculosis in 
Natives of Tropical and Subtropical Regions. Dr. H 

-~ Harold Scott will also speak. 

MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 

MoNDAY.—8.30 P.M., Sir Arthur Hurst and Dr. H. L. Glyn 
Hugbes: Use and Abuse of Purgatives. 

NORTH LONDON MEDICAL AND CHIRURGICAL 
SOCIETY. . 
WEDNESDAY.—9 P.M. (Royal Northern Hospital, Holloway 
© Road, N.7.), surgical clinical evening. 
PADDINGTON MEDICAL SOCIETY. 
TUESDAY.—9 P.M. (Great Western Royal Hotel, Paddington, 
W.2), Dr. Charles Brook: Socialised Medical Services. 
TUBERCULOSIS ASSOCIATION. 

FRIDAY.—5.10 P.M. (26, Portland Place, W.1), general meeting. 
Mr. James Carver : Genito-urinary Tuberculosis. 8.10 PM., 
Dr. Basil Roberts: Cadmium in the Treatment of Pul- 
monary: Tuberculosis. Dr. Philip Elman: Healing by 
Natural Resolution in Pulmonary Tuberculosis, with or 
without Cavitation. Mr. G. E. King Turner: The Teeth 
as “Indicators ” in Pulmonary Tuberculosis. Mrs. White : 
Physical Treatment in Modern Thoracic Surgery. 

BRITISH a coca re OF RADIOLOGISTS, 32, Welbeck 
Street, .1. i 

ERIbAY.— 3.30 P.M., Prof. P. Lamarque Moat pe Miery: 
(a) Diffuse Skeletal Metastasis in Cancer of the Breast ; 
(b) Some Results of Historadiography. (Skinner lecture.) 

BRITISH: A LEVIE OF RADIOLOGY, 32, Welbeck 
Street, W.1. 

THURSDAY.—8 P.M., Mr. J. E. Roberts, Ph.D.: Protective 
Materials in the Use of Radium Surface Applicators. 
Mr. D. E. A. Jones: Method of Checking the hilovoltage 
in X-ray Therapy. Mr. A. C. Gunstone: Control Table 
Design. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields. 
TUESDAY.—1 P.M., Mr. Sampson Handley: Makers of John 
Hunter. (Hunterian oration.) 
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UNIVERSITY OF LONDON. 

TUESDAY.—5 P.M. (University College, W.C.1.), Mr. R. J. 
Ludford, D.Sc.: Recent Advances in Normal and 
Malignant Cellular Growth. (First of three lectures.) 

THURSDAY and FRIDAY.—5.30 P.M. (St. Bartholomew’s 
Hospital, E.C.1), Prof. E. R. Flint: Pre- and Post- 
operative Management of Surgical Cases. 

BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12. 

TUESDAY.—4.30 P.M., Dr. S. Levy Simpson : 
Endocrine Glands. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical.) 2 P.M., Prof. J. H. Dible: Tissue Reactions 
in Histological Diagnosis. 3 P.M., clinical and pathological 
conference (surgical). 4.30 P.M., Prof. E. ©. Dodds: 
Hormones in Relation to Medicine and Pathology 

THURSDAY.—2.15 P.M., Dr. Duncan White: Tadiolorteal 
demonstration. 3. 30 P.M., Dr. J. R. Minnitt : Analgesia 
and Ansesthesia in Obstetrics. 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynæcology). 2.30 P.M., Mr. C. Price 
Thomas: Empyema and Abscess of the Lung. 

Daily, 10 a.M. to 4 P.M., medical clinics, eal clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

ST. GEORGE’S HOSPITAL, S.W.1. 

THURSDAY.—5 P.M., Dr. Anthony Feiling: 
demonstration. 

WESTMINSTER HOSPITAL, Horseferry Road, S.W.1. 

TUESDAY.—5 P.M., Dr. Arnold Stott: Congestive Heart 
Failure. Mr. Rock Carling : Graves’s Disease. 


eau a ae FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. Robert Frew: Enuresis. 3 P.M., 
Dr. W. W. Pay ne: : Examination of Renal Function. 
Outpatient clinios daily at 10 a.M. and ward visits at 2 P.M. 
NATIONAL HOSPITAL, Queen Square, W.C.1. 
MONDAY.—3.30 P.M., Dr. Hinds Howell: Acute Myelitis. 
TUESDAY.—3.30 P. M., Dr. Purdon Martin : Neurosyphilis (3). 
WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: Clinical 
demonstration. 

THURSDAY.—3.30 P.M., Mr. G. Jefferson: Head Injuries (1). 

FRDAY.—3.30 P.M., Dr. E. A. Carmichael: Deficiency 
Diseases (1). 

Outpatient clinic daily at 2 P.M. 

HAMPSTEAD GENERAL AND NORTH-WEST LONDON 

HOSPITAL, N.W.3. 

WEDNESDAY.—4 P.M., Dr. H. M. Oddy: Jaundice. 

CENTRAL LONDON THROAT NORE; AND EAR HOS - 

PITAL, Gray’s Inn Road, W.C 
FRIDAY. —4 P.M., Mr. Archer Krang: 
museum specimens. 

TAVISTOCK CLINIC, Malet Place, W.C.1. 
MONDAY.—4.30 P.M., Dr. H. V. Dicks : Sex Perversions. 
THURSDAY.— 4.30 P.M., Dr. T. W. Mitchell : Theory of the 

Neuroses. 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Raneiogh Road, S.W.1 
FRIDAY.— 3. 30° P.M., Dr. Ibert Tidinow : Immunological 
Methods of Treatment in the Rheumatic Diseases. 
LONT Ga SCHOOL OF DERMATOLOGY, 5 Lisle Street, 


TUESDAY.—5 P.M., Dr. H. Corsi: Diseases of the Nails. 
WEDNESDAY.—5 P.M., Dr. I. Muende: Histo athology of 
gome Common Skin Diseases. (Chesterfield lectures.) 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SATURDAY. —MEDICAL SOCIETY OF LONDON, 

11, Chandos Street, W.1, Mon., Wed., and Fri., 5.15 P.M., 
primary F.R.C.S. ‘Physiology course. —ST. JOHN’S Hos- 
PITAL, 5, Lisle Street, W.C.2, afternoon course in dermato- 

logy. (Open to non-members. ) 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY. —4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Mr. Rainsford Mowlem : Modern Methods in the 
Treatment of Soft Tissue Injuries. 
LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M., Dr. J. T. 
of dermatological cases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.—4.15 P.M. (Royal Hospital for Sick Children), 


Diseases of 


neurological 


demonstration of 


Ingram: demonstration 


Mr. Matthew White: Affections of the Hip Joint in 
Children. 
Appointments 
BELSEY, R. M.B. Lond., F.R.C.S., surgical registrar and 


tutor at Ri. oma 8 Hospital London. 

DIAMOND, DAVID, M.R.O.P., D.P.H., deputy medical officer of 
health for the city and | port of Hull. 

ELLIS, RONALD, M.D. Camb., M.R.C.P., hon. assistant physician 
to the Royal Liverpo ool ‘United Hospital, the David Lewis 
Northern Hospital branch 

EWEN, J. H., M.R.C.P.E., D. P.M., medical suber invenden 
at the Middlesex County Mental Hospital, Springtield ; 
and psychiatrist to Westminster Hospital, London. 

Hay, JANNETT C., M.D. Lpool, hon. physician to the Royal 
Liverpool Babies? Hospital. 

LOUDEN, MARGARET C., M.B. Lond., F.R.C.S., surgical registrar 
at the rou London Hospital for Women. 

MALCOLM, J. M.B. St. And., casualty othcer and surgical 
registrar d the King George Hospital, Uford. 


PEREIRA, ARTHUR, M.B. Lond., F.R.C.S., second aural surgeon 
to the Metropolitan Hospital, London. 

TOWNSEND, ERIC, M.D. Edin., D.P.H., assistant medical officer 
of f healt th for Bournemouth, 

WooLMeEeR, R. F., B.M. Oxf D.A., hon. anæsthetist to the 
Woolwich and District War Memorial Hospital. 

London County Council.—The following appointments are 
announced. A.M.O. (I) or (II) = assistant medical officer 
(class I) or (class IT) :— 

; M.D. Edin., M.R.C.P.E., A.M.O. (1), Arch 
JONES, A. D. W. , M.B. Lond., F.R.C.S., A.M.O. (I), St. Mary 


san the-tage EÈ. Wi M.B. Lond., A.M.O. oe St. George-in- 
e- 


grevin D. W aoe AMO. (II), 
-Paddington ; 
SMALLWOOD, À. L., M.B. So D.C.H., D.P.H., A.M.O. (1), 
oun e5; 
THoMPson, N. J. W., M.B. Belf., A.M.O. (1), North-Eastern ; 


and 
GLENNIE, CECILY M., M.B. Aberd., D.C.H., A.M.O. (II), 
Bethnal Green. 


Royal Sussex County Hospital, Brighton.—The following appoint- 
ments are announced :— 
M.B. Camb., M.R.C.P., hon. 


PROWSE, ©. BARRINGTON, 
physician ; 

MoGrReGoR, H. G., M.D. Lond., M.R.C.P., hon. assistant 
physician ; > an 

BROOKE, RALPH, M.S. Lond., F.R.C.S., hon. orthopedic 
surgeon. 

Examining Surgeon under the Factories Act, 1937: Dr. J.C. H. 
BIRD (Usk district, Monmouth). 


Births, Marriages, and Deaths 


BIRTHS 


BuxtTon.—On Jan. 31, the wife of Dr. K. L. Buxton, of Uganda 
—a son. 

EEKINGTON .—On Fep. 6, at Malvern, the wife of Dr. Guy 

on—a s 

FLACK.—On Feb. 8, “T5939, to Isabel, wife of Dr. I. Harvey Flack 
—a son, Robert Harvey Graham. 

GARNHAM.—On Feb. 1, at Kisuma, Kenya, the wife of Dr. 
P. C. C. Garnham—a daughter. 

GREY. on an 31, the wife of Dr. J. C. P. Grey, Muar, Johore 
—a daughter. . 

HavarRD.—On Feb. 5, at Oxford, the wife of Dr. R. Emlyn 
Havard—a son. 

HENDERSON.—On Feb. 2, at Atbara, Sudan, the wife of Dr. 
L. H. Henderson—a daughter. 

HoPE ScorTr.—On Feb. 6, at Grosmont, near Hereford, the 
wife of Dr. targa Ho She Scott—a son. 

MoNEr.—On Feb. 6, at ahabad, the wife of Capt. Charles 
McNeil, R.A. M.C.—a daughter. 

MavRice.—On Feb. 2, at Bude, the wife of Dr. Timothy 
Maurice—a da ughter. 

Srmon.—On Feb. 6. at Bentinck Street, W.1, the wife of Dr. 
George Simon—a, son. 

WatTLING.—On Feb. 6, the wife of Dr. John Watling, of 
New Barnet—a son. 


MARRIAGES 
PAIN ASTE .—On Feb. 1, at nao: Devon, Harry Guy 


ain, M.B., to Alice Muriel Hagu 
4, Wiliam Enraght, M.R.C.S., 


DEATHS 


Brucre.—On Jan. 23, at Vereeniging, Transvaal, S. Africa, 
Edna ee Bruce, M.B. Glasg. 

BursT.—On Feb. 5, at ace Robert Cochrane Buist, M.D. 
L . M.R.C.P.E., aged 81. 

CUFF. —On Jan. 31, at Scarborough, Robert Cuff, M.B. Lond., 


aged 91. 
in Con: Francis Eldon Horsford 


ENRAGHT—BESEKE. —On Feb. 
to Maud Beseke. 


Daunt.—On Feb. 6 
Daunt, L-R.C.P. T, L.R 
» at "Alvechurch, John Penn Gaunt, M.R.CS., 
age 


MILEY. Soa Feb. 3, at St. Mary Bourne, Hants, Miles Miley, 
M.B. Camb., aged 82. 

PaYNne.—On Jan. 31 ata eps Places, W.1, Joseph Lewin 
Payne, O.B.E., M.R.C.S., L.D.S., aged 67. 

RICHARDSON.—On rete ra Gilbert” Richardson, M.D. Dubl., 

M.R.O.P., of Elsworthy Terrace, N.W.3. 

WALKER, On Feb. 4, at Gillingham, Dorset, Arthur Walker, 
D.S.O., M.B. Camb., aged 60. 

N.B.—A fee of 78. 6d. is charged for the eer on of Notices of 

Births, Marriages, and Deat. 


THE Index and Title-page to Vol. II, 1938, which 
was completed with the issue of Dec. 31, is now 
ready. A copy will be sent gratis to subscribers on 
receipt of a postcard addressed to the Manager of 
THe LANCET, 7, Adam Street, Adelphi, W.C.2. Sub- 
scribers who have not already indicated their desire 
to receive indexes regularly as published should do 
so now. 
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V acancies 


For further information refer to the advertisement columns 


Altrincham, Cheshire, St. Anne’s Hosp.—Res. surg. O. oe 

Aylesbury, Royal Buckinghamshire Hosp.—Sen. res. ‘M.O 

Bedford County Hosp.—Second H.S., at rate of £150. 

Belfast, Queen’s University. —Tautor in obstetrics, £300. 

Birmingham, Monyhull Colony.—Res. asst. M.O.. 0. 

Bradford, St. Luke’s Municipal General Hosp. —Jun. obstetrician 
and "gynecologist, £300. Also H.P.’s and H.S.’s, each at 
rate of £150. 

Brighton, Borough I ie Disease Hosp. and Sanatorium.— 
Sen. res. M.O., £450. 

Bristol Eye Hosp. —Jun. H. S., at rate of £100. 

British Postgraduate Medical School, Ducane Road, W .12.—Two 
cas. O.’s, each at rate of £150. 

Canterbury, Kent and Canterbury Hosp.—H.S. to spec. depts., 
at rate of £125. 

Cardiff City Mental Hosp. eae —H.P., at rate of £200. 

Charing Cross Hosp. W.e.— Surg. reg., £150. 

Chorley and District Hosp. —H.S., at rate of £150. 

Colchester, Severalls Mental Hosp. —First asst. M.O., £875. 

Connaught Hosp., E. .—Hon. physician. 

Dewsbury and District General Infirmary.—Second H.S., £150. 

Dorchester, Dorset County Hosp.— H.S., at rate of £150. 

Dover, Royal Victoria Hosp.—Second R.M.O., £140. 

Dreadnought H Hosp., Greenwich, S.E.10. — Physician with charge 
of outpatients. Also hon. dermatologist. 
Guest Hosp.—Res. surg. O., £250-£300. Also H.S., £150. 

Dundee Royal Infirmary. —Hon. asst. visiting obstet. and 
gynecologist. 

East Ham Memorial Hosp., Shrewsbury Road, E.7.—H.P., at 
rate of £150. . 

Edinburgh City and Royal Burgh.—Depute M.O.H, £900. 

Elizabeth pores Anderson: Hosp., Euston Road, N.W.1.—Hon. 
asst. to ear, nose, and throat dept. 

Exeter, Wonford House.—Asst. M.O., £350. 

Glasgow, Woseen Infirmary.—Asst. radiologist, £400. 

Halifax County B Borough.—Asst. M.O.H.—maternity and child 
welfare 

Hampstead Heath Babies Club, 99, Hampstead Way, N.W.11.— 
Practitioner for clinic, 1 F guinea 

Haywards Heath, King Edward VII ‘Memorial Eliot Hosp.— 
Hon. surgeon. 

Hosp. fp". Consumption and Diseases of the Chest, Brompton, 
S.W.3.— Med. reg., £150 

Hosp. for Sick Children, Great Ormond Street, W.C.1.—Res. med. 
asst. and Pci pathos ceist, £125. 

Hounslow H iddlesex.—Aneesthetist, £1 1s. per session. 

Hove ete Hoep. —Jun. res. M.O., £12 

Hull, Beverley Road Institution. — Asst. M. O., 

Hull’ City Mental Hosp., Willerby.—Second Herd 5i. O., £500. 

Infants Hosp., Vincent Square, Westminster, S.W.—H.P., 
at rate of £100. 

Isleworth, West Middlesex County Hosp.—Visiting ear, nose, 
and throat surgeon, 3 guineas per session. 

Leeds University School of Medicine.—Reader in medicine, £600. 

Leicester Royal Infirmary. —Two res. anesthetists, each at rate 

o T90: Also H.P.’s., H.S.’s., and Cas. O.’s, each at rate 
of £ 

London County Council.—Asst. M.O.’s 
asst M.O.’s (Class II), each £250. 

fv. 

London Hosp., E.1.—Asst. amegon; Also first asst. to skin and 
light therapy dept., £150 
lon Jewish Hosp., "Stepney Green, E.1.—Hon. surg. reg., 
60 guineas. Also clin. asst. 

London University.— University chair of medicine at St. Mary’s 
Hosp. medical school, £2000. Also University chair of 
dental surgery and pathology at Royal Dental Hosp., £1500. 

Manchester, Ancoats Hosp.—Two H.S.’s (one conjoint), each at 
rate of £100. 

Manchester, Duchess of York Hosp. for Babies.—Jun. res. M.O., 
at rate of £75. 

aM aNCKES ef geen Infirmary.—Chief asst. to neuro-surgical 


Middle Don Education Committce.—Asst. school M.O., £500. 

Middlesex County Council.—Third asst. M.O. for Middlesex 
Colony, Shenley, £365. 

Miller General Hosp., Greenwich Road, S.E.10.—H.P. and H.S. 
each at rate of £100. 

Newport County Borough.—Agst. res. M.O., £350. 

Northampton General Hosp.—Cas. O., H. S., and H.P., each at 
rato of £150. 

Norwich, Norfolk and Norwich Hosp.—H.S., £120. 

Nottingham City Council—Temporary physician, £15 per week. 

Pichan Ps ats Diseases Hosp.—Asst. M.O.H. and res. M.O., 

Oldham County Borough.—Asst. school M.O., £550. 

Oldham Royal Infirmary.—H.P. and S. for special depts., 
at rate of £175. 

Oxford University.—Graduate asst. in dept. of pathology at 
Radcliffe Infirmary, £251-£300 

Penshurst, Kent, Cassel Hosp. for Functional Nervous Disorders. 
Locum tenens, 8 guineas & week. 

Plymouth, Prince of Wales's Hosp., Greenbank Road.—Res. 
anesthetist and H.S. to spec. depts, at rate of £120. Also 
two H.S.’s, each at rate of £120. 

Plramouth Citn. —Asst. M.O. H., £500. 

Portsmouth City.— Part-time appointments. 

Prince of Wales’s General Hosp., N.15.—Jun. H.P. and two 
jun. H.S.’s, each at rate of £90. 

Queen Mary’s "Hosp. for the East End, Stratford, E.15.— Res. 
M.O. and Cas. O., cach at rate of £150, H.P. and H.S., 
each at rate of £110. Also obstet. H.S., at rate of £110. 


(class 1), each £350, 
Also dental anesthetist, 


Radium Institute and Mount Vernon Hosp., 1, Riding House 
Street, W.1.—H.S. for Northwood, at rate of £150. 

Redhill County Hosp., Surrey.—Res. asst. M. O., at rate of £250. 

Rochester, St. Bartholomew’s Hosp.—H.S., at rate of £150. 

Rotherham Hosp.—H.P., £180. 

Royal Army Medical Corps, Whitehall, S.W.1 —Supplementary - 
reserve of officers. 

Royal College of Surgeons.—Member of the court of examiners. 

Ova Be asonic Hosp., Ravenscourt Park, W.6.—Two res. 

O’s, each at rate of £250. 

Royal. Naval Medical Service —M.0O. "8. 

Royal Tunbridge Wells, Kent and Sussex Hosp.—H.P., £150. 

St. Albans and Mid-Herts Hosp.—Hon. surgeon. 

St. Helens County Borough.—Asst. M.O.H., £500. 

St. Mary’s Hosp. for Women and Children, Plaistow.—Hon. 
ophth. surgeon. Also hon. dermatologist for skin dept. 

St. Marylebone Borough.—M.O.H., £1350. 

Salford City.—M.O. for Newchurch Homes, Culcheth, £350. 

Sheffield, Children’s Hosp.—Hon. ophth. surgeon. so H.P., 
at rate of £100. 

Stoke-on-Trent City.—Sen. asst. maternity and child welfare 
officer, £600. 

Surrey County Council. —Deputy med. supt., £720. 

Swansea General and Eye Hosp.—H.P., at rate of £150. 

Tancred’s Studentships.—Each £100. 

Victoria Hosp. for Children, Tite Street, Chelsea, S.W’.3.— 
Surgeon to outpatients. "Also hon. surg. reg. 

Walsall General Hosp.—Res. surg. O., £300. 

Warwick, King Edward VII Memorial Sanatorium, Hertford 
ri ll — First asst. M.O.,£350. Also jun. asst. M.O., at rate of 

Woolwich and District War Memorial Hosp., Shooters Hill, 

S.E.18.—Hon. asst. surgeon and bon. asst. obstet. surgeon. 
Also H.S., at rate of £100. 

Te County and City Mental Hosp., Powick.—Asst. M.O., 

York Dispensary.—Two res. M.O.’s, each £200. 

The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at Bishop’s Waltham 
(Southampton), Dunbarton (Dunbarton), West Drayton 
(Middlesex). 


PARENTS AND THE COMMON FEVERS 


WE have just received from Carnegie House, which 
is the home of voluntary work for mother and child, 
a copy ofa booklet entitled ‘“ To Mothers and Fathers.” 
This is the seventeenth edition and fts 100,000 copies 
bring the total number published up to more than 
a million. The book, we are told, lays no claim 
to deal with all the difficulties which may arise in the 
course of bringing up a young family, nor does it seek 
to replace the expert advice given by family doctor 
or welfare centre. It is just a useful guide for the 
parents of young children in all stations of life. The 
final chapter deals with infectious diseases and their 
dangers ; and as this book is evidently getting through 
to its clientele in a remarkable manner it would be 
wise to bring this section into line with the 
best modern teaching. Some of it is good, but 
the quarantine table requires revision, especially 
the periods of exclusion from school. The note on 
measles is not quite accurate: its infectivity is bad 
enough without prolonging it for three weeks after 
the appearance of the rash or so long as there is any 
running from the ears; and it is a pity that nothing 
has been said about serum prophylaxis. On the 
other hand the infectivity of the catarrhal stage 
of whooping-cough is not stressed enough. The 
final paragraph on protective inoculation against 
diphtheria should be rewritten. But this criticism of 
detail does not diminish our appreciation of the very 
real service to the bealth of the community 
rendered by the book. 


1. To Mothers and Fathers: how to keep yourselves and 
your children well and strong. Published by the 
National Association of Maternity and Child Welfare 
Centres and for the Prevention of Infant Mortality, 
117, Piccadilly, London, W.1. Pp. 92. 6d., post free. 


MASKS AND NosEs.—Dr. John Mills writes : ‘“‘ I take 
it that the use of masks by surgeons while operating 
is to prevent the breath, 
organisms, from reaching the operation site. I have 
noticed, however, that many surgeons wear the masks 
with the nose protruding over the top. As the mouth 
is usually closed, and breathing, both in and out, is 
almost always carried on through the nose, I fail to 
see how an operating mask can be useful if the nose 
is not properly covered.” 


and with the breath - 
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CRIMINAL ABORTION 
A SUGGESTION FOR LESSENING ITS INCIDENCE 


By JoaN MALLESON, M.B. Lond. 


Ir is well known that deliberate abortion causes 
a vast amount of maternal ill health. Although 
the immediate death-rate from the practice is small 
(some 13 per cent. of the total maternal mortality), 
among its sequele must be included many cases of 
permanent sterility as well as subsequent obstetrical 
complications, which often pass unrecognised as 
symptoms of previous interference. This toll of 
maternal health is so highly detrimental to the 
individual and to the nation that any and every 
method of prophylaxis should be worth considering. 

For obvious reasons it is the working-class mother, 
particularly the most ill-nourished, exhausted, and 
sick, who most readily resorts to criminal abortion 
and who takes the gravest risks to achieve it. It is 
her health—already impaired—which is most often 
sacrificed. It is mainly with her predicament that 
this article deals; for, paradoxically, where thera- 
peutic abortion is most clearly indicated it is least 
readily obtained. Women of the upper and middle 
classes are generally not allowed to continue a 
pregnancy which endangers life or subsequent health ; 
but the working-class mother—on whose health the 
well-being of the whole family depends—is often 
compelled to run such risks, since for her investigation 
and relief are seldom accessible. There is little doubt 
that certain pregnancies which should legitimately 
be dealt with by therapeutic abortion are, on account 
of inadequate assistance, often terminated by the 
woman herself and in a manner calculated to produce 
yet greater physical disorder. | 

Public health figures for 1937 show that in England 
nearly 20 per cent. and in Scotland nearly 30 per 
cent. of the total maternal deaths were due to causes 
which were “aggravated by childbearing.” These 
deaths were due mainly to chronic respiratory, renal 
and cardiac disorders. One cannot help wondering 
whether (in the unfortunate absence of contraceptive 
instruction) the wider application of therapeutic 
abortion would not have protected some of these 
mothers. Further, even when death has not been 
caused, a vast increase of morbidity must result from 
repeated parturition among these sick mothers. 
Statistics show that a large percentage of these 
labours have been fruitless, for the infant-death 
rate among such cases is extremely high. 

It is not always easy to predict events early in 
pregnancy, but it is known that the dangers of child- 
birth in the normal, as well as in the sick woman are 
liable to be increased by malnutrition, exhaustion 
and multiparity. Yet these factors are, indeed, 
the very ones which most frequently drive a woman 
to criminal abortion! Unfortunately, for this most 
needy section of the populace there is the least 
opportunity for obtaining expert opinion ; nor indeed, 
as matters stand, is there much likelihood of getting 
pregnancy diagnosed until after the time that any 
indicated curettage could be favourably performed. 
Clearly this state of affairs is lamentable. 

Investigations suggest that there must be some 
90,000 women in this country annually who resort 
to criminal abortion. This is good enough reason, 
therefore, to consider facilities which might transfer 
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some of these desperate mothers from the hands of 
the criminal abortionist into proper medical care. 
Similar measures might help others, by virtue of early 
diagnosis and sympathetic advice, to be dissuaded 
from seeking to terminate pregnancy at all. 

Before outlining any possible measures, it would 
be well to review the present position. In working- 
class—particularly rural—practice it is exceptional 
for a pregnancy to be diagnosed by the family doctor 
until after the third month. Most women know that 
a request for early diagnosis is seldom favoured. No 
practitioner is anxious to hazard what can in many 
cases be no more than a guess; nor is the practice 
of bimanual examination readily undertaken by most 
practitioners. Apart from frequent reluctance of 
both patient and doctor, the time taken for disrobing, 
the towels, provision of gloves, all go to make for 
its avoidance. Since most women know also that 
abortion must be performed in the earliest weeks of 
pregnancy, it follows that countless women undergo 
the dangers of abortion where no pregnancy exists 
and without having received any medical opinion 
whatsoever. The -beliefs which still exist that 
menstruation can be “forced ” by odd medicaments, 


‘together with other fallacies of ignorance and supersti- 


tion, flourish because the practitioner is excluded 
from this side of family life. A knowledge of the 
physical dangers of abortion, as well as of the prophy- 
laxis of contraception, has no opportunity. for ventila- 
tion. Many people believe that they must avoid 
asking help in illness subsequent to abortion, lest 
the family doctor should disclose the case and bring 
disgrace or the law upon them. Hence a distraught 
mother seeks the local abortionist—often a kindly 
woman and often (so she feels) her only helpful friend. 
Experience shows that such actions are commonly 
undertaken from the highest motives—desire to main- 
tain the standard of food and space for the already 
existing family, as well as to spare the suffering of 
the expected child for whom there is no adequate 
provision. Yet it happens that, with the invalidism 
or death of these mothers, the family disintegrates 
completely ; around their health and capacity to 
tend the children the whole home revolves; and 
therefore, viewed socially, these mothers are the 
very last who should be permitted to jeopardise their 
well-being. 

For the help and protection of such mothers the 
following facility could be made—a provision based 
upon a public-health service which has recently been 
introduced throughout Denmark. . Occasional clinics 
could be held in each district, to be known as ‘‘ mothers’ 
welfare centres.” The officer in charge would not 
need to be of consultant standing but should have 
experience in antenatal work and should be provided 
with facilities for obtaining Aschheim-Zondek tests. 
He—or she—should be in touch with local consulting 
centres, where cases which might require therapeutic 
abortion could be referred. In addition, the officer 
might possess special experience in contraceptive 
work, in which event the clinic could take over or 
introduce such contraceptive work as is now permitted 
under the Ministry of Health circular 1622 of 1937— 
which service is still only provided by 245 of the 
414 local health authorities. (Failure to give contra- 
ceptive advice ‘‘to those married women for whom 
further pregnancy would be detrimental to health” 
must be directly responsible for a high morbidity- and 
abortion-rate. The omission reflects most regret- 
tably upon these authorities. ) 
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The clinics would be open to women of some agreed 
income-level. To them could be referred the folowing 
cases :— 


(1) Patients for early diagnosis of pregnancy, either 
for the assistance of the practitioner with differential 
diagnosis or at the request of the woman herself. 


Many institutions can now provide Aschheim- 
Zondek tests for 4s. 6d., and patients would expect 
to pay part or all of this fee. How much better 
for maternal health that women should know that 
they can spend 4s. 6d. to discover whether or not 
they are pregnant, than that they should resort to 
pe abortifacients whenever a menstrual period 
is late! The reassurance which a negative Aschheim- 
- Zondek gives to women in certain circumstances is 
inestimable. The menopausal woman, for example, 
during the period of what has been termed “the 
seven years’ war,” is often the most desperate in her 
fear of pregnancy, a fear which, in itself, can be 
detrimental to her state of health and stability. | 

The officer in charge would have good opportunity 
for. making contact with a woman who appeared 
anxious about being pregnant, would discuss with 
her the reason for her anxiety, and bring to her notice 
the dangers of inducing a ‘ miscarriage.” Officers 
at the contraceptive clinics find frequently that it is 
possible to dissuade women from abortion by holding 
out the assurance that they can later be taught 
reliable contraceptive methods. Since the dangers 
of criminal abortion could here be freely advertised 
and discussed, the work of the clinic would have high 
educational as well as prophylactic value. 


(2) ‘Patients would be referred for consideration 
as to the advisability of therapeutic abortion. They 
would be those who had themselves approached the 
family doctor for ‘‘ help,” or whom the practitioner 
regarded as ‘borderline’? cases because of their 
present state of health or the history of their previous 
confinements. In every case the function of the 
officer would be purely diagnostic and administrative. 
Having diagnosed pregnancy, he would assess the 
various relevant clinical factors, if necessary obtaining 
reports of past confinements from all practitioners 
concerned. On such evidence he would decide 
upon the validity of the patient’s claim and then refer 
her for expert opinion. His position would enable 
him to call upon local consultants for cardiac, renal, 
and pulmonary disorders, while he would be fully 
informed of the available accommodation in local 
hospitals. | 

It is only by a central organisation such as this 

that a non-paying patient is likely to obtain the 
necessary investigations before the tenth week of 
pregnancy. In many cases tests, such as for renal 
efficiency, will take time, and often more than one 
Opinion will be sought. The presence of a ‘‘ middle 
man ”’—an officer known to be responsible for ensur- 
ing this service—should be invaluable to the interests 
of these patients; and—as is so rarely the case— 
this public-health service is one which would be in 
no way prejudicial to the interests of the private 
practitioner. Very few practitioners care to be 
involved in a case of therapeutic abortion, for it 
is common experience how frequently misrepresenta- 
tion is likely to occur. Still fewer are anxious to 
make the endless arrangements necessary before the 
merits or demerits of such a case are settled. Yet 
most would be glad to be spared the necessity for 
** showing the door” to an anxious unhappy woman 
and would welcome the opportunity to refer such 
cases to a clinic ready and able to deal with them. 

The establishment of such clinics should offer no 
great difficulty or expense. Local antenatal premises 
would naturally be used and since patients could 
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be expected to travel some distance for this service, 
one oflicer giving a weekly or fortnightly session 
should be able to cover very large areas. 


The educational advantages of such clinics would 
probably spread rapidly among working-class women. 
The same women have benefited so greatly by the 
infant-welfare clinics that it is now rare to find a 
mother with no knowledge of modern principles. 
One might hope that money spent on this service 
would be repaid by a lessening of the services dealing 
with septic abortion and gynecological disorders ; 
indirectly also the service might raise and not lower 
the birth-rate, and particularly the survival-rate, of 
both mother and child. 

Although by such means individual women would 
‘be deterred from embarking on the hazards of criminal 
abortion, the task of lessening the urge towards this 
practice rests with the economists, the politicians, 
and society as a whole, No palliative can easily 
be found for persuading an elderly multipara with a 


.grown-up family to go through with an unwanted 


pregnancy, nor yet can any simple method be devised 
for solving the problem which faces the pregnant 
mother of a hungry and overcrowded family. In 
circumstances such as these the practitioner’s part is 
the somewhat minor one of seeking to protect the 
health, in its truest sense, of the pregnant woman 
under his care; and, disinclined as he may be to 
consider her social status in relation to her pregnancy, 
he cannot with honesty play his part if he ignores 
those environmental factors which determine her 
chances of subsequent life and health. A public- 
health service which would assist the practitioner 
in this task and help him in the making of a decision 
which may be complex and onerous, should surely 

be welcome. | 


THE BARE MINIMUM 


EVEN in Europe there are today circumstances in 
which the shortage of foodstuffs may necessitate 
emergency Measures against famine. The technical 
committee on nutrition of the League of Nations 
Health Organisation has thought it advisable to 
suggest means of supplying a bare minimum that will 
support life. In the Bulletin of the organisation 
(1938, 7, 666) the committee propose a basis which 
can be modified according to local circumstances, 
The diets put forward in the following schedule, while 
extremely simple and inexpensive, are nevertheless 
not grossly inadequate from the physiological 
standpoint. 

The first scheme is arranged on the basis that a 
sufficient supply of dry skimmed-milk powder is 


available. The daily ration is as follows :— 
Growing children | Adults 

Whole wheat 5 parts Whole wheat -. 12 parts 
Skimmed-milk | Skimmed-milk 

powder .. 1 part powder .. 1 part 
Coad-liver oil 5 g. daily Cod-liver oil 2 g. daily 
Salt (sodium Salt 8g. » 

chloride). . co DE: p ; 


These relative proportions of wheat to skimmed-milk 
powder are to be maintained, although the amounts 
given will depend on the supplies available. To 
provide a diet of 2000 calories for an adult would 
require about 500 g. of wheat and about 45 g. of 
skimmed-milk powder., 


1. In Denmark, in addition to duties somewhat similar to the 
above, such clinics are expected to give “warrantable instruc- 
tion to men or women in any matter relating to sexual hygiene.” 
They must give advice on questions of heredity and must 
explain tbe procedure necessary for obtaining such abortion as 
is now legal in cases of rape or incest or when the woman is 
mentally deficient. They must also advise any unmarried 
woman about the claims that should be made upon the father 
of her child. In short, all matters relating to the protection 
of maternal health and interests can be rendered through such 
local centres. 
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The. second scheme is suitable when the supply of 
skimmed-milk powder must be limited to young 
children :— 


+ 


Growing children i Adults 
Whole wheat . 8 parts ` Wholewheat alone 
Skimmed-milk ' Brewers’ dried 
powder 1 part | yeast .. à 10 g. daily 
Brewers’ dried Cod-liver oil .. 2E. y» 
yeast - 5toldg. daily Salt mixture 10g. » 


Cod-liver oil.. 2to 5g. » 
Saltmixture* . 5g. daily 
* Containing 4 parts sodium chloride to 1 part calcium carbonate. 


In the children’s diet the proportion of wheat to 
skimmed milk to be maintained, the amounts given 
to depend on the supplies available. 

1. Provision of antiscorbutic vitamin.—The above 
diets provide no antiscorbutic vitamin ; this essential 
principle must be obtained from local supplies: from 
citrus fruits (oranges, lemons), if available, from 
potatoes, cabbage, or other vegetables, even from 
sprouted grains or infusions of non-poisonous green 
leaves. Half an orange or lemon twice weekly will 
supply the requisite amount of antiscorbutic principle, 

2. Infants.—Infants under six months of age 
should be fed on whole milk if possible (reconstituted 
from dried or condensed milk when necessary) plus a 
small daily ration of 2 to 5 g. of cod-liver oil. If 
necessary, skimmed-milk powder may be substituted. 
The daily ration of antiscorbutic material is also 
essential for the young infant ; 5 g. (or 1 teaspoonful) 
of fresh fruit juice (preferably orange or lemon) is a 
suitable daily dose. 

3. Fat.—The above diets contain no significant 
amount of fat. It is desirable to add fat in such 
quantities as are' available. 

4. Meat, dried legumes, and cereals, other than 
wheat, if available, can be substituted in the above 
diets for an equivalent amount of wheat. 

5. Supplements of cocoa and sugar, though not 
essential, are desirable, particularly in the case of 
children, as greatly increasing the palatability of such 
monotonous diets as the above. 


MALARIA AND MOSQUITOES 


| ADDRESSING the Royal Society of Arts on Feb. 7 
Sir Malcolm Watson recalled Ronald Ross’s address 
to the same society nearly forty years earlier when 
he advocated malaria prevention by mosquito control. 
Sir Malcolm reviewed the movements to combat 
malaria during each of the four decades since 1900, 
including the foundation of the Ross Institute in 
1926, and outlined some of the achievements of anti- 
malarial work. The adoption of Ross’s method 
of mosquito reduction was retarded in India (and 
elsewhere) by negative antilarval work in 1902—03 
at Mian Mir (as Ross described it ‘‘ conducted on 
unpractical and unscientific lines ”) but it was slowly 
established in other countries, the most consistently 
prominent being Malaya. Some results of anti- 
malarial ingenuity during this period were that the 
construction of the Panama Canal and the Singapore 
naval base was rendered possible, Port Swettenham 
was not closed in 1901, many lives were saved in 
Malaya, Ceylon, India, Europe, Africa, and America 
and the cost of production of rubber, tea, gold, and 
copper was reduced. On a Malayan rubber estate 
malaria cases decreased from 6000 in 1914 to 6 in 
1924; one Indian tea estate in 1935 showed a decrease 
in hospital admissions of 92 per cent. on the 10,378 
cases in 1929 (28,659 cases of other diseases were 
reduced by 44 per cent.),.and on another estate 
during 1927-33 sick-days and costs respectively 
were reduced by 107,619 (from 219,306) and £6000 
(from £13,600). 

The Malayan Government began antimalarial 
work in two towns in 1901, persistently extending 
it: Ross regarded it in 1926 “ as the greatest sanitary 
achievement ever accomplished in the British Empire.”’ 
Research was started in 1900, a volume (chiefly 
by G. F. Leicester) being published in 1908 on the 
mosquitoes of Malaya. Ross himself had realised 
the importance of species and habits and had 
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recognised culex and anopheles under other names. 
Watson showed in his researches on species sanitation 
in 1910 that in low-lying land at or below sea level 
A. umbrosus was controllable by open drainage which 
ia amongst hills, the 
latter being due to a mosquito which lived in the 
clear running water of drains and hillside ravines. 
Many species of anopheles were affected by small 
environmental changes and many dangerous-looking 
swamps, including most rice fields, were harmless. 

During the decade 1900-10 further experiment in the 
rural Kapar district of Malaya in 1904 and experience 
in Italy (although here the sick- and death-rate were 
reduced) showed that quinine was not a true preven- 
tive of malaria—a fact confirmed nearly 30 years 
later by the League of Nations). In Egypt however 
Ross in 1902 and Andrew Balfour in 1904 by means 
of drainage rid Ismailia and Khartoum respectively 
of malaria, while by oiling streams (later more 
permanently by cement drains) Gorgas and Le Prince 
controlled malaria in Panama. 

In 1909 the discovery in Malaya of A. maculatus 
living in running water explained why swamp-free 
places might be intensely malarial: a malari 
advisory board was created, and by this time 
the rubber planters realised the economic value of 
begun in 
1911 by Watson and Middleton against malaria in 
Singapore (later by Given in 1923). In 1913 
Swellengrebel and Schuffner began their work, 
particularly on species sanitation, in the Dutch 
East Indies and later in Europe; the Rockefeller 
Foundation undertook research in South America 
with preliminary studies (1917-19) of the value of 
mosquito-proofing, quinine, oiling and drainage, 
work which confirmed experience in Malaya. During 
1920-30 control work was extended throughout 
Malaya, and by Scharff in Penang: the average 
death-rate for many thousands of labourers construct- 
ing the Chenderoh dam during 34 years in a highly 
malarious district was only 4°96 per 1000. In 1923 
the League of Nations malaria commission was 
created: in India after a preliminary survey by the 
lecturer Ramsay began successful work on some 
Assam tea estates in 1924. The Rockefeller Founda- 
tion extended its work successfully in the U.S.A. 
(1920-25), where in 1924 Darling introduced species 
sanitation. In 1925 Italy abandoned the quinine 


policy, pursued for a quarter of a century, practical 


work being begun in Port Torres in Sardinia after 
field studies by Missiroli and Hackett. In Africa 
except for French work on mosquito control quinine 
held the field. 

From 1930 onwards malaria was now (in Sir 
Malcolm’s words) ‘‘on the run” in Malaya. The 
Roman campagna had been reclaimed by drainage 
and arsenical destruction of mosquitoes. The 
researches of Swellengrebel et al. showed that not all 
the six races of A. maculipennis were carriers. Sir 


Malcolm described the work of the Ross Institute, 


referring to the pioneer work on the copper mines in 
Northern Rhodesia by Simpson et al. in 1929 (within 
three years the death-rate of Europeans was reduced 
to less than a quarter) and to the successful control 
at the Lower Zambesi bridge by Harrison in 1931. 
Mosquito control throughout Africa had been greatly 
stimulated by these successes and by the malaria- 
control courses for laymen: in 1938 there was a 
record attendance of 186, and the average for the 
past four years had been over 120. 

The Ross Institute was incorporated in the London 
School of Hygiene and Tropical Medicine in 19338. 


KYMOGRAPHY OF THE HEART: CORRIGENDUM.— 
On p. 252 of our last issue Dr. Franklin Wood 
described the case of a man with left ventricular 
aneurysm. At the 13th line of this case-record the 
reader is rightly referred to one of two kymograms 
reproduced on a special plate ; but unfortunately he 
is asked to look at the wrong one—fig. V instead of 
fig. X. We hope this mistake on our part may have 
been recognised as such. 


! 
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MAKERS OF JOHN HUNTER * 


By W. Sampson HANDLEY, M.S. Lond., F.R.C.S. 


CONSULTING SURGEON TO THE MIDDLESEX HOSPITAL, LONDON ; 
i COUNOILLOR OF THE ROYAL COLLEGE OF SURGEONS 


(WITH ILLUSTRATIVE PLATE) 


It is a tribute to the broad-mindedness of my 
countrymen that John Hunter, the presiding genius 
of this College of Surgeons of England, was not an 
Englishman. Nothing, unless it be the Crown itself, 
could better illustrate the unity of this island of 
Great Britain or the beneficent exchanges between 
its northern and southern parts which have followed 
the Act of Union of 1707, exchanges which gave the 
Hunters to England and Lister for a time and at a 
later period to Scotland. It would be a mistake, 
however, to regard John Hunter as a missionary 
from the north in partibus infideium. His medical 
education was due entirely to London, and he received 
it primarily from his elder brother. 

William Hunter also, though indebted to Scotland 

for his literary education, for his medical apprentice- 
ship to Cullen—a physician of the old systematic 
school—and for a year’s attendance at Edinburgh 
University, found his inspiration in his ‘“ darling 
London ” in the house of Dr. James Douglas, the 
leading anatomist of his time and an admirer and 
disciple of William Harvey. 
. It is my main object in this address to trace the 
intellectual descent of Hunter from Harvey, for I 
believe it has been overlooked. You shall judge of 
the evidence, and I will present it with a minimum 
of comment. I wish specially to speak of John’s 
teacher, his elder brother William, once a member 
of the staff of the Middlesex Hospital, which I now 
am privileged to serve, and to reassess his contribu- 
tions to knowledge. I can add nothing fresh to the 
details of William Hunter’s life as described by 
Simmons and others, and confess my indebtedness 
to them. 

Others who come into my story of the makers of 
Hunter are the brothers James and John Douglas, 
Cheselden of St. Thomas’s and the Westminster 
Hospitals, pupil of James Douglas and teacher of 
John Hunter, and Mrs. Hunter, his charming wife. 


SURGERY IN THE EARLY EIGHTEENTH CENTURY 


At the opening of the eighteenth century the 
barbers and surgeons were still united in one guild 
(note the precedence of the barbers), which was 
dissolved in 1745, its monopoly of subjects for 
dissection being thus broken, to the advantage of 
William Hunter’s school, founded a year later. 

The surgeon of the period following the Act of 
Union of 1707 was often a Scot, and he can be studied 
in the frank pages of “ Roderick Random ” (published 
1748) by Smollett, who, like his hero, was a naval 
surgeon. This book had an instant success, and it 
may very likely have influenced or perhaps even 
determined John Hunter’s choice of a profession. It 
was published in the year he came to London, and 
its rough candour would be likely to appeal to him. 

Smollett may have learnt his surgery in the pages 
of Wiseman or of James Handley, also a naval 
surgeon, who in 1720 published the third edition of 
his “ Colloquia Chyrurgica,” a small book containing 
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in the author’s belief all the anatomy and surgery 

that a surgeon need know (fig. 1). The book, though 
illuminated by many flashes of common sense and 
by the wisdom of experience, is founded on the old 
humoral doctrines and affords an excellent idea of 
the state of surgery at that time. It is to be noted 
that the popular textbooks of the time were English, 
though Maister Peter Lowe of Glasgow had written 
an earlier textbook. The Edinburgh medical school 
was not founded until 1720, and Monro, its founder, 
was born and educated in London. London, however, 


_at this time held a position much inferior to Paris, 


Padua, and Leyden. | | 
Voltaire, in his ‘‘ Age of Louis XIV,” after. ranking 

surgery as the most useful of all the arts, claims that 

in the time of the grand monarque “ people came to 


Paris from te 
ee The PREFACE. | 
for any now not only preferve its Old Priends,, but 
See tion Procure many New ones among ft the young 
that re- SonsofArt,efpecially thofe of theRoyal Na- 
quired ex- wy, where I fpent the best of my Days, and 
T Vigour of my Youth: And I do pronounce 
oa goog it the boft Service a Young Surgeon can 
surgeons gage in, (by happy Experience): if be 
but also would learn to be an Artist, live like a 
sur g K ie Gentleman, or be fure of a comfortable 
ments Frovifon for Old Age. 

as ; rine _ Frc. 1—Part of the preface of James 
he says, Handley’s Colloquia Chyrurgica, 1720. 
almost the n 


monopoly of Paris. He goes on: “I have heard 
from the mouth of the great Cheselden, the 
greatest surgeon in London, that it was he who 
first began to make in London, in 1715, the 
instruments of his art.” The forces which ultimately 
revolutionised surgery were already at work, but 
in the early eighteenth century they had produced 
little effect. 


WILLIAM HARVEY 


The discovery of America by Cabot and Columbus 
at the end of the fifteenth century discredited ancient 
geography and awakened in other branches of science 
a distrust of ancient lore which led to first-hand 
observation and experiment, At Padua, when 
Harvey (1578-1657) went to that university about 
the year 1600, Galileo was reforming Ptolemy’s 
astronomy. Harvey was the first Englishman to use 
the new highway to medical knowledge. The critical 
date when medical tradition in England began to be 
replaced by observation and experiment is 1628, the 
year in which Harvey published his work on the 
circulation, ‘‘ De Motu Cordis et Sanguinis.” Harvey 
says, “I have not endeavoured from. causes and 
probable principles to demonstrate my propositions, 
but as of higher authority, to establish them by 
appeals to sense and experiment.” In these simple 
words he announced a revolution of thought and 
made St. Bartholomew’s Hospital the English cradle 
of modern physiology and morbid anatomy. Harvey 
planned a book on “‘ Medical Anatomy ’’ based upon 
“the many dissections I have made of persons 
diseased, worn out by serious and strange affections, 
how and in what way the internal organs were changed 
from their natural form and appearances.” It was 

G 
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reserved for Morgagni in 1761 and Matthew Baillie, 
nephew of the Hunters, in 1793 to carry out this 
plan. Ars longa, vita brevis. 

I shall try to show how, through James Douglas, 
his brother John Douglas, and William Hunter, John 
Hunter learnt the methods of Harvey, which he 
applied to surgery with such far-reaching results. 
According to Buckle, the Scottish mind is deductive 
rather than inductive, and this was certainly true in 
the eighteenth century. Delighting in a complete and 
logical structure of belief, the deductive mind prefers 
to start with a set of general principles, instead of 
working up to them from particular instances. It is 
therefore something of an anomaly that the Harveian 
method was first applied to surgery on a large scale 
by a Scotsman, John Hunter appreciated the fallacy 
of the deductive method, but his inherited need for a 
generalised and complete system of belief remained 
as strong as ever. With intense determination and 
unwearied industry he endeavoured to establish such 
a system by the laborious method of experiment and 
observation, without the aid of the microscope and 
with only rudimentary chemistry and physics. He 
did not arrive at his methods by the light of his own 
genius. When he arrived in London at the age of 
20 his mind was practically a clean slate, and his 
delight in nature was a vague boyish wonder. He 
said later, ‘‘ When I was a boy, I wanted to know 
all about the clouds and the grasses, and why the 
leaves changed colour in the autumn ; I watched the 
ants, bees, birds, tadpoles, and caddis-worms; I 
pestered people with questions about what nobody 
knew or cared anything about.” William Hunter 
showed him how to work, planting his feet firmly 
upon the shoulders of his predecessors. 


JAMES DOUGLAS 


James Douglas, the teacher and exemplar of 
William Hunter, came, like the Hunters, from the 
class of Scottish minor lairds which corresponds to 
the English yeoman class of which Harvey sprang. 
His early education is veiled in obscurity, but accord- 
ing to Mr. George Peachey, after obtaining an M.D. 
at Rheims he settled in London as a private teacher 
of anatomy in 1706. In that year from “the Blew 
Boar over against the end of Fetter Lane” he 
announced a course of human and comparative 
anatomy. In 1707 he published the first extant 
work on comparative anatomy, a science of which he 
was the founder. The book was called ‘“‘ Myographisz 
Comparats Specimen, or A Comparative Description 
of the Muscles in a Man and in a Quadruped.” 

He says, ‘“‘I took all the descriptions from ocular 
inspection, in dissection, using twelve subjects to 
make sure.... I chose a dog for comparison because 
young students of anatomy may readily procure so 
common a subject.” He considered anatomy in 
twenty-five lectures illustrated by his own dissections, 
and then passed to comparative anatomy, showing 
the glands, lymphatics, eye, ear, and stomach of 
various animals, and parts of the oyster, skate, lobster, 
and whiting. The course concluded with ‘‘ the history 
of the animal economy, mastication, deglutition, 
digestion, chylification, sanguification, circulation 
in the fotus and adult, nutrition, secretions, genera- 
tion, respiration, and muscular motion.” 

In 1706, on the proposal of Dr. Hans Sloane, and 
perhaps because of his interest in botany, he was 
elected F.R.S. He wrote papers on the autumn 
crocus, the culture of saffron in England, cinchona, 
and the coffee tree. Though not a member of the 
staff, he appears to have had the freedom of 
St. Bartholomew’s Hospital, for he studied the 


MR. SAMPSON HANDLEY : MAKERS OF JOHN HUNTER 


l 


l 


[FEB. 18, 1939 


anatomy of disease and was permitted to perform 
necropsies there. It is recorded that, long before 


Laennec and his stethoscope, he heard in the hospital 


an aortic murmur. In 1715 he published a general 
bibliography of anatomy ‘from Hippocrates to 
Harvey ” and was appointed Arris lecturer on the 
muscles at Barber-Surgeons’ Hall. The book shows 
fair-mindedness, scholarship, and complete lack of 
egotism and self-glorification. ‘It is of special interest 
as disclosing the source of his inspiration not only 
in its title but also in its references to Harvey, whom 
he calls senex divinus. The whole literary world, 
he says, deplores the loss of the manuscript treatises 
of Harvey which disappeared in the confusions of the 
civil war. His dislike of acrid controversy appears 
in his remark that ‘ though reproved and provoked 
by many, Harvey forbore to reply except to Riolan, 
and to him gave criticism rather than rebuke.” 
James Douglas realised the need of surgery for 
anatomical knowledge and had in his house a complete 
collection of preparations showing every possible 
surgical method of reaching the interior of the bladder, 
and the advantages and inconveniences of each 
method so far as these depend on the structure of the 
parts. He practised midwifery, became physician 
to the Queen, and is recognised in Pope’s ‘‘ Dunciad ” 
as the obstetrician of his time. He also published 
a catalogue of the editions of Horace which he had 
collected, but anatomy continued to be his main 
interest. | 
In 1730 he published his ‘‘ Description of the 
Peritoneum,” for he is Douglas of Douglas’s pouch 
and semilunar fold. The book was dedicated to the 
magnificent Dr. Richard Mead. His youngest brother, 
George, dedicated to James Douglas “with the 
utmost sincerity, gratitude, and respect” a transla- 
tion of Winslow's “Anatomy.” The dedication 
declares: ‘‘To you I owe all that I know, not only 


of the Science, but of the Stile of Anatomy, and there | 


is not one good line in this Translation which is not 
the better for what you have taught me, or procured 
me opportunities of learning.” Every contemporary 
reference to James Douglas appears to be equally 
cordial and friendly. Cheselden calls him ‘‘ that 
most accurate and indefatigable anatomist,” and 
Warburton, the biographer of Pope, calls him “a 
physician of great learning and no less taste.” 

It would seem that James Douglas fulfilled Burke’s 
exacting description of a good man as having good 
nature for the basis of his character, and a desire 
to love, to serve, and to oblige everybody in every- 
thing as the very essence of his soul. It is perhaps 
characteristic of the man that he left behind no 
portrait of himself. He was buried at St. Andrew’s, 
Holborn, the parish in which he lived, but even his 
grave has disappeared. It lay somewhere beneath 
the present Holborn viaduct. 


JOHN DOUGLAS 


John Douglas, doubtless helped by James, who 
was always ready to serve others, applied his brother's 
anatomical lessons to surgery and was the first 
surgeon to practise suprapubic lithotomy. He was 
led to the operation by instances within his knowledge 
of recovery after penetration of the bladder by the 
horn of a bull, by gunshot, and by a sword. Like 
James, John wished to acknowledge the merits of 
others, and at the end of his book ‘“ Lithotomia 
Douglassiana ” (1723) he gave in full the early work 
of Rousset,t the French surgeon, who had suggested 
but not performed the suprapubic operation in the 


t Francois Rousset, De Partu Ceesario, 1581. 
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sixteenth century. Rousset was unfortunate, He 
says sadly, “the lamentable Fate of King Henry III 
(who had promised me four or more Persons that 
were condemned to Death to make the Experiment 
upon, and them their lives if they recovered) deprived 
me of the Oppor- 
tunity.” (Fig. 2 
shows the book- 
plate of John 
Douglas.) 


WILLIAM CHESELDEN 


- After a vogue of 
. only about seven 
|i . years the supra- 
pubic operation was 
replaced by Chesel- 
den’s lateral opera- 
tion. Cheselden 
cured 50 out of his 
first 52 patients at 
St. Thomas’s Hos- 
pital and West- 
minster Infirmary, 
and his success 
greatly alarmed the 
surgeons of Paris. 
He was one of James Douglas’s early pupils, and 
there can be no doubt that he owed his success 
largely to his master in anatomy. It is significant 
of James Douglas’s open-mindedness that he 
became an advocate of Cheselden’s method in 
preference to his brother’s operation. He says, 
‘* Mr. Cheselden is much less sollicitous for the credit 
of being an inventor than he is to have his operation 
understood and practised in a right manner for the 
good of the public ’’—a good keynote for the young 
profession of surgery. It was Cheselden who, in 
old age, gave John Hunter his first lessons in the art, 


Fra: 2 
Bookplate of John Douglas. 


WILLIAM HUNTER (1718-83) 


William Hunter (fig. 3), born at Long Calderwood, 
Lanarkshire, was a serious and quiet boy, ten years 
older than John. The current of his life ran in deep 
channels of feeling and resolution but presented a 
quiet surface beneath which it was difficult to peer. 
Quite early he took a firm grip of himself which 
never relaxed. No hypocrite, he was emphatically 
a good boy who never gave a moment’s anxiety to 
his parents and teachers. Mrs. Baillie, contrasting 
the characters of the two boys, preferred that 
tempestuous infant John, a notorious cry-baby and 
rebel, to the good but enigmatic William. For five 
years William, destined for the church, pursued his 
theological studies at Glasgow. Then something 
happened to disturb his convictions, probably his 
acquaintance with Dr. Cullen, then in practice near 
Long Calderwood, but in giving up the church and 
turning to medicine he remained the slave of his 
conscience and of bis high ideals. Pride was the 
keynote of his character, and only if he felt his 
honour assailed would he defend or excuse his 
actions. 

In 1740 he studied medicine for a year in Edinburgh 
under Monro the first, but in 1741 he decided to try 
his fortune in London. He was the pioneer who 
prepared the way for John. In succession to Samuel 
Sharpe of Guy’s Hospital he became lecturer to a 
society of naval surgeons. He was fortunate in 
becoming assistant to Dr. James Douglas, whose 
career we have already traced. He lived in Douglas’s 
house and fell in love with Miss Douglas, to whom he 
became engaged. Her early death broke the romance, 
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and he never married. His paternal instincts found 
an outlet in the education of the uncouth. genius 
John, whom he vainly tried to make into an Oxonian, 
and later in his care of his sister’s brilliant children, 
Matthew and Joanna Baillie. 

His generosity had a touch of severity, for at the 
University Matthew was ‘“pinsh’d for cash” and 
was told “first deserve, then expect.” The system 
seems to have worked well. In 1746 William Hunter 
advertised his first private course of anatomy, as 
James Douglas had done forty years earlier, and to the 
end of his life anatomy and the teaching of it were 
his ruling interests ; but he took up the practice of 
man-midwife and became physician to the Queen. 
In this, as in many other respects—for instance, the 
collection of editions of Horace—he followed closely 
the footsteps of James Douglas. 

In 1767 he was elected F.R.S., and in 1768 he became 
a Fellow of the Society of Antiquaries and professor 
of anatomy in the newly established Royal Academy 
(see plate). He now (in the quaint language of that 
day) ‘“ extended his views to fossils, and likewise to 
the pro- 
motion of 
polite 
literature 
and erudi- © 
tion.” In 
a short 
time he 
owned 


magnifi- 
cent trea- 
sure of 
Greek and 
Latin 
books that 
has been 
accumu- 
lated by 
any person 
now living 
since the 
days of 
Mead.’’ 
These are the words of an expert bibliophile of the 
time, Dr. Harwood, and we find Hunter detect- 
ing a small difference between two copies of the 
same edition of Theocritus. Coins, especially those 
of the Greek free cities, next attracted his attention, 
and upon this department of his museum he spent 
more than £20,000. 

At this period of his life Wiliam Hunter had 
become almost a national figure, a famous anatomist, 
a friend of the sovereign, and the trusted physician 
of the Queen, a celebrated dilettante and princely 
collector, meeting artists and literary men on their 
own ground. Little can he have thought that his 
brother John was destined to surpass him in 
reputation. 

He died in 1783, a few days after leaving a sick 
bed to lecture at his Great Windmill Street School. 
He bequeathed his museum to the University of 
Glasgow, his old alma mater. Can it be doubted 
that the mainspring of John’s career was a fierce 
determination that he, the ne’er-do-well of the family 
up to the age of twenty, would show his ability 
to surpass William’s brilliant achievements? The 
rivalry, at first unconscious and for many years 
quite friendly, exploded in the quarrel which separated 
the brothers in their latest years, only to be partly 
made up just before William’s death in 1783. 


Fie. 3—William Hunter, 
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THE GREAT WINDMILL STREET SCHOOL OF ANATOMY 


The Great Windmill Street School, comprising 
a spacious house, a lecture theatre, dissection rooms, 
and a great museum, was founded by William Hunter 
in 1770 after the rejection by the Government of his 
generous offer to erect and endow at his own expense 
a national School of Anatomy. It was the earliest 
. complete anatomical school in London, and the 
first to adopt the Paris system by which the student 
himself dissects the whole body under supervision 
of the teacher. William Hunter had a passion for 
teaching and says of himself: ‘ to acquire knowledge 
and to communicate it to others has been the 
pleasure, the business, and the ambition of my 
life.’ He preferred to teach by word of mouth, 
rather than by his pen, and continued to do 
so for thirty-six years. His failure to print his 
views on the lymphatic system embroiled him 
during his life in red-hot controversy with Monro 
the second. 

The smallness of his literary output has tended to 
dwarf William’s stature in comparison with his 
brother’s, but for style and clarity John cannot 
compare with him. One classic work on the gravid 
uterus, two perfectly finished introductory lectures 
to his anatomy course, and a few scattered clinical 
papers are his only literary remains, if we except 
his strangely named ‘ Medical Commentaries,” a 
passionately controversial work wrung from him by 
what he regarded as an attack upon his honour by 
Monro the second. We must regret the nerve energy 
expended on this volume. Harvey was wiser and 
left his detractors alone. 
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Each of these two men published after his death 
master works on lymphatic anatomy. But for William 
Hunter their works would not have been written, 
and it is their writings more than his own that. 
proclaim William Hunter as the founder of lymphatic 
anatomy in this country. The elder Hunter’s 
interest in the 
lymphatic 
system, his 
knowledge of 
the history of 
the subject, 
and the scru- 
pulous desire 
to give credit 
to pioneers, 
be in- 
herited from 
the Douglas 
brothers, are 
shown in his 
introductory 
lecture to his 
course of 
anatomy, a 
masterpiece 
of clear and 
concise exposi- 
tion. He says: 
“After the 
discovery and 
knowledge of 
the circulation 


Fia, 4—William Hewson. 


of the blood, the next question would naturally have. 
been about the passage and route of the nutritious- 
part of the food, or chyle, from the bowels to the: 
blood-vessels.”” He then relates the discovery of the 
lacteals by Aselli in 1627 and of the thoracic duct- 
by Pecquet in 1651. Rudbeck and Bartholin 
detected the lymphatics which carry clear lymph 
and not milky chyle in 1653. 

William Hunter goes on to say: ‘‘ But none of the. 


William Hunter can be judged partly by the 
impression he produced upon his contemporaries, 
and Matthew Baillie said he was perhaps the best 
anatomical teacher that ever lived. But he should 
be estimated mainly by the history of his school and 
by its contributions to anatomy. An Edinburgh 
visitor spoke of it as follows: ‘‘ The school in Windmill 


Street under the joint guidance of Dr. Wilson and 
Mr. C. Bell. was remarkable in Messrs. Hewson and 
Cruickshank’s time for its discoveries in minute 
anatomy, and it has not degenerated under Mr. 
Wilson’s superintendence. The students will nowhere 
find such careful dissections of the nerves as those 
prepared for Mr. Bell’s lecture.... The absorbents 
are also demonstrated and beautifully injected in the 
recent body, a mode far superior to that of exhibiting 
them upon dried preparations. To the best of my 
knowledge demonstrations of the absorbents are only 
made at Windmill Street.” The author then refers 
to Mr. Bell’s knowledge of military surgery acquired 
in the hospitals at Waterloo, and to the splendid 
- series of anatomical preparations, mostly injected by 
Mr. Wilson himself and only equalled by Prof. Monro’s 
in Edinburgh. 


WILLIAM HUNTER AND THE LYMPHATIC SYSTEM 


William Hunter was the first to enunciate correct 
views based upon rational grounds of the structure 
and functions of the lymphatic system. In so 
doing he controverted the view of Harvey that the 
lacteals contained milk, not chyle—i.e., fluid derived 
from the digestion of the food. William Hunter, 
who was inclined to think Harvey overrated, denied 
the absorption of fluid from the bowel by the portal 
venous system, and in this he was wrong. In other 
respects his views on the lymphatic system constituted 
a great advance. It was William Hunter who taught, 
trained, and paid Hewson (fig. 4) and Cruickshank. 


I 


Anatomists of those times could make out the origin 
of the lymphatics, and none of the Physiologists could 
give a satisfactory account of their use.” He then 
proceeds to put forward unequivocally his own claims, 
as having been the first to form a correct general notion 
of the anatomy and functions of the lymphatic 
system. In his own words, “I think I have proved 
that the lymphatic vessels are the absorbing vessels - 
all over the body; that they are the same as the 
lacteals ; and that these altogether, with the thoracic. 
duct, constitute one great and general system, dis- 
persed through the whole body for absorption ; that 
this system only does absorb, and not the veins ;- 
that it serves to take up and convey, whatever is. 
to make, or to be mixed with the blood, from the skin, 
from the intestinal canal, and from all the internal 
cavities or surfaces whatsoever. This discovery 
gains credit daily ... and if we mistake not, in a proper ` 
time, it will be allowed to be the greatest discovery, 
both in physiology and pathology, that Anatomy has 
suggested, since the discovery of the circulation.” 
Anatomists had believed that the lymphatic system 
was wanting in birds and fishes, and William Hunter, 
not satisfied on this point, kept it constantly in view. 
“ Accordingly, my brother Mr. Jobn Hunter, whom 
I bred to practical anatomy, and who worked for me, 
and attended my dissecting room, and read some. 
lectures for me many years, found some lymphatics, 
first in birds, and then in a crocodile.” From John 
Hunter’s experiments he inferred erroneously that- 
the veins do not absorb fluids. 


“THE LANCET] 


“ Next, Mr. Hewson, whom I first bred to Anatomy 
and took into my house to work for me. . 
and fully demonstrated the lymphatics and lacteals, 
both in birds and fishes.” William Hunter inferred 
that the lymphatic system, if universal through the 
animal kingdom, must be important. He goes on: 
“And lastly Mr. Cruickshank, whom I likewise 
bred to Anatomy, ... at my desire, has traced the 
- ramifications of that ‘system in almost every part 
of the body; and from his dissections figures have 
been made, which, with what I have had before, will 
enable us to publish (we hope in a little time) a full 
account of the whole system, illustrated by accurate 
engravings.” 

W. Hunter was dead before these words were 
printed, and the projected joint work never appeared. 
Cruickshank fulfilled the plan in his “Anatomy 
of the Absorbing Vessels ” (2nd edition, 1790). In 
his preface he says, ‘‘ In consequence of Dr. Hunter’s 
death this business has now fallen on me. I should 
have had no small share in it had he lived, for I 
had made almost all the preparations from which 
the drawings were made.” Cruickshank made many 
interesting observations on the lymphatio vessels. 
As an instance, he says (p. 197) that the intercostal 
lymphatics, of which two accompany each inter- 
costal artery, can be injected easily with mercury 
from the thoracic duct. The mercury forces the 
valves and penetrates through the substance of the 
glands which lie between the heads of the ribs. He 
continues, ‘on one occasion I also injected their 
posterior branches, which then run backwards to the 
skin and muscles of the back, with the posterior 
branches of the intercostal arteries; in this subject 

-they perforated the body of one of the vertebrx 
of the back, through whose substance I afterwards 
saw them ramifying. A demonstration that they 
also went to, or more properly came from, the bones.’’ 
In this short paragraph Cruickshank exposes the 


probable route by which spinal deposits reach the. 


upper dorsal spine in breast carcinoma, I have shown 
that the glands of the anterior mediastinum may be 
infected as early as the axillary glands; thence the 
infection probably reaches the spine along the 
lymphatic vessels of the upper intercostal spaces. 
It would be difficult to find a better instance of the 
surgical value of lymphatic anatomy, for, given 
precise knowledge upon the subject, the prevention 
and treatment of these late spinal deposits could be 
hopefully approached by radiologists and radio- 
surgeons. Spinal metastasis is increasing in frequency 
owing to the elimination of fatal local recurrence by 
improved operative methods. Pathologists are too 
busy with their vast subject to supply the help 
surgeons and radiologists need in this matter. Some 
young surgeon or radiologist with a research scholar- 
ship should devote two or three years to the solution 
of the problem and become his own pathologist for 
his own special needs in the light of Cruickshank’s 
observation. 

Hewson’s work on lymphatic anatomy, published 
in 1774, has been reproduced by the Sydenham 
Society. 

Sir Charles Bell, who succeeded to the Windmill 
Street School and transferred some of its specimens 
to the new Middlesex Hospital School and later to 
Edinburgh, was more interested in the nervous 
system, and Cruickshank seems to have had no 
successor. It may be doubted whether in any 
anatomical school in Great Britain freshly injected 
specimens of the lymphatics are to be seen at the 
present time, though I recall the lymphatic work of 
the late Prof. Jamieson of Leeds and the associated 
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surgical work of the late J. P. Dobson and of Mr. L. R. 
Braithwaite. At Charing Cross Hospital the late 
Mr. H. S. Clogg did notable work in the surgical 
lymphatic anatomy of the tongue. Mr. R. H. 
Burne, our former physiological curator, has described 
a new system of lymphatic vessels in the angler 
fish. A revival of lymphatic anatomy and physiology 
is very desirable in the interests of surgery, and more 
especially in the interests of cancer research. In 
cancer research at the present time two theories of 
origin, the virus theory and the chemical (tar) theory, 
face each other in apparent contradiction, each 
supported by substantial evidence and each ignoring 
the undoubted production of cancer by physical 
agents, such as light. Attempts to reconcile them 
involve very difficult assumptions, such as the almost 
universal presence of a cancer virus or the formation 
in the body of cancerogenic hydrocarbons. The 
observation made by myself (The Genesis of Cancer, 
1931, H. K. Lewis) that in areas of tissue about to 
become cancerous the lymphatic vessels are obliterated, 
has been ignored by pathologists, but it is the most 
likely clue to the unravelling of the tangle. If the 
whole character of the vegetation of a field can be 
radically altered by the blocking of the pipes which 
drain it, it is hardly surprising if local chronic lymph- 
stasis in the body may ultimately breed a race of 
cancer-cells. The virus or the tar are in my view 
cancerogenic agents, because they set up in the 
lymphatic vessels an obliterative lymphangitis. 
Research scholarships specifically restricted to the 
lymphatic system are urgently needed, and this 
College would doubtless be willing to administer 
them under the able superintendence of Prof. Beattie 
in our new Bernhard Baron laboratories or at the 
Buckston Browne farm. The work of William 
Hunter has been left half-finished. 


GENEROSITY OF THE HUNTERS 


The Hunters were proud and generous, like many 
of their much-maligned countrymen. In Clift’s time 
fifty persons fed daily at John Hunter’s expense, 
Though both the brothers made large incomes, 
neither died rich, and John died possessed of little 
but his museum, I find, thanks to researches made 
in the Record Office on my behalf by Miss E. O’Farrell, 
that in July, 1779, he asked relief of the Court of 
Chancery in respect of a bond into which he had 
entered to oblige a friend, a young sprig of Scotch 
nobility, the Hon. Lockhart Gordon, stating in his 
petition that “‘ without some such relief and assistance 
your Orator (petitioner) and his family must be 
inevitably ruined ” (see Appendix). 


MRS. JOHN HUNTER 


In July, 1771, John Hunter married Anne Home, 
then aged 29, daughter of an army surgeon in 
Burgoyne’s Regiment of Horse. She seems to have 
been a lady of wonderful charm and social gifts. 
Her portrait speaks for her (fig. 5). Rogers (The 
Modern Scottish Minstrel, 1855) says of her: “ During 
the lifetime of her distinguished husband, Mrs, Hunter 
was in the habit of receiving at her table and sharing 
in the conversation of the chief literary persons of 
her time. Her evening conversazioni were frequented 
by many of the more learned, as well as fashionable 
persons in the metropolis. She was the life of her 
social parties, sustaining the happiness of the hour 
by her elegant conversation, and encouraging the 
difident by her approbation. Amiable in dis- 
position she was possessed of a beautiful countenance 
and a handsome person. She wrote verses with 
facility, but she sought no distinction as a poet, 
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‘preferring to be regarded as a good housewife and an 
agreeable member of society.” 


Among the lions of Mrs, Hunter’s salon were the 
composer Haydn and Mrs. Montagu, founder of the 
Blue Stocking Club, evidently a mixed club, for it 
took its name from the colour of the hose of Benjamin 
Stillingfleet, son of a bishop, traveller, naturalist, 
and oracle of the club. Mrs. Hunter supplied 
Haydn with 
the words 
of his 
“ Englische 
Original- 
Canzonet- 
ten,” a book 
of twelve 
songs, of 
which the 
best known 
is “My 
mother bids 
me bind my 
hair,’’ a 
touching 
ditty still 
‘familiar. 
She also 
wrote the 
libretto of 
Haydn’s 
“Creation.” 
Haydn, who 
speaks of 
John as “the greatest and most celebrated 
surgeon in London” (1792), appears to have 
intensely enjoyed his London visit. His last appear- 
ance in Leicester Square was, however, not too 
pleasant. Jobn Hunter had frequently pressed him 
to consent to the removal of a nasal polypus which 
troubled him, but Haydn postponed the appoint- 
ment from week to week. Learning of Haydn’s 
imminent departure from London, Hunter invited 
him to come to Leicester Square for urgent but 
unspecified reasons. ‘‘ After the first compliments 
several stout fellows entered, seized me and would 
have put me on a chair. I shrieked, shouted blue 
murder and let out lustily with my feet until I freed 
myself and made Herr Hunter, who stood ready with 
his instruments, understand that I absolutely refused 
operation.” It may be added that only death parted 
Haydn from his polypus. It may also be presumed 
that the reactions of Mrs, Hunter’s social evenings 
upon her husband’s practice were usually more 
favourable. We are told that people were known to 
have consulted Mr. Hunter professionally in the hope 
of being invited to Mrs. Hunter’s assemblies. 


It was doubtless partly for her and her parties 
and the special coach and coachman he provided for 
her that her proud and generous husband needed 
the “ damned guineas.” Surgeons’ wives who envy 
her should remember that she had a museum in 
each of her two houses. Her contribution to surgery 
was John Hunter’s happiness. Let us, in recalling 
her memory as of eighteenth century pot-pourri, 
also more vividly recall what we owe each of us to 
his own wife. There should be a special petition in 
the litany for the women whose domestic routine is 
daily at the mercy of the acute appendix and the 
perforated gastric ulcer. 


Fic, 5—Mrs. John Hunter.} 


t Figs. 2 and 5 are from G.C. Peacbey’s A Memoir of William 
and John Hunter, 1924, and fig. 3isfrom,G. Mather’s Two Great 
Scotsmen, 1893. 
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‘ Appendix 


Abstract of Chancery Proceedings, 1758-1800, 
C12/1251/68, July 22, 1779: John Hunter, of 
Jermyn Street, Middlesex, surgeon, versus Alexander 
Gray and John Ogilvie. 


“ That there being some intimacy of Friendship sub- 
sisting between him (the plaintiff) and the Honourable 
Lockhart Gordon late of Upper Grosvenor Street in the 
said County of Middlesex Captain in his Majesty’s thirty- 
fifth Regiment of Foot the said Lockhart Gordon informed 
your orator that having occasion for a Sum of Money he 
meant to raise the same by way of granting an annuity 
for his own Life as being the more convenient way for a 
person in his Situation but that he was apprehensive some 
further security might be required for securing the pay- 
ment of such Annuity than his own and desired your 
orator if necessary to join with him in any reasonable 
Security which might be required.” 

“The said Gordon intimated that the Annuity would 
be about £170 which he would easily keep down out of 
his pay and thatin case he could not procure money in that 
way it would involve him in some difficulties or distress.” 

The plaintiff “ being desirous under those representa- 
tions to assist the said Lockhart Gordon as far as he could 
consistent with his own safety,” he agreed to be security. 

Shortly afterwards Lockhart Gordon entered into a 
treaty with Sir Charles Raymond, of Valentines, Essex, 
Bart., whereby Sir Charles was to pay him £1020 “as a 
consideration for such Annuity on having the same 
secured by him and your orator.” Therefore the said 
Gordon and the plaintiff were bound to Sir Charles in 
£2040 for the payment of an annuity of £170 to Sir Charles 
during Lockhart Gordon’s life. The date of this bond 
was Nov. 24, 1775. 

For the better security of this annuity the said Gordon 
and the plaintiff delivered to Sir Charles a “warrant of 
Attorney ” of the same date to enable him “to enter up 
judgment against them upon the said Bonds for the 
penalty therein contained.” 

About May, 1778, the payment of the annuity was in 
arrears ‘‘and your orator not having called upon the said 
Lockhart Gordon for any Indemnity against the same” 


he applied to Gordon to indemnify him, which he 


promised to do. 

The said Gordon by his deed poll of May 29, 1778, 
assigned to the plaintiff “all sum or sums of money 
which was or were then due or which should at any time 
thereafter become due and payable to him the said 
Lockhart Gordon for pay or otherwise as a Captain in 
his Majesty’s said thirty-fifth Regiment of Foot or as 
enjoying any other Rank by Commission which he might 
thereafter acquire in the Army,” unless the arrears of the 
annuityshould be paid within 10 days after thedate thereof. 

Afterwards Sir Charles Raymond sold the annuity to 
Sir Richard Chase and gave him the bond and warrant 
for securing the same. 

The annuity being again in arrears, the plaintiff had to 
pay Sir Richard Chase £240. Afterwards the plaintiff 
received £45 from Alexander Gray and John Ogilvie of 
Conduit Street, agents of Lockhart Gordon. 

But lately the said Lockhart Gordon, combining with 
Sir Charles Raymond, Sir Richard Chase, Alexander 
Gray, and John Ogilvie “‘to injure and oppress” the 
plaintiff ‘‘and to defeat him of the benefit of his said 
indemnjty,” had “ privately and without the privity of 
your orator sold his said Commission with some unfair 
view or design of throwing the whole weight of the future 
payments of the said annuity upon your orator.” 

The money, £1700, received for the commission was 
paid to Alexander Gray and John Ogilvie. The plaintiff 
had applied to them and “‘ represented to them the great 
injury or hardship your orator would sustain in case he 
should be stripped of his said indemnity by the purchase 
money for the said commission ”’ being paid to Lockhart 
Gordon and asked them to have it “ laid out in the name 
of some proper person or persons in some of the publick 
funds government or other securities,” as otherwise the 
plaintiff would be liable for the annuity and “ without 
some such relief and assistance your orator and his family 
must be inevitably ruined.” The said Gray and John 
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Ogilvie refused the plaintiff’s request and pretended that 
he was not a security for the said Gordon, or else that he 
‘** received some valuable consideration ” for it. 

Sir ‘Richard Chase ‘“‘as being sensible of your orator’s 
distressed situation sometimes alledges that he is willing 
to permit the said annuity to be redeemed ” and at other 
times will not give permission. 

(The 35th Regiment of Foot was the Royal Sussex 
Regiment. Lockhart Gordon joined that regiment from 
half-pay in 1776 and was still with it in 1770. This 
regiment went to America in 1775 and fought at Bunker 
Hill. It took part in the capture of St. Lucia in 1778 and 
returned to England in 1785.) 


SUPPURATIVE PNEUMONITIS AND 
LUNG ABSCESS 
. THE VALUE OF RADIOLOGY 
By ANDERSON GARLAND, M.D. Lond., D.P.H. 


ASSISTANT MEDICAL OFFICER, OLDOHURCH COUNTY 
HOSPITAL; AND aa: 


F. R. BERRIDGE, M.B. Camb., D.M.R. 
ASSISTANT IN RESEARCH IN RADIOLOGY TO THE REGIUS PROFESSOR 
OF PHYSIC, UNIVERSITY OF CAMBRIDGE ; LATE RESIDENT 
RADIOLOGIST, OLDCHURCH COUNTY HOSPITAL 


(WITH ILLUSTRATIONS ON PLATE) 


CERTAIN cases with the clinical signs and symptoms 
of lung abscess show a diffuse shadow in the lung 
parenchyma when examined radiologically. It has 
been found convenient to call such cases ‘‘ suppurative 
pneumonitis.” This first stage of pulmonary suppura- 
tion has two characteristic radiographic features— 


namely, homogeneous veiling of the involved region- 


of the lung and increase in the lung markings. The 
shadowing may involve a whole lobe or only a part 
of it. If only a part is involved the shadowing is 
irregular and this is to some degree due to extension 
of the thickened bronchi beyond the limits of the 
veiling. Suppurative pneumonitis never produces 
the true mottled shadowing seen in bronchopneumonia. 
Bronchial markings are more exaggerated than 
vascular markings, but the increase in the latter 
indicates engorgement and stasis such as might be 
expected in any acute inflammation. The increase 
in the bronchial markings is characteristically present 
throughout the course of the disease and is one of the 
last signs to disappear. The veiling is not usually 
sufficiently dense to obscure the lung markings 
completely (fig. I on plate). 

If the shadowing persists the second stage may be 
reached in course of time, when a cavity with a fluid 
level is demonstrated in the lung parenchyma 
(fig. II). This is the absolute criterion of lung 
abscess formation. An intermediate stage may 
intervene when a circumscribed opacity is observed 
amidst the shadowing, an opacity which is presumably 
the locus of a lung abscess. 
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The cavity of a typical acute lung abscess is 
surrounded by a uniform opacity of density just 
insufficient to obscure the lung markings completely. 
More often than not the cavity is situated towards 
the upper limits of the veiling. The vomica may be 
temporarily obscured by a superadded pneumonitis 
extending beyond the original limits of the disease. 
Pleural involvement is an almost constant feature of 
any stage of the disease and it is shown by fluid, 
pleural thickening or adhesions. This is to be expected 
in a lesion developing at the lung periphery. 


INCIDENCE AND ZXTIOLOGY 


Only sixteen cases were seen at a large general 
hospital in two years, so the condition may be regarded 
as rare when uncomplicated bronchopneumonia and 
pulmonary suppuration secondary to such diseases 
as neoplasm, bronchiectasis and pyæmia are excluded. 
Suppurative pneumonitis may never progress to a 
later stage and in six of our cases a cavity was never 
demonstrated throughout the illness. The main 
features of the sixteen cases are summarised in the 
table. The healing time was assessed on clinical 
grounds but was not considered complete until 
there was radiological proof that the lung fields were 
clear. The duration was of necessity prolonged by 
this rigid criterion. | 

The series included eleven males and five females. 
Assuming that oral sepsis is more common in males, 
it might be argued that this preponderance corrob- 
orates the view that dental sepsis is an important 
etiological factor (Stern 1936). Moreover, in ten 
cases the disease was confined to the right lung, and 
for anatomical reasons septic material finds access 
easier on that side. Seven cases were associated 
directly or indirectly with inhalation anesthesia. Only 
two of the anesthetics were for operations in the 
region of the mouth, one being a dental extraction 
and the other for a fractured mandible. In eight cases 
the suppurative pneumonitis followed acute pneu- 
monia and in the remaining case the origin was 
uncertain. 

There is much controversy as to the exact relation 
between acute pneumonia and pulmonary suppura- 
tion. Definite cavities, unassociated with symptoms 
of lung abscess, have been observed on the radiograms 
of cases of resolving pneumococcal pneumonia (Kessel 
1930). This type of cavitation was found to be due 
to ischemic infarction following vascular thrombosis, 
From this it appears that something more than mere 
tissue necrosis is required to produce an abscess in 
acute pneumonia, and the conception of an area of 
grey hepatisation breaking down into a true abscess 
is probably incorrect. Every case of pulmonary 
suppuration must pass through a preceding stage of 
inflammation. This presuppurative stage, especially 
in cases of aspiration of septic material, has been 
termed ‘‘ pneumonitis.” Kerley (1936) has described 
the radiographic appearances of pneumonitis, which 


LEGENDS TO ILLUSTRATIVE PLATE 


DRS. GARLAND AND BERRIDGE 
I—Suppurative pneumonitis. 
II—Same case as fig. I. The condition has now progressed 
to the formation of an abscess cavity. 
III —Empyema cavity. 
IV—Same case as fig. III. Empyema cavity simulating 
abscess cavity. 
V—Large abscess cavity in right upper lobe. Erect position. 


VI—Same case as fig. V. Fluid level alters its position 
with the patient lying on one side. 


VII—Right middle lobe abscess. 
pleural effusion. 


VIII —Same case as fig. VII. Abscess cavity revealed by 
using a Potter-Bucky grid. 


Cavity obscured by 


DRS. ROBSON 
Fic. III— Left femur. 
Fic. V—Left hand. 


Fie. VI—Right side of thorax, showing affection of fourth 
and sixth ribs. 
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i Duration 
Case | Sex (years) Atiology Type Result (months) 
1 M 17 Postaneesthetic Abscess, sub-apical, L. lower lobe Recovered. 4 
2 M 63 Pneumonia Abscess, sub-apical, R. lower lobe Recovered 7 
3 F 43 Pneumonia Abscess, sub-apical, L. lower lobe Recovered 9} 
4 M 3 Pneumonia postanæsthetic Abscess, R. upper lobe Slight fibrosis. Clinical . 1 
| (empyema) recovery 
5 F 25 Bronchopneumonia Pneumonitis, R. iobes Recovered 5 
A 6 M 25 Postanæsthetic (fractured | Abscess, sub-apical, R. lower lobe | Clinical recovery. Complete 2 
mandible) recovory not confirmed 
? radiol ogically 
7 F 15 Pneumonia Abscess, apical, R. lower lobe Recovered 6 
8 F 39 Pneumonia Abscess, L. lower lobe Recovered 3 
M | 19 Pneumonia Pneumonitis Bronchiectasis. No recovery — 
after 18 months 
10 F 9 Postanæsthetic Pneumonitis, R. lower lobe Recovered 44 
11 M 7% Pneumonia. Pneumonitis, sub-apical, Recovered 2 
. lower lobe i 
12 M 49 Uncertain Pneumonitis, R. middle lobe - Bronchiectasis. No recovery — 
after 24 months ' 
13 M 38 Postanesthetic (teeth Abscess, R. middle lobe Pleural thickening. 6 
extraction) Recovered 
14 M 3} Pneumonia Abscess, R. upper lobe Recovered 
15 M 35 Postanæsthetic Pneumonitis, R. middle and Residual fibrosis- Clinical 
lower lobes ° recovery - 
16 M 11 Postanæsthetic Abscess, L. lung Died 1 


are very different from those of bronchopneumonia, 
and he has observed that this condition may clear 
up without proceeding to abscess formation. Sup- 
purative pneumonitis is a stage further, when actual 
pus is present in the lung but not necessarily in the 
form of a localised abscess. The true pathology and 
morbid histology of suppurative pneumonitis are not 
yet known, and confirmation is required from material 
obtained at autopsy or from lobectomy before the 
condition can be finally accepted as a pathological 
entity. We wish to emphasise that suppurative 
pneumonitis is quite distinct from the “simple 
pneumonitis ” recently described by Morton Gill 
(1938). 


DIFFERENTIAL DIAGNOSIS 


The radiographic appearances of suppurative 
pneumonitis are not pathognomonic. Pneumonic 
consolidation, especially in the early stages of 
resolution, and some forms of influenzal pneumonia 
can give rise to very similar appearances. Further- 
more, it is not possible to determine from the radio- 
gram alone whether suppuration has occurred in an 
area of pneumonitis. In cases of this kind, however, 
the clinical signs and symptoms leave no doubt 
that suppuration is present, and radiological examina- 
tion is undertaken to determine the extent of the 
disease and to ascertain whether a definite abscess 
has formed. Abscess cavities which were not visible 
on straight radiograms have been demonstrated by 
tomography, and the introduction of a simplified 
apparatus by Twining (1937) should lead to the more 
widespread use of this method. Lipiodol introduced 
through the bronchoscope directly into the affected 
part of the lung has also shown cavities which were 
not apparent on ordinary radiograms (Pinchin and 
Morlock 1935). 

It is the demonstration of a fluid level which usually 
first draws attention to an abscess cavity, yet from 
time to time difficulties are encountered in the 
interpretation of fluid levels in the lung fields. The 


introduction of air into the pleural cavity following 
an operation on the ribs or the aspiration of a pleural 
effusion can give rise to an appearance radiologically 
indistinguishable from a lung abscess. Figs. III and 
IV show the development of such an appearance 
following rib resection for an empyema. A lateral 
radiogram may show the true state of affairs but 
even there the resemblance may persist. 

Although differential diagnosis from a tuberculous 
cavity is not usually difficult, the radiographic 
appearances are sometimes inconclusive. Reliance 
must then be placed on clinical evidence and especially 
on the character of the sputum and its bacteriological 
content. Similarly, confusion may arise when 
congenital cystic disease of the lung is complicated 
by pneumonia. 

In order to demonstrate a cavity in all its 
dimensions three radiograms are required: the 
anteroposterior or posteroanterior projection (fig. V); 
a lateral view; and one taken in posteroanterior 
projection with the patient lying on his side in order 
to reveal the depth of the cavity (fig. VI): A cavity 
obscured by pneumonitis or by effusion may some- 
times be defined by using a Potter-Bucky diaphragm 
(figs. VII and VIII). Occasionally even in the acute 
stage of lung abscess physical signs of a cavity are 
present, and in these circumstances invaluable 
assistance is afforded thereby. In one of our cases, 
confirmed radiologically, an abscess in the left lower 
lobe was associated with cavernous breathing and 
post-tussic suction. 


TREATMENT AND RESULTS 


' In every case conservative measures were adopted, 
spontaneous healing being awaited and surgical 
intervention avoided as far as possible. In only one 
case was there cause to regret the steadfast adherence 
to medical treatment. A young adult with suppurative 
pneumonitis was treated by bronchoscopic aspiration 
of the pus. He developed bronchiectasis, no recovery 
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being recorded 18 months after the onset. One case 
proved fatal; here operation had been regarded as 
contra-indicated by the surgeons, for the patient 
was suffering from a series of complications following 
_ acute intussusception. Operation was also withheld 
in a middle-aged man in poor general health and this 
patient developed bronchiectasis. In one case an 
incision into an area of suppurative pneumonitis 
revealed merely a lung oozing pus and no definite 
abscess cavity. Eleven cases recovered completely, 
so that there was no cause to be dissatisfied with the 
immediate results of medical treatment. It was 
perturbing, however, to find that two cases ultimately 
developed fibrosis, one presumably being of a 
permanent type. 

The question arises as to what part surgery might 
have played in shortening the course of the illness, 
in obviating sequels or in saving life. Although the 
immediate results were good the duration of the illness 
was usually prolonged and in that way compared 
unfavourably with the results obtained in some 
surgical clinics. Children who recover from lung 
abscess with medical treatment do so quickly and 
therefore with them the problem of operation is not 
so important. In adults the position is less satisfactory. 
Neuhoff and Touroff (1938), with their wide experi- 
ence of abscess of the lung, now do not favour 
deferring operation when the progress of a case is 
doubtful. The series of cases published by them 
shows what can be accomplished by early operation 
with specialised technique. 

Operation in the early stage of suppurative 
pneumonitis may reveal an abscess, but on the other 
hand it may reveal only a lung oozing pus—a condition 
that has been aptly compared with a bog in contrast 
to the pool of a frank lung abscess. At this stage too, 
resolution may occur and it may not be possible to 
demonstrate an abscess cavity throughout the course 
of the disease. Having decided to operate on such 
a case the surgeon may be confronted with the 
difficult task of performing lobectomy. Complications, 
including extensive adhesions, may render lobectomy 
too dangerous to undertake (Chandler 1938), and in 
consequence the patient has to combat not only 
suppurative pneumonitis but also the effects of 
operation and a chest wound. It appears that one is 
only on firm ground in advocating operation when 
there is radiological evidence of an abscess cavity. 
Progressive enlargement of the vomica represents 
an absolute indication for operative treatment. 
Surgical treatment should be discussed when serial 
radiograms show an abscess cavity persisting for 
a fortnight or more. Operation becomes imperative 
when the patient’s general state is deteriorating or 
when there is a danger that the condition is becoming 
chronic. An empyema complicating any stage of the 
disease is, of course, always treated surgically. 


SUMMARY 


1. Sixteen cases of suppurative pneumonitis are 
discussed, ten of which proceeded to lung abscess. 


2. The distinction between the two conditions rests 
largely on radiological grounds, 

3. It is maintained that by distinguishing the stage 
in the disease a basis is obtained upon which to found 
the operative indications. 

We wish to thank Dr. Edward Miles, medical 
superintendent of Oldchurch County Hospital, for 


rmission to publish these cases, and Dr. W. Burton 
ood for his criticism and advice. 
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Since Mandl (1926) demonstrated a relationship , 
between disturbance of the endocrine system and the 
diffuse fibrocystic disease of bone of von Reckling- 
hausen much attention has been paid to the recognition 
of these cases and to the benefit to be derived from 
parathyroidectomy. In 1929 Aub summarised his 
extensive work on calcium and phosphorus metabolism ; 
and studies of fibrocystic disease as a whole and 
of individual cases have since been published in 
this country particularly by Hunter (1930 and 
1931-32). Diffuse cystic changes in the skeleton clearly 
present a complex problem and only a proportion 
of the cases are suitable for parathyroidectomy. 
Wilder and Howell (1936) in a review of 135 proven 
cases give the following as the invariable features 
of this latter group : 

(1) The skeletal appearances are those of cystic 
osteitis fibrosa. 

(2) There must be indisputable abnormality of 
calcium metabolism demonstrated by a study of the 
blood or urine. 

(3) There must be tumorous enlargement of one or 
more parathyroids. 


Gutman and his colleagues (1936) suggest that 
evidence of disturbed calcium metabolism may not 
always accompany even true fibrocystic disease of 
the skeleton associated with parathyroid tumour. 
These workers point out that a normal blood-calcium 
figure may be found in such cases in the presence 
of renal failure, that from experimental evidence 
variations in calcium intake may possibly be of 
importance, and that the disease may be subject to 
spontaneous remissions. There is no doubt that a 
condition of the skeleton radiographically very similar 
to that associated with a parathyroid tumour does 
occur in its absence. This is referred to by Hunter 
(1931-32) as the ‘‘ multiple focal type of fibrocystic 
disease ” and also by Fairbank (1935). 

Albright and others (1937) have described a 
syndrome characterised by osteitis fibrosa disseminata, 
areas of pigmentation, and endocrine dysfunction 
with precocious puberty in females. In none of their 
patients did a parathyroid tumour appear to be 
present, and the following case, which came under 
our observation, conforms to their description. 
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CASE-REPORT ' 


A woman aged 33, a brush-factory worker and 
former shop-assistant, was admitted to the neurological 
ward of the Middlesex Hospital in November, 1937, 

under the 
care of Dr. 
McAlpine. 
Her par- 
ents were 
unrelated 
and three 
sisters were 
.free of 
cutaneous 
pigmenta- 
tion and 
gave nor- 
mal men- 
strual his- 
tories. As 
far as the 
patient 
was aware 
there had 
been noth- 
ing abnor- 
mal about 
hber until 
the age of 
4, when 
she was 
noticed to 
be growing 
unusually 
big for her 
years. At 
the age 
of 6 the 
breasts 
began to develop, pubic hair appeared and a year 
later menstruation set in. This was often exces- 
sive in the early years and on one occasion there 
was continuous loss for nearly six months. About 
this time (her sixth year) she was noticed to be 
limping with her left foot. Something abnormal 
was observed in the region of the left hip and 
she was admitted to the local hospital, where a 
radiogram was taken and an exploratory opera- 
tion performed. The results of these investiga- 
tions are not known. In 1911, at the age of 7, she 
fractured the left humerus, in 1914 the left femur, 
in 1916 the upper end of the left tibia and since 1916 
she has sustained two further fractures of the left 
humerus and three of the left femur. The most 
recent fracture was of the left humerus in 1935, 
when she was treated at York County Hospital 
(fig. II). Several determinations of blood-calcium 
and blood-phosphorus done at this time gave normal 
figures. (We are indebted to Mr. A. H. C. Visick 
for this information.) She was referred to Dr. 
McAlpine on account of a complete right facial palsy 
which had appeared in August, 1935, following the 
extraction of a lower molar tooth under local anæs- 
thesia and had persisted. A left facial palsy appeared 
suddenly on April 9, 1938, and the patient was 
readmitted for a short time in June, 1938. As far 
as was known the patient had always taken a normal 
full diet. 


On examination there was a complete right facial 
palsy, also a left facial palsy which was showing 
signs of recovery. There was gross deformity of the 
left arm and forearm, left side of the pelvis and 
left leg (fig. I). In order to get about she had to wear 
a nine-inch iron on the left foot. There was a brownish 
pigmentation on the left side of the back and chest 
and under the left arm (fig. I). This was strictly 
unilateral and had been present since birth as far 
as the patient knew. The blood-pressure was 
130/80 mm. No abnormality of the pelvic organs 
could be detected clinically (Mr. F. W. Roques). 
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Fic, I—Front and back views of patient. 
The pigmented area has been outlined 
with a dotted line. 
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INVESTIGATIONS 


Wassermann reaction: negative. 
Blood-count: normal in all respects. 
Blood chemistry : 


Urea ... ria sae .. 24 mg. per 100 c.cm. 
Non-protein nitrogen e.. 27 mg. os 
Albumin ; or .-. 328g. a 
Globulin 2°48 g. bs 
Fibrinogen ... 0°45 g. PP 
Calcium Pre rae - 101 mg. is 
Phosphorus... ee 3°4 mg. °° 
Plasma phosphatase ... ; 11°4 units z 
(normal range 3-11 units) 
Sodium Sus oes .. 327 mg. i 
Potassium bee sae .. 21 mg. A 
Chlorides ... 590 mg. n 


The blood-calcium and blood-phosphorus were sub- 

stantially the same on three separate occasions, including 

one reading during menstruation., 
Van Slyke’s urea-clearance test: 
Urine: normal. 
Aschheim-Zondek test: negative. 
Calcium balance: 


Ca.intake P.intake Ca.output P.output 


normal, 


First observation 

(six days) .. .. 058g. .. Z'TTE. .. 194g. .. 3°4 g. 
Second observation 

(three days) ..0°25g. .. 139g. .. O'83g. .. 184g. 


These figures indicate a slight but definite negative 
calcium balance (Dr. J. D. Robertson), 


Reports on radiography of bones (Dr. T. V. 
Crichlow): ‘‘ Fibrocystic disease in left humerus 
and lower extremity (fig. III on plate) with old 
healed fracture in lower end of humerus and 
femur. Left side of pelvis shows fibrocystic changes 
(fig. IV); the left hand (fig. V on plate) left foot, 
the right fourth and sixth ribs (fig. VI on plate) also 
show changes, also the right transverse process of 
the third lumbar vertebra and the right side of the 
sacrum. Scoliosis in the lumbar vertebre. No cystic 
changes seen in the skull, 
the two translucent areas 
being probably pacchionian 
bodies.”” No abnormalities 
were detected in special 
views of the skull in the 
region of the facial canals. 
There was no evidence of 
renal calculus. The pituitary 
fossa was normal. No peri- 
pheral arterial calcification 
was visible. 


Exploration of neck: On 
Jan. 20, 1938, Mr. Gordon 
Taylor did an exploratory 
operation in the neck but 
no tumour was found in 
the region of the para- 
thyroid glands nor else- 
where in the neck, nor as 
far as could be discovered 
was there a tumour in the 
substernal region. No fur- 
ther exploration was under- 
taken in view of the incon- 
clusive biochemical 
findings. 

The radiographic and bio- 
chemical investigations were 
repeated when the patient 
was readmitted in June, 
1938, and the results were 
substantially the same. 
There appeared to have 
been no radiological 


Fia. 1I—Distribution of 
the bone lesions. 
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Fic, IV—The pelvis. 


advance of the condition in the intervening seven 
months. The only difference to clinical examination 
was the presence (already mentioned) of the left 
sided facial palsy. 
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Albright and others (1937) record personal observa- 
tions on five cases and report six somewhat similar 
cases from the literature (see table). They were also 
able to find four recorded cases in males; though 
pigmentation was present in three of these, none 
showed precocious puberty. In a later communication 
Albright, Scoville, and Sulkovitch (1938) describe two 
more male cases (personally observed) with pigmenta- 
tion and fibrocystic disease of bones but without 
precocious puberty, and they quote a third case. 
The literature contains at least one further male case 
in this group, described by Hirsch (1929). Albright 
postulates that the whole syndrome may be due to 
a “disseminated neurological lesion.” McCune and 
Bruch (1937) say that the clinical and pathologic 
relationship of the condition in males to that described 
in females is speculative. 


DISCUSSION 


Of the cases in general we would point out the 
relative normality of calcium metabolism, that there 
is a tendency for the bone lesions to be mainly 
unilateral and for there to be a partial correspondence 
between the distribution of the skin pigmentation 
and the bone lesions. These points are stressed by 
Albright and others in their paper. The radiographic 


SUMMARY OF CASES OBSERVED AND COLLECTED BY VARIOUS AUTHORS 


Age in years— 


w 
= 8 
$3 s F S| Pigmen-| Bones Explor- 
Authorities | Sex g A Ẹ 3 a E Se tation affecte a Laboratory findings Biopsy au m Remarks 
Om oy BS o & 
an| 98 [82 "2 
Pe © 
2| R jde 
(1) F 8 7 12 Yes Right side ; |Blood-calc. and phosph.,| Osteitis Not — 
left scapula, pnospiatese, and calc.| fibrosa done 
humerus, alance normal 
radius 
(2) F 10 1 Not Yes Right pelvis |Blood-calc. and phosph.,| Osteitis Not — 
stated and leg and phosphatase fibrosa done 
normal 
Albrigbt | (3)) F 3} % 44 i Yes Widespread |Ditto Osteitis | Not | Explored for suprarenal 
and mths.* both sides fibrosa done tumour, none found. 
others Mentally retarded. 
1937 f 
: (4) F | 28 3% | Early Yes Right-sided |Ditto . Ostcitis Not — 
except skull fibrosa done 
where mostly 
left-sided 
(5) M 4 — 12 Yes Widespread |Blood-calc. and phosph. | Osteitis |Yes ; no — 
both sides | normal, phosphatase| fibrosa |tumour 
increased found 
Weil (1922) | F 1} 14 Not Yes Not stated |Not stated None Not At age 9 had secondary 
stated done sex characters of a 
child of 15. 
(1) F 2 3 ? 2 Yes Bilateral |Blood-cale. and calc. in; Osteitis |Yes ; no — 
Gaupp f urine normal fibrosa {tumour 
(1932) (2) F 2 9 9 INotmen-| Bilateral |Blood-cale. and calc.) Osteo- |Yes ;no| First fracture at 6 years. 
tioned balance normal dystrophy| tumour 
Stalman F 5 3} | Not Yes Bilateral (Not stated None Not At age 8 had pubic hair 
(1933) | stated | done and breasts developed. 
Spapper and| F T 7 7 Yes Bilateral ;Blood-calc. 12-6 mg. |? xantho-| Yes, | Described as diffuse 
Parisel (1933) i matosis | twice ; xanthomatosis. Subse- 
no quently developed ? 
tumour, sarcoma of left hip. 
Mentally retarded. 
Goldhamer | F 3 2 Not Yes Left-sided Blood-cale. once 12:0} Osteitis Not — 
(1934) | stated | mg. fibrosa done 
McCune and : F 2| 2 4 Yes Bilateral; [Phosphatase increased | Osteitis |Yes;no, Hyperthyroidism. Basal 
Bruch (1937)| right more fibrosa | tumour metabolic rate + 65 
| | than left per cent. ; 


* Some bleeding took place at 44 months, menstruation established at 5 years. 


380 


‘appearances of the skeleton, at least in advanced 
cases, are indistinguishable from those seen -in other 
types of fibrocystic disease of bone. 


It is possible that these cases may be examples of 
hyperparathyroidism observed in a quiescent phase, 
but the bizarre association of the bone changes with 
cutaneous pigmentation in both sexes and precocious 
puberty in females (developing at the time when bone 
softening first gives rise to symptoms) points to the 
condition being a specific entity. Possibly also the 
male cases should be regarded as distinct from the 
female in that precocious puberty does not occur. 
In none of the cases (six in all, with five female) in 
which the neck was explored was a parathyroid 
tumour discovered. Of particular interest in our 
patient was the bilateral facial palsy, but we are 
unable to suggest any connexion between this and 
the other features of the case. 


SUMMARY 


A case of fibrocystic disease of bone is described in 

a woman of 33 in whom extensive bony changes 

were associated with premature puberty and cutaneous 

pigmentation. A summary is given of twelve similar 

cases reported elsewhere, eleven of whom were 

women, It is suggested that the condition is a clinical 
entity. 


We wish to thank Dr. McAlpine, Mr. Gordon 
Taylor, and Dr, Beaumont (under whose care the 
patient came in at various times) for allowing us to 
publish the case; Prof. Dodds for much help and 
advice and the use of the biochemical data; and 
Prof. McIntosh and Dr. Graham Hodgson for the 
assistance afforded by their departments. 
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“. . . we are able to discern a kind of nature- 
mind spectrum; for there appears a roughly given 
hierarchy of five ascending levels—mathematical, physical, 
biological, psychological and social. Each level has its 
appropriate special language. The basic corresponding 
concepts are respectively : number at the mathematical 
level; matter at the physical level; organism at the 
biological level; mind at the psychological level; and 
society at the social level. If we choose to select one 
of these as somehow more real than the others, a great 
distortion arises in our point of view. For example, if 
we regard the physical level as the most fundamental, 
we become materialists. But why make such an 
unnecessary choice ? . . . we have come to realize that 
our only approach to a better understanding of the world 
is by means of a widening succession of abstract ideas, 
each explaining imperfectly some aspect of the stupendous 
whole.”——GrorGE D. BIRKHOFF, Science, Dec. 30, 1938, 
p. 601; Nature, Lond, Jan. 14, 1939, Suppl. p. 60. 
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Randfontein Estates Ltd. Hospital 
Dr. P. A. PEALL 


: SENIOR MEDIOAL OFFICER 


This hospital serves a population of 20,000 native 
miners. Each native is thoroughly inoculated prophy- 
lactically with pneumonia vaccine within three weeks 
of beginning work. The incidence and mortality-rate 
from pneumonia in recent years has been relatively 
low, and the interesting feature on this mine is that 
cases of pneumonia due to pneumococcus types 
present in the vaccine occur but rarely. It seems that 
immunologically the vaccine has been effective in 
its purpose (Lister and Ordman 1935). 

There were 57 adult native male patients in the 
control series and 58 in the series treated with 
M. & B. 693. There was 1 death in each series. On 
the basis of case-mortality rate it is impossible to 
evaluate the therapeutic use of the drug in pneumonia. 
But, on the other hand, table I shows that the drug 
has been effective in reducing the period of pyrexia 
and the total period of stay in hospital. The action 
of the drug is very noticeable, the temperature 
reaching the normal by crisis on the second or third 
day. The pulse-rate falls to normal ten to twelve 
hours after the temperature. With the fall of tempera- 
ture and pulse-rate the general condition is remarkably 
improved—much more so than after a natural crisis. 

Several cases on admission were clinically diagnosed 
as pneumonia and given the drug, crepitations with 
soft tubular breathing and scanty rusty sputum 
being observed. These cases were subsequently 
excluded from the experiment, because the lobar 
pneumonia was not confirmed radiographically. It 
is quite possible that in these cases consolidation of 
the lung was inhibited by the drug. 

An average of 19-22 g. of the drug was given to 
each case in the treated series. On admission the 
patient was given 4 tablets repeated in four hours, 
then 2 tablets every four hours for forty-eight hours, 
then 1 tablet four-hourly for forty-eight hours. It 
is quite possible that equally good results could 
be obtained with smaller doses. 

Every case was radiographed with portable 
apparatus, and, if any doubt existed as to the presence 
of lobar pneumonia, radiography was repeated in 
twenty-four or forty-eight hours. No doubtful cases 
were included in the experiment. The Wassefmann 
reaction of the blood of every patient was tested. 
There was a strongly positive reaction in 10 of the 
control cases and 8 of the treated cases. In the treated 
series 4 other cases gave a doubtful Wassermann 
reaction. 
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The usual routine treatment for lobar pneumonia 
was given to all cases—i.e., continuous administration 
of oxygen by nasal tube, ice-bag to precordia, intra- 
venous saline and glucose in very toxic cases, and 
stimulants when indicated. Specimens of sputum 
were submitted to the South African Institute for 
Medical Research for bacteriological investigation as 
soon as the diagnosis of lobar pneumonia was made 
but before the first dose of the drug had bee 
administered. : 

Table I shows that, from the point of view of 
age-groups, tribal distribution, and physical signs, 
the population in the series of control and treated 
cases were experimentally comparable. Similarly, 
the period of illness before admission to hospital is 
approximately the same in both series and is between 
one and two days. 

The total number of days in hospital with pyrexia 
in the control series averaged 7:8 as against 2-8 in 
the treated series. Further, 87-6 per cent. of the 
treated cases showed a normal temperature on the 
third day in hospital, whereas in the control series 
the corresponding figure is only 7-2 per cent. The 
duration of stay in hospital was 16-6 days in the 
treated series and 24 days in the control series. 

No serous effusions or empyemas were encountered 
in either series. Antipneumococcal serum was not 
administered, Vaccine treatment in hospital was 
given in about half the cases in each series, when 
3 c.cm. of the institute’s pneumonia (compound) 
vaccine was administered on three occasions at daily 
intervals (1 c.cm. in each dose). 

The following is a note on the fatal case in the 
treated series :— 


CASE 22704,.—Native. Right-upper-lobe and left- 
lower-lobe pneumonia, type XIX. Very ill on 
admission. Confirmed by radiography. Died on 
fifth day in hospital. 

Post mortem pneumococcus type XIX and Staphylo- 
coccus aureus were isolated from the lung. 


CONCLUSIONS 


In this group of cases M. & B. 693 was effective in 
reducing the period of pyrexia and the total period 
of stay of natives in hospital. 


Witwatersrand Native Labour Association 
. Hospital 


Dr. A. I. GIRDWOOD 
SENIOR MEDICAL OFFICER 


Patients admitted to this hospital are derived from 
the adjoining compound, in which are temporarily 
housed those natives who have just arrived on the 
Witwatersrand after previous medical examination 
and are ready after a further medical examination for 
distribution to the various mines to which they 
have been allocated. Similarly, in this compound 
there arrive for a few days’ sojourn those natives 
who have completed their mine contract or for reasons 
of illness have been repatriated by the mine. This 
means that patients in the hospital are derived from 
a variety of sources and include natives without 
previous mining experience, with mining experience 
of varying duration, and healthy and debilitated or 
otherwise unfit natives. — 

Table I shows that 24 natives are included in the 
experiment—all adult males. The: majority were 
newly arrived ‘“‘ tropical’? natives from Nyasaland 
who had en route received one prophylactic inoculation 
against pneumonia. It is well known locally that 
‘ tropical” natives—those derived from Northern 
Rhodesia and beyond—are more susceptible to 


pneumonia than are the natives from the Union of 
South Africa. : 

It has been difficult to assess the period of illness 
before admission to hospital, but, generally speaking, 
since the compound natives are under close super- 
vision, admission to hospital can be taken to have 
occurred within a day, or at most two days, of the 
onset of the illness. 

The diagnosis was not confirmed radiographically, 
but diagnosis of pneumonia was not made until 
definite signs of consolidation appeared. It is for 
this reason that the number of days in hospital, 
before the drug was administered, was on an average 
2-2, the bulk of the patients receiving their first dose 
on the second or third day. The pyrexial period after 
the administration of the drug was one day only in 
44 per cent. of the cases, two days in 22 per cent., 
three days in 17 per cent., four days in 13 per cent., 
and five days in 4 per cent. This gives an average of 
4-3 days per case in hospital with pyrexia. There 
were nearly twice as many cases of pneumonia 
terminating by crisis as by lysis in this treated series. 
Table I shows that the average number of days’ 
stay in hospital per case was 24-4. ` 

The amount of M. & B. 693 given was usually 
2 tablets four-hourly for forty-eight hours, then 
occasionally 1 tablet four-hourly for twenty-four 
hours. It seems that this dosage, which averaged 
14:2 g. per case, was rather on the low side, particu- 
larly in the early stages of the illness, and may account 
for the comparatively long detention in hospital of 
the pneumonia patients. Toxic symptoms with the 
drug were not observed except in one case in which 
there was vomiting. Pneumonia vaccine 1 c.cm. 
was administered in four cases in hospital. Serum 
was not given in any of the cases. 

The following is a summary of the fatal case :— 

‘A Nyasa native, aged 26, was admitted with 
pneumonia showing consolidation of the right middle 
and lower lobes. There was obvious jaundice. 
Three days elapsed before the diagnosis became 
clear and thus before the drug was administered. 
The pyrexia lasted three days followed by a normal 
period of two days, with a temperature again for 
three days, when death occurred. This patient had 
received 15 g. of the drug. There was much drowsi- 
ness at the completion of the treatment. 


Post mortem there was a consolidation of the right- 
middle and upper portion of the lower lobes. All : 
the organs were bile-stained. Unfortunately neither 
the sputum in this case nor the lungs at autopsy were 
submitted for bacteriological investigation. The 
reason why the case was not amenable to the drug 
is not clear, but it is to be noted that the patient was 
severely ill with jaundice on admission. 


CONCLUSION 


Although there are no controls in this group of cases, 
I am satisfied that M. & B. 693 has been effective in 
appreciably reducing the duration of pyrexia in 
pneumonia in natives, especially “‘ tropical ” natives, 
in whom pneumonia is generally a severe disease. 


Bacteriology, Mortality, and Defervescence 
DR. ORDMAN 


At the outset of the experiment it was arranged 
that a specimen of sputum be submitted to the 
South African Institute for Medical Research for 
bacteriological investigation from each case of 
pheumonia in the control and treated series from 
the various hospitals. The specimen was taken as 
soon as the diagnosis of pneumonia was clinically 


\ 
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TABLE IJI—BACTERIOLOGICAL ANALYSIS OF THE PNEUMONIA CASES IN THE EXPERIMENT 


. City Deep Randfontein 
Ltd. Estates Ltd. 


_____Johannesburg Hospital | Total | Total 
Non-Europeans Europeans cases | Deaths 


Organisms 
recovered 


R Oe’ 


Type of Controls | Treated | Controls | Treated | Treated | Controls | Treated | Controls | Treated 3 2 
pneumo- . PS oe en te 8o = E ee) lew Seed bees eee 2 ne a ee Net me oe ee ee ONS Con-| & 
coccus rols 2 trols| £ 
cipDic;Dic!iDIc DiciDiIc; Dic & En 
1 1 37 | 261 7) 2 
2 i 12/18] 3; 2 
ʻi 
3 ~~ 21 57—; 1 
4 ee 2 d 1 Sa 
5 ; — (S E |— 
6 a 1 4| — i a 
Ga 10 | 15 1 om 
8 3 6 3 LS 
9 se 10 2 1 ; — 
10 ee 2 1 C paag 
11 ia 2 | — | — | — 
12 ee 3 1 — } 
15 a = ae (ee 
17 7" 3 2 |} — | — 
18 : 2;j—ļ|ıl— 
19 ee =. 2 4 — 2 
20 ee ° 1 F ETA E: 
21 ee e ar 3 rs — 
2 3 ee e ae 1 =, e 
25 , 6; 8i—i— 
27 — ; c. | — 1 | — | — 
32 — z: R AE ‘ 3 2 | — | — 
F [i s@ e e 
H e@ ee e e 
on T ia = 1 oe 1 eo 1 eo . 2 1 — 
Unclassi- — 4 ° 4 ee 2 ee ee 2 ee 17 19 — : = 
fied H Ses è 1|.. 1 a ae so | See ee 
F ee e 2 s e 3 ee e s@¢ ee ee 
HF ee e 1 e ee ee . e » e ee s e 
HA 1 ee se ee es e ees es . è ee 
Not — 21 .. $18 | .. |14 8 1 2|.. 6j ...§ 71 | 97 1 ? 
recovered H 2 A Oh exe 9 2 zs lji.’ sa as 
F 2 on Ii 3 3 zè 1l.. : S 
F 2 ». o ee e@ 2 ee ;. ee ee 1 (3 
HA . e se ee ee ees ss ees ee e¢ 1 . 
A ee ee ee es 1 ee 1 e e e ea ees e 
HFr ee ee ee e e es 1 es o e ee ee . 
Fr 1 ee ` 1 ee 1 e è ee ese eo 1 s 
Not Ss ae 6 ; 1 18 1 9 2 2 |.. 178) 68911 2 
examined 
© Totals .. sa 07574 #1 '| 58 6 | 27 6 | 27 2 [270 |280 | 27 | 10 


*Type “T ”= A South African type of the pneumococcus not represented in the American (Cooper) classification (Ordman 1938). 
t H = Hemolytic streptococcus; HF = H. streptococcus and H. influenze ; HFA = H. streptococcus, H. influenew®, and Staphylo- 
coccus aureus; F= H. influenzæ ; A= Staphylococcus aureus; Fr= Bacillus of Friedlander. = cases; D = deaths. 
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established, and in the treated series just before . 


the administration of the first dose of the drug. 

In the laboratory the sputum was cultured on 
blood-agar medium and in broth for 18-24 hours 
in the incubator at 98-4° F. The colonies. found were 
subsequently examined and studied in detail when 
necessary. In almost every instance the M. catarrhalis 
and -non-hemolytic streptococcus were found. The 
pneumococcus, hemolytic streptococcus, H. influenze, 
Friedlander’s ‘bacillus, Staphylococcus aureus, diph- 
theroid bacilli, and coliform bacilli were recovered in 
different specimens. In table II and in the remarks 
that follow relating to the experiment record has 
been made only of the pneumococcus, hemolytic 
streptococcus, Staphylococcus aureus, and Friedlander’s 
bacillus—organisms considered to be significant from 
previous experience of local cases of pneumonia. 

The typing of the pneumococcus was carried out 
by the Quellung method of Neufeld. In the earlier 
part of the experimental period this test was done on 
the sputum as received, but shortly after the experi- 
ment was begun the Quellung test was performed on 
the sputum concentrated as to the organisms present 
by the method of Taplin, Meneely, and Hettig (1938). 
It seemed clear from confirmatory experimental 
observations carried out in this laboratory that this 
concentration method was of greater value in sputum 
typing than the method of direct typing in that 
the possibility of missing pneumococci occurring in 
scanty numbers was much diminished. 

Although a pneumococcus type could be determined 
by the Quellung method on the concentrated sputum, 
it did not necessarily follow that a pneumococcus 
would be recovered on cultivation of the specimen. 
In all cases in which the pneumococcus was recovered 
from culture from the specimens of sputum received 
it was separately typed, and in every case the type 
found corresponded to that obtained by the Quellung 
test on the original sputum. Frequent mouse-inocula- 
tion confirmatory tests were carried out when necessary. 

Table II summarises the bacteriological findings 
in the control and treated cases of the various groups. 

An analysis has been made of the bacteriological 
findings in every specimen of sputum received during 
the experimental period. Although 582 specimens 
were originally submitted for bacteriological exami- 
nation, 168 were cancelled from the series, for the 
corresponding cases were subsequently discarded 
from the experiment as not being true cases of 
pneumonia. There were 550 cases of pneumonia in 
the experiment: 270 controls and 280 treated cases. 
Of these 550 cases 414 (75-3 per cent.) were bacterio- 
logically studied. 

Table II shows that in the control series 15 of 
the 27 fatal cases were distributed as follows :— 


Type I 7 | Type VIII we a 
si. EL ceed es : » IX oe | 
» IV 1 » XVIII .. 1 
» VII l 


In 1 instance the pneumococcus was not recovered. 
In 11 fatal cases no bacteriological specimens had 
been submitted for bacteriological examination. 

Of the 10 fatal cases in the treated series 6 were 
distributed as follows :— 


Type I... se 2 Type XII ae | 
yee RLS ~a%e ae | » XIX see Al 
sp JELL as ee. il 


In 2 instances the pneumococcus was not recovered 
and in 2 fatal cases specimens were not examined. 


From this it appears that M. & B. 693 did not 
prevent the deaths in 2 out of 26 cases of type-I 


infection, in 1 out of 16 cases of type-II, in 1 out 
of 5 cases of type-III, in a single case of type-XII, 


in 1 out of 4 cases of type-XIX, and in 2 out of 95 


cases in which the pneumococcus was not recovered. 
Two fatal cases had escaped bacteriological study. 

Fleming (1938) has shown that the action of 
M. & B. 693 against the pneumococcus is enhanced 
by the presence of the specific antibodies of this 
organism. Indeed, he has advocated the use of anti- 
pneumococcus serum along with the drug in the 
treatment of pneumonia. A study on these lines was 
not carried out during the course of this experiment. 
But it is of importance to note the results of the 
group experiments among the natives on Randfontein 
Estates Ltd. as compared with those of natives 
admitted to the Non-European Hospital, Johannes- 
burg. In the latter the mortality-rate in the control 
group was 18-6 per cent., whereas that of the treated 
group was 8-5 per cent. A very similar case-mortality 
rate obtained in the European patients of the 
Johannesburg Hospital (see table I). In the treated 
cases on the Randfontein Estates the case-mortality 
rate was 1-7 per cent. The question arises why the 
natives in the treated group on the Randfontein 
Estates showed so low a mortality-rate. Three 
explanations suggest “themselves as factors in this 
question: (1) in the non-mining natives there is a 
longer period before admission to hospital, (2) Rand- 
fontein Estates native miners are primarily a medically 
selected group of adult males of a certain age-group, 
and (3) the Randfontein Estates native miners have 
been previously prophylactically inoculated with a 
polyvalent pneumococcus vaccine. It is impossible 
at this stage to be certain which factor or, possibly, 
combination of factors is important. 

If the group of mining natives prophylactically 
inoculated is compared with that of the non-mining 
natives, regarding the period of pyrexia in hospital 
in the control and treated group, certain differences 
can be noted (table III). 


TABLE III—cCOMPARISON OF DURATION OF PYREXIA IN 
PROPHYLACTICALLY INOCULATED MINE NATIVE AND 
NON-MINING NATIVE PNEUMONIA PATIENTS 


Percentage of cases showing 
a normal temperature 
within four days of 
— admission to hospital 


Treated 


(not inoculated) 


Control 
Randfontein Estates Ltd. | 12-6 92-9 
(prophylactically inoculated) | 
Non-European Hospital | 38:5 60-0 
| 


The natives on the Randfontein Estates are all 
thoroughly inoculated with the pneumonia prophy- 
lactic vaccine as used on the mines of the Witwaters- 
rand, whereas the native patients admitted to the 
Non-European Hospital are not inoculated. It must 
also, however, be realised that any helpful active 
immunity due to the vaccine (comprised of but a 
few groups) could apply to only a certain number of 
the Randfontein cases—that is, if we are to maintain 
our views regarding group specificity in pneumonia 
immunisation—and further, although Streptococcus 
hemolyticus is also a constituent of the vaccine, the 
immunity response to this organism is still in doubt. 
The fact that the Non-European Hospital cases in 
greater numbers show a termination of their pyrexia 
within four days in the control group may simply 
reflect the fact that on account of the greater delay 

a3 
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before their admission. to hospital a portion of the 
natural pyrexial period in pneumonia has occurred 
before their admission as hospital patients. On the 
other hand, it is very striking that in the treated 
group the inoculated mine has practically 93 per cent. 
of its patients normal within three days, whereas in 
the Non-European. Hospital only 60 per cent. of the 
patients returned to normal temperature within four 
days after admission. 

The total days in hospital with pyrexia of natives 
in the control group on the Randfontein Estates is 
7-4, whereas the corresponding figure for the control 
natives in the Non-European Hospital is 5-6. The 
latter figure is somewhat lower, possibly because of 
the longer period that elapsed before admission to 
hospital. If the corresponding figures in the treated 
groups are compared, on the inoculated mine 
(Randfontein Estates), the stay of the natives in 
hospital before termination of pyrexia is on an 
average 2-8 days, and of the non-inoculated general 
native population 4-8 days, notwithstanding the fact 
that, as shown above, a portion of their pyrexial 
period occurred before their admission. Further 
studies on these lines are necessary before any 
definite conclusions can be drawn. 


General Summary and Conclusions 


(1) An experiment was carried out in Johannesburg 
on various population groups to investigate the 
therapeutic value of M. & B. 693 in pneumonia. 

(2) In native miners no significant difference was 
observed in the mortality-rates between the control 
and treated series of the groups, but a significant 
difference was observed in favour of the use of the 
drug, as regards the duration of pyrexia and detention 
in hospital and the improved clinical condition of the 
patients. 

(3) In the pneumonia patients, both natives and 
Europeans, of a general hospital (Johannesburg 
Hospital) the mortality-rates in. the treated series 
were markedly reduced. 

(4) Bacteriological studies showed that M. & B. 693 
was used in the treatment of pneumococcus types 
I-X, XV, XVII, XIX, XXI, XXIII, XXV, XXVII, 
XXXII, “T,” and various “ unclassified ”? types, as 
well as in cases of pneumonia in which the pneumo- 
coccus was not present. 

(5) The influence of active immunisation on the 
action of M. & B. 693 is briefly discussed. 

(6) From the experiment it is clear that M. & B. 693 
is a valuable drug for the effective treatment of 
pneumonia both in Europeans and in natives. 
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KATHERINE BISHOP HARMAN PRIZE.—The British 
Medical Association invite medical practitioners regis- 
tered in the British Empire to submit essays for this 
prize not later than Dec. 31. The prize was founded 
in 1926 to encourage ‘‘study and research directed to 
the diminution and avoidance of the risks to health and 
life that are apt to arise in pregnancy and child-bearing,” 
and competitors may select the work they wish to present, 
provided it falls within this definition. Further information 
may be had from the secretary of the association, B.M.A. 
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THE USE OF STORED BLOOD FOR 
TRANSFUSION 


By G. A. ELLIOTT, M.B. Cape Town, M.R.C.P. 


R. G. MACFARLANE, M.D. Lond. 
AND 


J. M. Vauenan, D.M. Oxfd, M.R.C.P. 


(From the Department of Pathology, British Post- 
graduate Medical School) 


DurRINnG the recent international crisis conditions 
were anticipated in which large numbers of emergency 
blood-transfusions might be necessary. To meet 
this need simple apparatus was devised for the 
collection, storage, and administration of blood 
withdrawn from healthy people. The value of 
conserved blood has been established by extensive 
experience, especially in Russia (Skundina 1933, 
Filatov 1937, Yudin 1936 and 1937, and Bagdassarov 
1937), Spain (Duran-Jorda 1937 and Saxton 1937) 
and the United States (Fantus 1937 and Goodall 1938), 
but precise technical details of the methods used are 
not available. It appeared therefore that a summary 
of the results observed in the collection, storage, and 
administration of fifty lots of blood ‘might be of 
value. 

COLLECTION OF BLOOD FROM DONORS 


The apparatus (fig. 1) consists of a litre bottle 
graduated at 100 c.cm. intervals to 1000 c.cm., 
a rubber bung pierced by two glass tubes neither of 
which extends more than an inch into the bottle, 
and rubber tubing 2 in. long attached to the upper 
end of one of the glass tubes, into which is let a short 
glass connecting piece 2 in. from the end attached 
to the glass tube. To the distal end of the rubber 
tube is attached a Keynes or other large needle, which is 
enclosed in a test-tube sealed with a cotton-wool collar. 
The other glass tube is plugged with cotton-wool. 
500 c.cm. of preserving fluid, the formula of which is 
described in a subsequent paragraph, is introduced 
into the bottle. A paper cover is fixed with an 
elastic band over the neck of the bottle, a spring clip 
is clamped on the rubber tube just short of the 
Keynes needle to prevent condensed moisture from 
rusting the needle, the test-tube containing the needle 
is slipped under a rubber band encircling the bottle, 
and the outfit is autoclaved. After autoclaving, a 
small dry test-tube to receive blood for the Wasser- 
mann reaction and a tube containing 2 c.cm. of a 
solution of 1 per cent. sodium citrate in normal 
saline for a sample of the blood to be used for grouping 
and cross-matching are slipped under the band, 
completing the outfit. 

The bleeding is carried out under strictly aseptic 
conditions, the antecubital fossa being thoroughly 
cleaned with soap and alcohol. A sphygmomano- 
meter cuff round the upper arm is pumped to a 
pressure of 80 mm. Hg, 0:25 c.cm. of a 2 per cent. 
solution of procaine is injected intradermally over 
a suitable vein, and the Keynes or other large-bore 
venepuncture needle is inserted into the vein. The 
bottle receiving the blood is held as far below the arm 
as the length of the rubber tubing will allow and is 
gently agitated to ensure thorough mixing of blood 
and preservative. A rapid flow is desirable, for a 
poor flow predisposes to clotting in the stored blood. 
The withdrawal of 500 c.cm. of blood should take 
not longer than four to seven minutes. As soon as 
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500 c.cm. of blood has been collected, the spring clip 
is clamped over the rubber tubing between the bung 
and glass connecting piece, and the end of the longer 
rubber tubing is removed from the latter. Two 
drops of blood from the detached end of the rubber 
tubing are run into the pilot tube for grouping and 
cross-matching and a few c.cm. into the dry tube for 
the Wassermann reaction before the needle is with- 
drawn from the vein. 

The blood-group is determined and the bottle 
labelled with donor’s name, group, and date of bleeding. 
The results of 
the sterility test 
and Wasser- 
mann reaction 
are entered on 
the label later. 
The pilot tube 
remains at- 
tached to the 
apparatus for 
cross-matching 
at the time of 
the transfusion. 
The blood is 
then stored at 
4° C. The fol- 
lowing day a 
few ccm. are 
withdrawn for 
the sterility test. 

Originally, 
blood from the 
donor was run 
into the bottle 
through a long 
glass tube 
extending to 
within }in. of the bottom of the bottle. Through 
this same tube the blood was withdrawn, at the time 
of the transfusion, with a suction and pressure 
apparatus. This long tube, however, predisposed 
to clotting even if washed through with citrate solution 
after the bleeding and was therefore discarded. 


Fia. 1—Apparatus for collection of 
stored blood. 


THE PRESERVATIVE 


The preservative used at first was 10 c.cm. of a 
3-8 per cent. solution of sodium citrate for every 
90 c.cm. of blood. The bottles were autoclaved 
containing 50 c.cm. of citrate solution, 450 c.cm. 
of blood being added. Twenty lots of blood were 
conserved in this way for six to fifteen days before 
use, and one lot for thirty-three days. It was found 
that clots formed in twelve of the twenty-one cases, 
and hemolysis of varying degree occurred in over 
a half. Although transfusion with such blood 
did not in our experience increase the incidence of 
reactions, it was clearly desirable to use a preservative 
which maintained the stored blood in better condi- 
tion. The solution (Bagdassarov 1937) of the Insti- 
tute of Hematology and Blood-Transfusion, Moscow, 
was therefore tried and has proved satisfactory. 
Known as J.H.T. its formula is : sodium chloride 7 g., 
sodium citrate 5 g., potassium chloride 0-2 g., mag- 
nesium sulphate 0:04 g., distilled water to 1000 c.cm. 
It is mixed volume for volume with blood. 


STORAGE 


All the blood collected and used in this series 
was stored at 4° C. Experimental observations with 
small amounts of blood showed that complete hemo- 
lysis occurred if the blood was allowed to freeze. 
The period of storage before use varied from one to 
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thirty-three days, the usual being six to fifteen days. 
Changes were observed in the appearance of the 
blood as the period of storage lengthened. With 
I.H.T. preservative, the plasma above the layer of 
sedimented red cells remained clear up to the tenth 
or twelfth day, occasionally up to the twentieth 
day. A zone of hemolysis appeared after this 
period and gradually increased in intensity. Samples 
of blood stored for a slightly shorter period showed 
a slight degree of hemolysis when the blood. was 
centrifuged after it had been shaken up and warmed 
for use. The significance of these various grades of 
hemolysis in relation to biological value of the blood 
is discussed later. With citrate preservative, hæmo- 
lysis was apparent at an earlier stage. These findings 
conform to those of other workers, Bagdassarov 
(1937) noting hemolysis with I.H.T. about the 
fifteenth or sixteenth day, and Kovtunovich (1933) 
rather sooner, about the eighth day. , 

The fragility of the red cells in the stored blood 
was not investigated. This has been shown to 
increase from the fifth or sixth day, the cells becoming 
more and more fragile to hypotonic saline up to 


the fifteenth day, when spontaneous hemolysis is 


apparent (Bagdassarov 1937, Balachowsky 1932). 

It appears possible that the agglutinability of the 
red cells may be reduced by storage. In three cases 
after a period of storage from six to fifteen days 
agglutination by high-titre serum could be seen 
microscopically only. The significance of this observa- 
tion requires further investigation. 


STERILITY 


The method employed in testing for sterility was 
as follows. Four tubes containing heart broth were 
inoculated with fresh blood, two with 2 c.cm. and 
two with 1 c.cm., one from each set being incubated 
aerobically at 37° C. and the other two anaerobically. 
Cultures were plated out daily for fourteen days. 
Three cases of contamination with Staphylococcus 
aureus occurred in the first 20 of the 50 samples 
collected. The remaining 30 were sterile. It is 
possible that this high rate of contamination was in 
part due to technical factors which were later elimi- 
nated. The contaminant usually grew in about 
half the tubes, not developing until the sixth day. 
This delay in the appearance of the contaminant 
suggests that it may be necessary to keep the cultures 
under observation for at least a week before reporting 
a negative. One positive Wassermann reaction 
was found in the series. 


SOURCE OF BLOOD 


The original supply of blood consisted of eleven 
lots obtained from volunteers during the period of 
emergency. Subsequently the relations of patients 
receiving blood always proved willing to make up 
any blood used and often were glad to donate an 
extra supply, thus providing for emergency trans- 
fusion given to patients with no relations available. 
Therapeutic venesection also provided a limited 
amount. 


METHODS OF ADMINISTRATION 


The conserved blood was administered in three 
ways: by a pressure apparatus devised to suit the 
containers in which blood was collected, by gravity, 
and by Marriott and Kekwick’s continuous-drip 
apparatus. 

The pressure apparatus is illustrated in fig. 2. 
A 50 c.cm. Record syringe is attached to a two-way 
cock. One distal limb of the two-way cock is 
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connected with rubber tubing 5 in. long to a Record 
needle adaptor. 
gląss connecting piece. The other distal limb of the 
two-way cock is connected to rubber tubing 24 in. 
long into which is inserted a glass bulb 1} in. in dia- 
meter and partially filled with glass-wool. The 
glass-wool is thoroughly washed after insertion into 
the bulb. The apparatus, except the syringe, is 
wrapped in lint and paper and autoclaved. The 
syringe is sterilised by boiling and allowed to dry, 

2 being lubricated 
with sterile olive 
oil immediately 
before use. 

On receipt of a 
request for a trans- 
fusion, blood of the 
appropriate group 
is warmed by 
standing in water 
at 40° C. for about 
twenty minutes. 
Overheating is to 


be avoided, and the 

Q blood 

X = should 
SR J TUE 

Fe | Eb fe is 

Fie, 2—Apparatus for administration of as it is 

stored blood. at the 

correct 


temperature, During this time the donor’s cells from 
the pilot tube are cross-matched with the recipient’s 


serum, macroscopic and microscopic tests being done.. 


At the bedside, the paper covering the neck of the 
container is removed, and the bung already in the 
bottle is replaced by a bung pierced by a long and 


a short glass tube (fig. 2), the long glass tube reaching 


to the bottom of the bottle. Originally this bung 
was inserted at the time of the sterility test, but it has 
been found that during the period of conservation 
clots tend to form on the long glass tube. To the 
upper end of the long tube is attached the distal 
end of the longer section of rubber tubing of the 
apparatus. 

The apparatus is filled with blood, and air-bubbles 
are excluded, by holding the syringe vertically at the 
full length of the rubber tube above the container. 
Blood is sucked up through the filter into the syringe 
to about the 20 c.cm. mark. The syringe now 
contains blood and the air from the dead space of the 
apparatus. The air is expelled by inverting the 
syringe, holding the rubber tubing to which is 
attached the needle adaptor vertically above the 
syringe, adjusting the stopcock, and expelling all 
the air through the needle adaptor. By setting the 
stopcock at the midway position, both limbs of the 
cock are closed, and the apparatus can be set down 
while the tourniquet is being applied. If the needle 
is to be inserted into the vein while attached to the 
apparatus, it is necessary to suck back sterile saline 
through the needle until clear saline shows at the 
glass connecting piece as a means of indicating 
that the needle is in the vein. The needle can, of 
course, be introduced attached to a syringe and then 
fixed to the apparatus. The blood is administered 
by suction and pressure, the two-way cock directing 
the flow of blood. If necessary, small-bore needles 
can be used, thus reducing to a minimum the incidence 
of cutting down on the vein. The whole operation 
can be carried out by a single person, the time between 
receiving the request for an emergency transfusion 
and its completion being about forty-five minutes, 


Into this rubber tube is inserted a 
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if the patient’s serum is available for cross-matching, 
and an extra fifteen minutes if the patient’s serum 


has to be prepared. 


When the gravity technique or the continuous 
drip is used, the stored blood must first be filtered 
through muslin, for a teaspoonful or two of fine 
fibrin clot is often present even with I.H.T. 
preservative. | 


RESULTS OF TRANSFUSION WITH STORED BLOOD 


Fifty lots of stored blood have been administered 
to patients suffering from a variety of conditions. 
Mild transfusion reactions have occurred, and thera- 
peutic results have varied. Improvements in storage 
technique and experience with blood conserved for 
various periods indicate that stored blood can well 
satisfy the therapeutic requirements of transfusion. 

Therapeutic results.—Conditions treated included 
postoperative shock, acute loss of blood, anemia 
from chronic recurrent hemorrhage, anzemia of 
chronic sepsis, pregnancy, and chronic nephritis, 
and a variety of blood diseases. Five patients with 
postoperative shock and two with postpartum 
hemorrhage were transfused at the request of the 
surgeons concerned. The pulse and temperature 
responded as favourably as to transfusion with fresh 


TABLE I—CASES IMPROVED, WITH BLOOD-COUNTS 


g _ | | Increase 

Conditions of | © in red cells 

stored blood 2 and hemo- 
rs a globin 

ea ag ee 2 ° 2 SS 
rer | S | Indicationstor |Z| -j8 

L) ! 

g 2 g ’ © Q = oo 
oF Fo om o m aq ee 
aS) gk | Es 3 | om 
D 25 gh g : J> E 
aa) È ATS gal st 

8 7/1H7.| 0 400) Anemiaof |R/ 0-6 | 10 

chronic nephritis | : 

11 3 | I.H.T.| 0 | 400| Chronic anemia | — 0-2 : 12 
from recurrent 
bleeding from 
gastric ulcer 

12 (a) 13 | c. |+-+/450/V * Aplastio RNA 

(b)} 13| oc. |+ +] 400 anremia T ve 

14(a)) 5|Im.T.| 0 | 400 eee: 

NA 11 Cc. 0 | 400 Ditto | 0:3 | 15 

16 | 8 550| Anemia of | es a 
chronic sepsis | ! 

*18(a)) 6| o | + |450 E TTA 

8} 1 |1H.T.| 0 | 400 Ditto 7T 20 ji 

22 4 | LH.T.| 0 |400| Anemia with | R, 05, 8 
carcinoma of l 

rectum | | 
26 (a) 10 | I.H.T. | + |400 |) Presnané | | 
(b) 10 | rar. | + | 400 acy T! aay a 
tc) 6 {run | 0 |500|) anemia : | 
3 8 | oc. | + |550| Preoperative |—. .. | 8 
preparation , 
27 (a) 9 |1.8.T.} + |500|) Anemia follow- ! 
G 19 | LH.T. | + |300 Ving postpartum | T i 1-6: 44 
c) 19 | Lo.T. | + | 400 hsemorrhage , i 

28 (a)! 20 | I.H.T. |+ +| 4001) propnanc | 
(b) 16 | cet. | + | 400 gnancy - 0o £ 
(c) G| IHT. 0 |500 anemia : 

29 (a) 20 | LE.T. |+ +| 500 |, Anemia follow- —! 10 18 
(b) 10 LHT. |; + | 450 ing hemorrhage | 

30 (a) 8 |LH.T.| 0 |250|) Anemia with | p de 
(b) 10 | IHT.) 0 ee uterine fibroids ae 


* 1200 c.cm. fresh blood also given. T =temperature ; R =rigor. 
I.H.T. =preservative solution used at the Institute of Hæma- 
tology and Blood-Transfusion, Moscow (sodium chloride 7 g.» 
sodium citrate 5 g., potassium chloride 0°2 g., magnesium sul- 
phate 0'04 g., and distilled water to 1000 c.cm.). C=citrate. 
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TABLE II—cASEs UNIMPROVED, WITH BLOOD-COUNTS 
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stored blood g hæmoglobin 
4 3 a levels 
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Eol oF Bp A 3 ôg 
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4 7 Oo + |250 Pregnancy T —0-1 |— 2 
anemia 
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chronic sepsis 
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anemia with | — 0 — 2 
(03 8 : 300 | bone metas- 
20 ( 13 o 300 pa 
20 (a : 
a) 6 ra 500 \ As case 19 — 0 0 
24 33 C. + + +500 Malignant — 0 0 
cachetic 
| anæmia 


* 4 days after transfusion. ft 2 days after transfusion. 
blood. Blood-counts were not done in these cases, 
on account of the difficulty of evaluating their 
significance in dehydrated states. 

Tables I and II show the effect on the red-cell 
counts and hæmoglobin in various conditions : 
table I when there was an increase and table II when 
there was no increase. The amount of each trans- 
fusion is tabulated in terms of volume of undiluted 
blood. The poor results in two of the thirteen cases 
in table I (cases 12 and 28) followed transfnsion with 
blood which would now be regarded as unsuitable 
for clinical use, on account of the degree of hæmolysis 
in the stored blood. 

Of the cases in table II, in which no improvement 
results, case 9 was vomiting blood and lost 10 oz. 
during the transfusion ; cases 19 and 20 had severe 
and ultimately fatal purpuric hemorrhage from 
mucose ; the blood used in case 24 was thirty-three 
days old and grossly hemolysed; and in case 15 
disturbing factors unrelated to the use of stored 
blood were present. In case 4 the transfusion was 
abandoned owing to technical difficulties after 
250 c.cm of blood had been given. The cases in 
table II, with two exceptions, were transfused with 
blood preserved with citrate during the early stages 
of this investigation when the technique of storage 
was still undeveloped. 

Other cases not improved by transfusion and not 
included in tables I and II were one of carcinoma 
of the stomach with hematemesis, moribund at the 
time of transfusion; one of acute leukæmia which 
proved fatal two days later; and one of fatal 
acute hemorrhage to whom 1200 c.cm. of stored 
blood was given while the hemorrhage remained 
uncontrolled. 

Transfusion reactions.—Rigor followed transfusion 
in four cases and a rise of temperature in four. 
Technical factors due to inexperience with stored 
blood, which have now been eliminated, probably 
accounted for four of the reactions. Faint jaundice 
followed two continuous-drip transfusions in which 
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the therapeutic results were good. Hæmoglobinuria 
was not observed in any cases. The incidence of 
reactions did not appear to be related to duration 
of storage, slight degrees of hæmolysis, or the presence 
of clots in the stored blood. Rigors occurred with 
blood four to ten days old, temperatures with blood 
six to nineteen days old, and no reactions with blood 
one to thirty-three days old. No conclusions can 
be drawn as to the relative incidence of reactions 
with citrate and I.H.T. 


CONCLUSIONS 


The preceding observations indicate that blood 
stored at 4° C. with I.H.T. should satisfy the following 


` standards before being used :— 


(i) The period of storage should not exceed ten to 
fourteen days if the best results are to be obtained. 
Filatov (1937) advises a shorter period if blood has 
to be transported. 

(ii) Heemolysis should be absent when the blood 
is inspected for fitness as it stands in the cold room. 
The grade of hemolysis which becomes apparent only 
with centrifugalisation of the blood after it has been 
shaken up and warmed does not appear to affect 
demonstrably the biological value of the blood. Grosser 
grades, visible as a zone of red plasma above the 
layer of sedimented red cells in the blood while 
standing in storage, are not harmful but reduce 
the value of the blood. 

(iii) Clots in stored blood, although undesirable, 
are not a contra-indication to its clinical use, provided 
all such blood is filtered before use. 

(iv) The sterility and Wassermann tests must be 
negative. 


Particular care is required in recording the blood- 
groups at the time of bleeding. Clerical errors may 
occur when several donors are bled at the same time. 
Cross-matching at the time of the transfusion must 
be a routine, and, when more than one lot of stored 
blood is given in one transfusion, each lot must be 
re-grouped besides being cross-matched. 


SUMMARY 


(1) Simple apparatus for the collection, storage, 
and administration of conserved blood is described. 

(2) Experience with fifty lots of such blood shows 
that most satisfactory results are obtained when 
blood is collected into I.H.T. and kept for not longer 
than ten days, though blood stored for longer periods 
has been given with satisfactory results. 

(3) Reactions are not more likely to occur with 
properly conserved blood than with fresh blood. 

(4) Therapeutic effects of stored blood which 
satisfies certain conditions described are comparanie 
with those of fresh blood. 


Our thanks are due to the Hon. T. C. Stamp for 
investigating the sterility of the blood collected, to 
the technical staff for help in preparation of the 
apparatus, and to the Chief Medical Officer of the 
London County Council for permission to publish 
these results. 
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AND 


Ir is not the purpose of this report to adduce any 
further evidence of the value of preserved blood for 
transfusion. Reports from the Moscow Institute of 
Hematology, from the transfusion services of the 
forces in the Spanish war, and from various clinics 
on the Continent and in America leave little doubt 
that preserved blood is highly satisfactory therapeu- 
tically and well suited to circumstances of emergency. 


Our interest in the subject was aroused by a 
communication of Goodall and his associates (1938) 
on the preservation of fatal blood obtained from 
placentas, and received an impetus from the prepara- 
tions made at the Mile End Hospital during the 
recent international crisis. We wish to report 
certain observations on the bacteriological aspects 
of blood preservation which led to the development 
of a method of collecting blood that reduces the risk 
of contamination to a minimum. The procedure is 
simple and efficient and seems very suitable for use 
in war conditions. 


POSSIBILITIES OF CONTAMINATION 


In the course of their article Goodall et al. make 
the following statements :— 


(a) ‘‘ Cultures of the preserved blood are unnecessary 
because, at the low temperature for preservation, 
contamination, if present, could not propagate, 
and consequently would be so attenuated as to be 
innocuous.” 

(b) “ In the many transfusions with fetal blood 
there has not been one untoward reaction, nor a 
single rise of temperature, even to a fraction of a 
degree, attributable to the transfusion.”’ 


Grodberg and Carey (1938), describing 75 trans- 
fusions of placental blood given at the Boston City 
Hospital, also lay stress on the absence of complica- 
tions. They assumed the bacteriological cleanliness 
of preserved blood from the sterility of a small sample 
taken at the time that the placenta is drained, no 
cultures being made at ie end of the period of 
preservation. 


Our early experiences with bacteriological control 
were disquieting. A total of 40 specimens of fetal 
‘blood, collected according to the technique described 
by Goodall, were cultured after twenty-one days’ 
preservation at a temperature of 4°-7°C. We found 
that about 30 per cent. were contaminated with staphy- 
lococci, B. coli or Str. fecalis, in that order of frequency. 
The appearance of a specimen of blood could not be 
relied upon as an indication of the presence or absence 
of contamination. We donot think that the examina- 
tion of a small specimen at the time of collection (as 
relied upon by Grodberg and Carey) gives a useful 
indication of the bacterial content of the bulk of the 
blood, or that the low temperature of preservation 
is an insurance against propagation if contamination 
has occurred. 
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It appears certain that many transfusions of 
placental, donor and cadaver blood containing living 
organisms have been given without harm, and even 
with benefit, to the recipient. It is comforting to 
know that this margin of safety exists for any intra- 
venous infusion and that it is probably quite wide. 
This does not, however, remove the obligation to 
reduce the risk of contamination to a minimun, 
especially when blood is to be stored before use, 
and it seems clear that the method described by 
Goodall and most other methods are deficient in 
this respect. 


METHOD OF COLLECTION 


As a consequence of these findings we have devised 
a technique which is equally suitable for the collection 
of adult and placental blood. This method is com- 
pletely closed and makes use of the efficient vacuum 
which is present in the various screw-cap containers 
supplied by the Southern Group Laboratory to the 
hospitals of the London County Council. The 
method of general preparation of these containers 
has been described by McCartney (1935). Dr. 
McCartney has now standardised the technical details 
of preparation so as to ensure that this vacuum is 
constant and adequate. This is done by auto- 
claving the bottles with the screw-caps loose and 
tightening them immediately the autoclave is opened. 
The vacuum so produced is sufficient nearly to fill 
the bottles with fluid. The rubber diaphragm used 
is 3 mm. thick and a } in. hole is punched in the 
metal screw-cap to allow a needle to be inserted 
through the rubber. We add about 40 c.cm. of 
glass shot (diameter 2-3 mm.) to each bottle before 
autoclaving. 


Preservative solution.—We have used the preserva- 
tive known as *‘ I.H.T. fluid,” evolved at the Moscow 
Institute of Hematology, for which the following 
formula has been given by Balachovski and Guins- 
bourg (1934) : sodium chloride, 7-00 g. ; sodium citrate, 
5:20 g.; potassium chloride, 0:20 g.; magnesium 
sulphate, 0-04 g.; water (redistilled) to 1000 c.cm. 
This fluid has given satisfactory results when mixed 
with an equal quantity of blood. It should be noted, 
however, that it contains a comparatively small 
amount of sodium citrate and that if preserved blood 
be mixed with a fluid, such as gum-saline, which 
contains calcium, coagulation may occur. (Goodall’s 
instructions for the preparation of preservative fluid 
are misleading ; they result in a solution which is 
five times too dilute and therefore hemolyses blood 
and fails to prevent coagulation.) 


I.H.T. fluid should be used when blood is to be 
stored for more than a few days. In war conditions, 
when the storage period would probably be very 
short, it would be permissible to employ a 3:8 per 
cent. sodium-citrate solution. 


Collection of blood from an adult donor.—Two 
sizes of vacuum bottle have been used: a 600 c.cm. 
bottle containing 200 c.cm. of I.H.T. fluid and a 
1200 c.cm. bottle containing 400 c.cm. The amount 
of blood required for transfusion is variable and 
wastage can be avoided by use of the smaller bottles, 
three of which may readily be filled at a single vene- 
puncture. At the time of collection blood is also 
drawn into two small tubes; one of these contains 
I.H.T. fluid and is used for grouping and direct 
matching, the other being used to collect blood for 
the Wassermann test. A label is attached to the 
collecting bottle in such a position that its upper edge, 
when the bottle is inverted, indicates the level to 
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which the blood should be collected. The apparatus 
required is :— 

Vacuum bottles (600 c.cm. or 1200 c.cm.) containing 
I.H.T. fluid (200 c.cm. or 400 c.cm. respectively). 

5 c.cm. vacuum bottle containing 2 c.cm. I.H.T. fluid 
(for grouping). 

Dry tube (for Wassermann reaction). 

Two short-bevelled, olive-mounted, internally polished 
intravenous needles, bore 15/10, one 5 cm., the other 
10 cm. long, attached at either end of a 9 in. length of 
rubber tubing. (These are dry-sterilised, the needle- 
points being protected in glass tubes.) 

Local anesthetic, syringe, sphygmomanometer, &e. 


It is desirable that the vein selected should be of 
reasonable size. Any vessel into which a French’s 
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Collection of blood. 


needle could be inserted, and many which would be 
rather small for this, may be used without difficulty. 
Small veins may give trouble because of the tendency 
of their walls to collapse on to the point of the needle 
when the flow of blood is insufficient to supply the 
demands of the vacuum. 

A little local anzsthetic is injected intradermally 
and the short collecting needle is inserted into the 
vein. As soon as the blood flows the long distal needle 
is pushed through the sterile rubber diaphragm (and 
the shot) of the first collecting bottle where it is 
retained until the required amount of blood has been 
drawn in. It is then transferred to the succeeding 
collecting bottles and finally to the two small con- 
tainers. The vacuum bottles should be inverted 
during collection and the blood then issues directly 
into the preservative fluid which promotes mixing, 
prevents frothing, and minimises hemolysis and clot 
formation (fig. 1). The needle should pierce the 


rubber diaphragm vertically to avoid air leakage, 


which may account for the occasional contaminations 
which occur. These needles are smaller than French’s 
needle (and are consequently easier to handle) but 
the flow of blood is so rapid that trouble with clotting 
during collection has never been encountered. All 
those who have used this method of collecting blood 
are unanimous in their appreciation of its simplicity 
and eftliciency. 

Collection of placental blood.—For collecting placental 
blood smaller bottles containing 125 c.cm. of I.H.T. 
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fluid have’ been used. The tissues of the umbilical 
cord are delicate and leakage of air round the needle 
should be prevented by applying pressure at the 
site of puncture, either with the fingers or preferably 
with a rubber-covered clamp. It may be necessary 
to rotate the needle occasionally during collection to 
disengage it from the wall of the vein, but in most 
cases the procedure is easy. At this hospital a 
Wassermann test is performed upon every mother 
and therefore need not be performed on the placental 
blood. 

After collection all blood is cleansed from the surface 
of the bottle-caps and the bottles are then marked 
with the date and source of collection, fastened 
together and placed in the refrigerator (4°-7° C.). 
The blood in the small container is grouped and a 
distinctive coloured label indicating the group is 
attached to each bottle. The store of blood is 
inspected periodically and any specimens in which 
deterioration is evident are discarded. The period 
at which this has been necessary has varied from 
three to six weeks and, as a further contribution to 
the bacteriological control, all such specimens have 
been cultured aerobically and anaerobically before 
being thrown away. 


\ 
AMOUNT AND STERILITY OF BLOOD OBTAINED 


As a source of supply placental blood has not fulfilled 
our expectations. The average yield has been less 
than 100 c.cm. and does not justify the expenditure 
of time on the part of the medical staff. We recently 
entrusted the collection to the maternity nursing 
staff, but the results of the bacteriological examination 
of specimens collected by them have so far proved 
unsatisfactory. Some placentas contain only a very 
small amount of blood, which is discarded at once, 
but many specimens of 100-120 c.cm. can be obtained 
and might be worth preservation as auxiliaries to a 
store of blood. The blood is easily grouped, keeps 
well, and may be transfused with the same results as 
blood from adult donors. 

Of the first 24 specimens that we collected by the 
improved method only 1 was found to be contaminated 
when cultured fifteen days after collection. This grew 
two colonies of Staphylococcus albus. These results 
represent a considerable advance upon those we 
obtained using Goodall’s technique of collection. 

Adult blood.—In all, 40 specimens of adult blood 
were cultured after periods of preservation varying 
from twenty-one to forty-two days. Before culture 
these specimens were incubated at 37-5° C. for 
twenty-four hours to encourage the growth of any 
organisms which might be present. Of the 40 speci- 
mens 38 were found to be sterile and the remaining 
2 each grew a few colonies of Staphylococcus albus. 
(In the case of one of these considerable air leakage 
was noted during collection and we now discard any 
such specimen.) Varying degrees of haemolysis occur 
during storage, depending on the lapse of time and 
on the amount of violence to which the blood is 
subjected during and after collection. Some specimens 
exhibit a surface layer of fat which may simulate a 
bacterial pellicle. Small clots appear occasionally ; 
the reasons for their formation require further 
investigation but we have not discarded any blood 
because of their presence. 


METITOD OF TRANSFUSION 


Preserved blood may be transfused by any of the 
methods in common use, We prefer to give it directly 
from the bottles in which it has been stored, without 
warming, through a drip-feed regulated to deliver 
about 60 drops per minute. Filtration is necessary 
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to exclude small clots which might obstruct the 
needles and the glass shot have proved adequate 
for this. After trial of several different methods 
the following technique has been adopted. 
The transfusion tube is assembled as illustrated 
(fig. 2). The needles are both size 15/10. The drip- 
aa feed may be of any pattern 
but the volume of space 
below the nipple should be 
greater than half the 
capacity of the whole bulb. 
To minimise ‘‘dead space” 
rubber tubing of small bore 
(5/32 in. bore 1/20 in. wall) 
is used and the length of 
that part above the drip- 
feed should not be more than 
three inches. All joints should 
be airtight. 

Before transfusion the 
vacuum in the first container 
is replaced by filtered air 
through a needle. When the 
air has reached atmospheric 
pressure a rubber bellows 
or Higginson syringe is 
attached to the air filter and 
three or four blasts are 

' given so as to introduce 
a slightly positive pressure. 
The needle is then removed, 

the container inverted and suspended in a wire 
cradle. With the screw-clamp closed, the proximal 
needle of the transfusion tube is inserted through 
the rubber diaphragm just into the mass of shot 
which have fallen into the neck of the bottle. The 
distal needle is then elevated so that the drip-feed 
occupies a horizontal position, the clamp is opened 
and the blood allowed to fill the transfusion tube 
slowly (fig. 3). As soon as blood issues from the 
distal needle all air will have been expelled from the 
system except that in the upper half of the horizontal 
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Fic. 2 — Transfusion 
tube assembly. 
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Fie. 3—Filling of transfusion tube drip-feed horizontal. 


drip-feed and the distal needle may then be lowered 
and introduced into the recipient’s vein. The trans- 
fusion proceeds for a few moments until the positive 
pressure in the container has been exhausted. When 
the flow has become very slow a needle with an air 
filter is reinserted to act as air inlet and the trans- 
fusion then proceeds by gravity. We have observed 
that if both needle-points are buried in the shot air 
occasionally finds its way into the exit needle. The 


inlet needle 
should therefore 
be long enough 
for its point to 
reach above the 


shot and its tube 
should be com- os" 
pressed with the eee: 
fingers until it va 
has reached this we NEEDLE 
position (fig. 4). eae 
The change- oo? 
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over to the 


second and sub- oe GLASS 
sequent bottles SHOT 
is effected by 

closing the 

screw clamp and 

transferring the 

two needles, the 

inlet needle «^R 


being inserted 
first -to remove 
the vacuum. 
(No positive 
pressure is re- 
quired in the 
second or subse- 
quent bottles as 
the transfusion 
tube is now full 
of blood and exerts sufficient suction to start the 
flow.) The rubber diaphragm withstands repeated 
puncture without leakage. 


FILTER 


Fic. 4—- Showing relationship of 
needles to filter. 


THE USE OF STORED BLOOD FOR TRANSFUSION 


Our experience of the use of stored blood is not yet 
sufficiently extensive to indicate that it is free from 
disadvantages. We have given 38 transfusions 
of adult and placental blood after periods of preserva- 
tion ranging from two to six weeks. One patient 
had a reaction of sufficient severity to terminate the 
transfusion, two others had rigors during the admini- 
stration, and another developed an urticarial eruption 
two days after the transfusion. In other respects 
the results have been satisfactory. These reactions 
occurred when the blood used for transfusion consisted 
of a mixture of adult and placental or of several 
placental specimens. On each occasion the recipient’s 
serum had been matched against the cells of each 
specimen separately. No reactions were seen when 
adult blood only was used even when it came from 
more than one source. We have had the satisfaction 
of saving one life in circumstances of such urgency 
that the need to find a donor would have entailed 
fatal delay and -we have been able to supply the 
needs of other hospitals on several occasions. The 
maintenance of a supply of preserved blood of all 
groups for a single hospital is wasteful because the 
demand is not sufficient to absorb the supply. This 
disadvantage can be overcome by the organisation 
of a central “ blood bank” for a group of hospitals, 
each depositing an equal volume of blood in exchange 
for the amount withdrawn. Even then the demand 
must be large and constant, to turn over the supply 
before deterioration occurs. The presence of a small 
store of group O blood to meet cases of extreme 
urgency seems to us to be desirable at any hospital. 
Some form of blood storage organisation would be 
essential in war-time and our methods appear capable 
of development to meet this need. 
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SUMMARY 
(1) An account is given of bacteriological investiga- 
tions indicating the frequency with which preserved 
blood is contaminated. 


(2) A description is given of a simple and efficient 
technique of collection and storage which has been 
found greatly to reduce the incidence of contamination. 


(3) A technique of transfusion appropriate to this 
method of collection is described. 


(4) Some of the practical aspects of blood preserva- 
tion are considered. 


CLINICAL AND 


CARDIAZOL CONVULSIONS 
THE SUBJECTIVE ASPECT 


By J. E. O. N. GILLESPIE, M.B. Dubl., D.P.M. 


ASSISTANT MEDICAL OFFICER, HOLLOWAY SANATORIUM, VIRGINIA 
WATER 


Many writers on Cardiazol convulsion therapy have 
assumed that all or nearly all patients are terrified 
_ by the treatment, and some have suggested that its 
effect is due to the terror it produces and that it is 
thus the modern equivalent of the older methods of 
treatment such as whipping, rapid rotation and the 
like. 

In the present investigation I tried to determine 
the subjective attitude to cardiazol therapy of 
forty-two patients, but only twenty-three were able 
to give reliable answers. Thirteen were women and 
ten men, three being doubtful manic-depressives and 
the rest belonging to the schizophrenic group. The 
amount of cardiazo] given varied from 4 to 13 c.cm. 
of a ten per cent. solution and the number of injections 
from 1 to 30. 

Each patient was asked to give an account of his 
or her experiences and then leading questions were 
asked. Three patients were indifferent to the effects 
of the cardiazol. The rest found it unpleasant, nine 
using mild expressions such as “I don’t like them,” 
“ I am rather afraid ” or “ Could I have it by mouth 
instead ?”’ The other eleven were stronger in their 
dislike, saying ‘“‘They are terribly unpleasant,” 
“The very thought of it makes me shrink with 
horror,” or “I am terrified, nothing could frighten 
me more.” While several patients asked that the 
injections should be stopped or some other treatment 
substituted, only three were actively resistant and 
required more than the usual steadying of the arm. 
Two of these cases did not think that the injections 
were particularly unpleasant, but objected to them 
for delusional reasons, fearing that they were going 
to be killed. The third patient dreaded the injections 
because of the sensations they produced. Four other 
patients were resistant at times. 

The majority disliked the sensation of losing 
consciousness and described it as being similar to 
having an anesthetic or to fainting. Their descriptions 
were mostly short and indefinite, such as “I just 
went under,” or ‘‘ Faces grew dim,” but in other 
cases there were sensations which were remembered 
clearly and which were very constant in their occur- 
rence. Feelings of dizziness, distancing of sound, and 
palpitation were common. Some thought that they 
could hinder or hasten the loss of consciousness. 
One patient saw flashes of blue and gold light and 
could feel her eyelids flickering ; another had pleasant 
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We are indebted to Sir Frederick Menzies for 
permission to publish this report. We also wish 
to express our thanks to Dr. J. E. McCartney, director 
of the Southern Group Laboratory, for his unfailing 
coöperation and helpful advice, and to Dr. A. B. 
Rosher, director of the Mile End Group Laboratory 
in yee the bacteriological examinations were carried 
ou 
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thoughts of a sexual nature; another always saw 
a photograph of her mother and heard her voice. 
One man heard a noise of wind and saw everything 
“with a rainbow edge,” another described going off 
as being like drowning with a bubbling in his ears and 
nose. Ten patients noticed a pungent smell which 
they described variously as being sickly, like acid, 
chloroform, ether, iodoform or lavender. A trace 
of the smell often remained when the patient regained 
consciousness, and after one injection a patient 
complained of the smell for two days. Two patients 
did not know that they had become unconscious at 
all; two remembered dreaming; six complained of 
feeling sick for an hour or so after the injection and 
two actually vomited. Patients were mostly slow to 
attribute any improvement in their condition to the 
treatment and some thought that it was a form of 
punishment. 

The patients’ accounts tended to be clouded by 
their mental condition, and for this reason I decided 
to experience a cardiazol fit myself. After the injection 
of 10 c.cm. of a ten per cent. solution I felt my body 
and limbs coming to lie straight in the bed and 
my head turning “to a central position. Then very 
rapidly something seemed to move in my arms and 
thorax and to pass up to the base of my neck, where 
it stopped and increased in intensity. This sensation 
was not painful, but felt very clear and circumscribed, 
half-way between thought and sensation like the ideas 
in delirium. Unconsciousness developed quickly but 
otherwise its onset felt like the coming of normal 
sleep and was not resisted. On awakening I had a 
mild occipital headache, some aching of the mandibular 
joints and was conscious of a pungent smell at the 
back of my nose. At first I could remember almost 
nothing of the morning’s events including the injection, 
and even the day before seemed indistinct, but. 
otherwise feeling and comprehension seemed normal. 
Remembrance of the injection returned within a 
few minutes and of the other happenings of the 
morning more gradually, but even ten hours after- 
wards there was some retrograde amnesia. For the 
remainder of the day the feeling was distinctly 
unpleasant, with headache, anorexia and malaise, 


SUMMARY 


Inquiry was made into the subjective sensations 
of twenty-three mental patients who received 
cardiazol injections. No specific sensation was noted 
except that ten patients noticed a pungent smell 
when losing consciousness. Less than half of the 
patients found the injections terrifying and only ‘one 
of these was actively resistant. Two other patients 
were resistant for delusional reasons. 


A personal experience of a cardiazol fit is described. 
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The sensations were mildly unpleasant but not 
alarming. 


I wish to thank Dr. Porter Phillips, physician- 
superintendent of Bethlem Royal Hospital, and 
Dr. T. E. Harper, superintendent of Holloway 
Sanatorium for permission to publish this paper. 


ADDISON’S DISEASE 
IN A BOY OF 12 
By ARNOLD ReEnsuaAw, M.D. Lond., D.P.H. 


HON. PATHOLOGIST, ANCOATS HOSPITAL, MANCHESTER ; AND 


G. B. MANNING, B.Sc., M.B. Lpool, A.I.C. 


ASSISTANT PATHOLOGIST TO THE HOSPITAL 


ADDISON’S disease in children is extremely rare. 
The present case is interesting in that advanced 
tuberculosis of both adrenals was present at such an 
early age (12 years) and the symptoms strongly 
resembled those of appendicitis. 


The boy was admitted to the surgical side of 
Ancoats Hospital under the care of Mr. P. G. McEvedy, 
on Dec. 10, 1938. There was a history of vague 
abdominal pain for two years, which was situated 
in the middle line and then radiated to the right 
iliac fossa for a week. He collapsed on Dec. 5 
with abdominal pain and vomited two or three times 
during the week before admission. Bowels were 
constipated. 

On clinical examination by the resident surgical 
= officer (Mr. J. P. Philp) there was no pyrexia. The 
general condition appeared good. The tongue was 
clean and moist. Examination of the abdomen 
showed tenderness with some muscular guarding 
in the right iliac fossa. There appeared to be a 
fairly mobile and somewhat tender mass palpable 
in the right iliac fossa. The colon was loaded. 
Per rectum’ there was tenderness on the right side. 
Feces were present, 

Appendicitis was considered a possibility, but 
doubt was felt regarding a definite diagnosis in this 
case. The possibility of pyelitis was considered. 

On Dec. 11 the patient complained again of a severe 
pain in the right iliac fossa. On examination there 
was some guarding in the right iliac fossa. There 
was no pyrexia. Microscopical examination of the 
urine showed pus cells and a few epithelial cells; 
culture was sterile. A 24-hour specimen of urine 
was requested for examination for tubercle bacilli, 
but the patient died before this could be obtained. 

On Dec. 12 his temperature rose to 99:2° F. and 
on the 13th at 2 p.m. was 100° F., the child dying on 
the 14th with a temperature of 97:8° F. The pulse- 
rate varied between 100 and 120, being usually between 
110 and 120. 

NECROPSY 


External examination.—The child appeared to be 
normally developed, with a generalised brownish 
pigmentation of the skin, of a type such as to attract 
the comment of one of the house-surgeons that his 
skin did not appear to have been washed, the colour 
being a dark brown and resembling the browning 
of exposed parts of the skin in the summer. There 
were no special pigmented areas apart from the orbit. 
The eyes appeared somewhat sunken, with a slightly 
deeper pigmentation in the skin over the orbits. 
There were two or three small round dark-brown 
spots on the forearms. 

Cardiovascular system.—The heart and vessels 
appeared normal, except that the heart was possibly 
slightly small and the muscle somewhat brownish. 

Respiratory system.—The pleura was totally adherent 
to the chest wall. The lungs showed some congestion 
but otherwise appeared normal. The upper respiratory 
passages, larynx, trachea, and bronchi were normal. 

Gastro-intestinal system.—The pharynx and ceso- 
phagus appeared normal, although the tonsils showed 
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some crypts. The stomach was very much dilated 
and contained about 200 c.cm. of bile-stained fluid. 
Small and large intestines appeared to be normal and 
showed no evidence of tuberculosis, but the large 
intestine contained scybalous masses. The appendix 
was long and twisted back on itself. The peritoneum 
and pancreas appeared normal. The liver showed 
a small amount of perihepatitis. 

Genito-urinary system.—The right kidney contained 
a small tuberculous abscess in and near the cortex, 
about halfway down the kidney. The bladder walls 
appeared slightly thickened. The generative organs 
appeared normal. 

Ductless glands.—The thyroid appeared normal. 


_ The thymus was persistent and weighed 7-5 grammes. 


Both adrenals showed caseation and a little calcifica- 
tion. The spleen appeared small and friable. 

Nervous system.—The dura mater was slightly 
adherent round the longitudinal sinus, and there 
were several small white spots in this area on the 
surface of the brain; otherwise the brain, pituitary, 
and pineal body appeared normal. 

The cause of death was syncope due to the lack of 
adrenal secretion associated with Addison’s disease. 


HISTOLOGICAL EXAMINATION 


Section of one of the mesenteric glands showed 
no evidence of tuberculosis. Section of the right 
tonsil showed some hyperplasia, increased vascularity, 
and some fibrosis, but no evidence of tuberculosis. 
Section of the left tonsil showed the presence of very 
large crypts, with hyperplasia of lymphoid tissue, 
but no evidence of tuberculosis. The brain on section 
appeared normal. 

Both adrenals showed an extreme degree of casea- 
tion, with the typical giant-cells of a tuberculous 
inflammation of these glands. The sections showed 
practically no normal adrenal tissue left. Section 
of the pituitary showed no disease, but the capillaries 
appeared to be unusually distended. 

Section of the right Kidney showed a caseous mass 
in the cortex just within the capsule, with lymphocytic 
exudate around, and some polymorphonuclear leuco- 
cytes and a few typical giant-cells. The renal tissue 
in and round this area was completely disorganised. 

Section of the lung showed a little cedema but no 
evidence of tuberculosis. Section of the thymus 
showed atrophy of some of the glandular structure, 
but the larger proportion appeared to be functioning. 
Section of the liver showed some fatty change, 
chiefly an infiltration rather than a degeneration, 
with some dilatation of the bile-capillaries and 
cloudy swelling. 


We acknowledge with thanks the assistance given 
us by Mr. P. G. McEvedy and the clinical staff in 
publishing this case. 


- “, . . Mirijevo, a village near Belgrade, where 
there are some twenty gypsy families whose material 
condition is comparatively good, is renowned for the 
fact that its gypsies eat carrion. When a peasant has 
a sow or hog or an ox that has died of some disease, he 
buries it in a piece of ground near the road. Someone 
will then inform the gypsies of the fact, and they will pay 
a small sum for the information.... Some of the poorer 
gypsies eat carrion meat without special preparation ; 
but others prepare it by washing, soaking with nettles or 
garlic, and boiling until the smell has gone. Sedentary 
gypsies eat carrion meat only when with gypsies who 
prepare it in this way. It is then said, however, to be 
tasteless; while those who express preference for the 
flesh of animals that have died, say that it is on account 
of its flavour, which is superior to that of slain meat. 
Whether the sense of smell among gypsies is deficient is 
neither clear nor easy to ascertain. Their vocabulary, 
though not decisive one way or the other, suggests that 
they do not discriminate very decidedly between smells, 
good or bad.”—Abstract in Nature, Lond. Feb. 1939, 
Pac of paper by A. Petrovic in J. Gypsy Lore Soc. 1939, 
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ROYAL SOCIETY OF MEDICINE 


SECTION OF ORTHOPADICS 


AT a meeting of this section held on Feb. 7 the 
chair was ` taken by Mr. A. Rocyn JONES, and a 
discussion on 


Congenital Dislocation of the Hip 


was opened by Mr. H. A. T. FAIRBANK. The first 
essential, he said, was early diagnosis. The younger 
the patient the simpler the treatment, the better 
the chance of permanent cure and the more perfect 
the hip when growth was completed. A congenital 
deformity might be suspected before the child began 
to walk, and a greater effort should be made to get 
the cases earlier. Any suspicious case should be 
sent to a radiologist. By ‘‘ pre-dislocation’’ was 
meant the condition in which the acetabular roof 
sloped and the centre for the femoral head was smaller 
than on the other side, but displacement was absent 
or only very slight. These cases should be treated 
as potential dislocations. 

The routine treatment should be bloodless reduction, 
and fixation for long enough to make the reduction 
permanent. The one exception was _ subluxated 
hip in a child of four or five, which should be treated 
by manipulative reduction and—after an interval— 
open operation to improve the shape of the upper 
acetabular margin. In other cases open reduction 
was quite unnecessary. Bloodless reduction might 
be effected by Putti’s method of simple abduction 
or by manipulation under anesthesia followed by 
fixation in plaster. The first procedure became 
insufficient at about the age of twelve months. The 
objects of manipulation were to reduce the dislocation 
and to force the limb into the position required for 
stability and fixation. Reduction by lifting should 
always be tried before resorting to leverage, as it 
caused less stretching and trauma. Leverage by 
forcible abduction was always necessary later to 
get the head well home in the socket. The muscles 
should be stretched as much as possible before tearing 
the longus, and should be kept as taut as possible 
while sudden pressure was applied to the tendon. 
A very important stage, after apparent reduction 
(and one sometimes omitted), was to make sure the 
head was well home by—in A. Lorenz’s words— 
“ lifting the lid off the acetabulum.” The idea was 
-to put different portions of the capsule on the stretch 
and make sure that none of it was caught between 
the bones. If the stretching of the hamstrings were 
stopped when the gracilis was felt to give way there 
was no danger to the external popliteal nerve. 

In difficult cases it should be remembered that 
reduction resulted always from the head slipping 
over the posterior margin of the socket, with the 
thigh in abduction. Denucé’s method and traction 
on the extended leg with hyperextension (to stretch 
the psoas) were useful techniques at times. Before 
putting on plaster the stability of reduction should 
be tested by noting the angles of flexion and adduction 
at which redislocation took place. The smaller the 
child the smaller the range of stability compatible 
with a good prognosis. The knee should not normally 
be included in the plaster, as functional activity and 
weight-bearing were important adjuncts to reduction. 
The opposite leg should be included only in the 
younger fat babies and when there was doubt about 
the stability of the undislocated hip. Adduction was 
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a dangerous strain on a hip that was not absolutely 
normal, 

‘Afterwards the child was nursed on a flat bed with 
a small square sandbag beneath the buttocks where 
the plaster did not cover. In a week active and 
passive extension of the knee, and after a month 
walking, were started. Abduction was not reduced 
until X-rays showed some improvement in the 
acetabular margin, about 12 or 14 months after 
operation. Anterior subluxation was looked for at 
each monthly visit. On removal of the plaster, a 
month or two later, abduction was quickly overcome 
by the child’s own activity, but external rotation 
might take a little longer. The position of the 
femoral head with regard to the centre of the 
acetabulum was of greater prognostic value than 
the shape of the upper margin of the socket. 

The greater the surgeon’s experience the more 
inclined he was to lower the age-limit for attempting 
reduction and to find reasons for not tackling obviously 
unfavourable cases. Mr. Fairbank said he had not 
had much trouble from antetorsion. 

The indications for open reduction were two: 
when the hip was very unstable and not easily 
controlled by the axillary position, or the post- 
reduction radiogram showed the head displaced 
outwards or upwards from the central position ; 
and when manipulative reduction failed, the child 
was the right age and there was no contra-indication 
to severe operation. The ‘right’? age was four 
at most for a bilateral case and rarely above six 
for unilateral dislocation. Something should be 
done to improve the upper acetabular margin ; 
if possible, the full “ shelf operation ° should be 
included. This manceuvre was indicated in untreated 
unilateral subluxation in a child of four or five; 
and when a hip treated by a bloodless method 
threatened to relapse. It’ was imperative in the 
untreated subluxated hip of four or five. It was 
not difficult to make an upper lip, but it was difficult 
to make it in the right place. 


Mr. Harry PLATT reported on 280 cases in his 
experience; 80 cases had been bilateral and 42 
of the children had been male. He had had, in 
addition, 24 cases of subluxation, which he regarded 
as generically different. Of these, 2 had been bilateral 
and 4 had been males. Only 17 cases of congenital 
dislocation and 4 of subluxation had been treated 
after the age of fifteen and only 8 cases of congenital 
dislocation had been less than a year old. He had 
,performed 31 open reductions and 29 shelf operations 
for congenital dislocation and 2 open reductions and 
4 shelf operations for congenital subluxation. The 
gradual abduction treatment for babies under twelve 
months had succeeded in 3 cases and failed in 3 
cases, Early diagnosis was very important. Accidents 
and disasters had included 3 deaths, 9 fractures and 
1 case of infection. The stigmata were asymmetry 
of the limb, asymmetry of skin creases, shortening, 
and limitation of abduction. They might exist 
without dislocation, however, and the diagnosis 
must rest on radiography. When they were so well 
marked at an early age that the mother noticed 
them, the dislocation very often proved to be of 
Putti’s ‘“ primitive” type with real malformation 
of the femur, and reduction proved very difficult. 
One of the cases successfully treated by abduction 
had been diagnosed at five months and cured after 
nine months on a divaricator. He had only had 
one case that at all suggested spontaneous reduction. 
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When he used manipulation Mr. Platt preferred 
Denucé’s method and believed in stretching the 
capsule. He included the knee and the opposite 
hip in the plaster, as this made for greater security 
‘and added comfort in nursing. He used plaster for 
9-12 months and in the second stage brought the 
hip into as much internal rotation as it would allow 
without forcing. He used weight-bearing only after 
removal of plaster, when satisfied that the head was 
central and there was no muscle spasm. A check 
postoperative radiogram should be taken before the 
plaster was applied to show a concentric femoral 
head. Of 31 cases treated by manipulation more 
than ten years ago, representing 40 hip-joints, 8 
had been over five when treated: there had been 
15 perfect results, 13 with good function but some 
blemish, 10 with fair function and anatomical 
incongruity, and 2 really poor results. Unsatisfactory 
results were seen, even in children treated at the 
favourable age. It was no longer justifiable for the 
orthopedic surgeon to learn from his own mistakes. 
No-one should treat these cases until he had served a 
long apprenticeship. Certain anatomical facts pre- 
disposed to failure; one was anomalous capsule 
attachment. If the capsule were attached to the 
middle of the head or adherent to the socket, apparent 
reduction was deceptive. Another intrinsic cause of 
failure was inadequate development of head or socket. 
A nimbus of cartilage might prevent reduction. 
Osteochondritis might be present in quite young 
children or might develop after reduction, even when 
there had been no violence. 

Open reduction must be done early if at all. The 
capsular isthmus was common, and must be stretched 
or divided. A shelf was unnecessary if internal 
rotation could be secured and the head levered into 
the primitive socket. Repeated manipulations should 
be avoided if open operation were to be considered. 
There should be a period of mobilisation before any 
weight-bearing was attempted. A shelf which merely 
prolonged a sloping roof over an excentric reduction 
was useless, except to give a fine X-ray picture. 
There was always a risk that the growth of the 
socket would be interfered with. Sometimes a 
shelf was produced by nature. 

Mr. D. N. Rocyn JONES recorded 95 cases examined 
by himself ; about 40 had had open operation. There 
' was a marked difference according to age; under 
four there had only been one failure to reduce. In 
7 cases constriction of the capsule had been seen 
at operation ; it did not seem a common cause of 
failure. In 2 cases the capsule had been adherent 
to the false socket above the acetabulum. In 
many radiograms 
and at operation very few looked hopeful. The 
bony upper rim did not become defined and bony 
until after four. Atleast as much attention, therefore, 
should be paid to clinical as to radiological results. 
If fixation was maintained for more than a year, the 
results seemed better than after shorter periods. The 
most successful type of operation seemed to be an 
attempt to turn the acetabulum over the femoral head 
with the insertion of a wedge. There did not seem to 
be any undue shock about the operation ; the shock 
seemed to be greater when the wet cold plaster was 
applied. Full function sometimes did not return 
until about two years after operation. The method 
of choice up to four was manipulation followed by 
plaster ; at four or five it was arguable whether it 
was better to manipulate or do an open operation 
at once. In older children, or if manipulation failed, 
operation was indicated and should take the form of 
augmenting the roof of the acetabulum. 
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Mr. G. F. BATCHELOR spoke in favour of putting 
up hips in internal rotation after the age of twelve 
months, Anteversion was present in many hips. 
It was best overcome by retention in internal rotation, 
and there was less likelihood of redislocation than in 
bringing it down from Lorenz’s first position. More- 
over, in internal rotation it was easier to combine 
retention with function. The hips need not be 
immobilised in a plaster spica. Moderate abduction 
could be maintained by a bar between the knees. 
The advantages were : absence of wasting contracture, 
comparative freedom of the child, and functional 
activity encouraging normal development of the 
joint. 

` Mr. WHiTcHURCH HOWELL emphasised the import- 
ance of getting the patients up early ; urine must not 
be allowed to stagnate in the kidney pelvis or renal 
calculus might result. He set the children up in an 
apparatus within 24-48 hours of operation; the 
patient could be tilted to various angles and could 
kick and stretch, and could be sent home early. In 
his experience, dislocation of the hip was not infre- 
quently familial. Open reduction should be done 
on an orthopedic operation table, and skeletal 
traction was helpful. There was considerable shock, 
and transfusion should be given as routine. The 
easier the dislocation, the easier the redisloca- 
tion. Difficult cases should not be given up now 
that powerful skeletal traction was available. 

Mr. W. B. FOLEY spoke in favour of internal rota- 
tion, and thought that older cases might be reduced 
by a modification of the double abduction frame 
combined with traction, applied gradually. <A side 
pull could also be put on. Operations were extra- 
articular, done on the frame, and were quite without 
shock. 

Mr. J. C. Scorr showed slides illustrating this 
apparatus. Abduction up to 90° could be obtained, 
and then weight and pulley abduction applied. 


The CHAIRMAN commented on the great advances 
which had been made in the treatment of this condi- 
tion. He was glad to learn that manipulation was 
still the treatment of choice. 
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AT a meeting of this society on Feb. 13, with Dr. 
C. E. LAKIN, the president, in the chair, a discussion 
on the | 


Use and Abuse of Purgatives 


was opened by Sir ARTHUR F. Hurst, He described the 
physiology of the small and large intestine, explaining 
that food passed rapidly through the small intestine, 
where it was churned by a process of peristaltic and 
segmenting movements, and nearly all digestible 
constituents had been removed by the time it reached 
the cecum, The semi-fluid material remained in the 
cecum and ascending colon for some time, during 
which. most of the water was absorbed. Waves of 
contraction took place at certain times of the day, 
which carried the chyme through by stages into the 
pelvic colon. Under normal conditions the transverse, 
descending and iliac colons were never filled but were 
merely passage-ways. Peristalsis was only seen in 
the colon under exceptional conditions. The mass 
movements usually took place soon after meals. 
There was a continual movement in the haustra of 
the colon, but one too slow to be perceived on the 
screen. Defscation was the result of a conditioned 
reflex which was originally learned by the infant when 
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it was taught to empty its bowels in 4 clean way by 
being placed on a chamber. The reflex induced a 
mass movement from the pelvic colon into the rectum, 
and tension on the rectal walls brought about a 
conscious desire to defecate. Evacuation was per- 
formed by voluntary and involuntary contraction of 
the abdominal and rectal muscles and relaxation of 
the anal sphincter. Defsecation concerned the whole 
of the colon, and in persons who had voluntarily 
abstained from defzcating for a day for experimental 
purposes the first motion was soon followed by a mass 
movement in which the whole colon was cleared, 
and then by a second motion. 

Thirty years ago Sir Arthur had suggested that 
constipation should be divided into true colonic 
constipation, where passage through the colon was 
delayed, and dyschesia, in which there was a defect 
in the mechanism of defecation. He was now inclined 
to think that even the former group of cases were 
really due to dyschesia. One of the commonest 
conditions for which patients came to a physician 
was a definite syndrome resulting from abuse of 
purgatives. Two-thirds of the patients were women, 
and they all complained of what they called consti- 
pation, but they all admitted that their stools were 
either liquid or semi-solid—i.e., that they were 
- suffering not from constipation but from diarrhea. 
The fæces contained mucus and occasionally a little 
blood, and in some cases colitis was diagnosed: all 
had abdominal discomfort, associated with much 
flatulence. Some had attacks of pain, and some had 
had their appendices removed for such attacks. Many 
had had adhesions divided, and an equal number 
had had adhesions made. More general symptoms 
were anorexia, with loss of weight, fatigability and 
ansmia, Some had become really constipated after 
stopping their aperients for a short time, but had 
been surprised at feeling better. Some had taken 
gigantic doses, such as sixty senna pods every night, 
or a handful of liver pills. Some thought they were 


constipated not through any irregularity of their. 


bowels but because they had symptoms resembling 
those described in advertisements for liver pills. The 
popular idea of the symptoms of auto-intoxication 
led many patients to take aperients. 

After two or three weeks in hospital the majority 
of the patients were definitely cured. All aperients 
were stopped, and they were given non-irritating 
vegetable mucilage or a little paraffin. The condition 
was explained to them and they were told that they 
would have to make an effort to empty their bowels. 
Most patients began at once to get their bowels open 
and at the end of a fortnight had regular motions 
every day and were amazed to find how comfortable 
they were without aperients. Mucilages and paraffin 
were not purgatives, but to a large extent replaced 
them. Paraffin was less satisfactory, because it 
tended to make defæcation fragmentary, so that 
the colon was not properly emptied. The basal 
muciages left a clean colon and rectum and caused 
much less flatulence. The best preparations were 
agar, the French Coreine, and the English Isogel. 
Normacol contained an aperient, psyllium seeds. 
Petrolagar acted only by the paratin which it con- 
tained; the agar was merely an emulsifier. A true 
purgative might be required for patients who must 
be spared effort in defecation—e.g., those with high 
blood-pressure. Infusion of senna pods was the 
best drug, as it had no effect on the small intestine 
and therefore did not flood the colon with largely 
undigested chyme. The dose was easy to regulate. 
Briefly, Sir Arthur concluded, the abuses of purgatives 
were many but their uses were very few. l 
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Dr. H. L. GLYN HUGHES, speaking from the angle 
of the general practitioner, said it was almost time 
purgatives were made dangerous drugs by statute. 
Their chief danger was that they disturbed the normal 
rhythm. Absolute regularity of the conditioned reflex 
was the principal aid to health, Only harm could 
come from irritating aperients and coarse food. The 
continual excessive use of alcohol, which excited 
catarrh, was in a way an abuse of a purgative. Four 
types of constipation could be recognised: atonic, 
spastic, dyschesic, and that resulting from abnormal 
conditions of other organs or from disease. The 
commonest form was the spastic, which was probably 
due to localised hypersensitive areas. In chronic 
lead poisoning purgatives and rough food were 
definitely harmful. Atonic constipation often dated 
from irregularity in childhood: aperients might have 
to be used to re-educate the bowels, but should be 
discontinued as soon as possible. He agreed that 
senna was the best drug for this purpose. The 
commonest diseases which produced constipation 
were the febrile disturbances, diabetes, diseases of 
the heart, lungs, liver and kidneys, and disorders of 
the central nervous system which lowered the sensi- 
tiveness of the bowels. Aperients were harmful where 
there had been dehydration, or in polyuria. In 
patients with a urinary disorder, such as infection by 
Bacillus coli, they might cause an exacerbation. 
Physostigmine and pituitary extract were often 
wrongly given for postoperative distension. Purga- 
tives were entirely valueless for dyschesia, and 
re-education was the only remedy. Small enemata 
were invaluable, with lavage of the large intestine. 
Salines were useful for portal congestion and produced 
many cures of so-called rheumatism by scouring the 
liver and gall-bladder. They should never be given 
to weakly persons or patients suffering from hemor- 
rhoids or other painful conditions of the rectum. 
Castor oil had the advantage of producing a single 
evacuation with complete emptying, and might be 
useful in spastic conditions. Mercury was better 
given in divided doses and should always be followed 
by a saline. To empty the bowels had little value in 
acute diseases and might do harm by exhausting the 
patient. Normal persons varied greatly in their 
rhythm of evacuation. A bed patient should be alowed 


. to get up to go to the water-closet as soon as possible. 


Dr. F. PARKES WEBER declared that the most 
rational treatment of habitual constipation in adults 
was properly prepared bran in suitable quantities 
with meals. Its use could be discontinued suddenly 
without harm. Constipation was not now so 
prevalent, but its former frequency must have 
indicated very wrong habits of diet or of education 
in infancy. | 

Dr. J. B. WRATHALL ROWE suggested that 
vitamin B, rather than roughage was the beneficial 
factor in bran and wholemeal bread, Many Americans 
habitually took tablets of brewers’ yeast and praised 
it as a remedy for atonic constipation and dyschesia. ` 
He asked whether in medieval times the Englishman 
had eaten five hundred times as much vitamin B, 
as he did today. 

Mr. V. ZACHARY COPE said that one of the move- 
ments of the proximal colon was antiperistalsis, <A 
lady of seventy had gangrene of the cecum, for 
which he had performed a short-circuiting operation. 
Until the colostomy had been closed, formed and 
regular motions had passed out through it although 
there had been a clear passage through to the distal 
colon. This had been due to antiperistalsis, which 
had been observed by Canonsworth as one of the 
common movements of the colon. He pleaded against 
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the wanton use of purgatives to which surgeons were 
persuaded. The average layman and even the trained 
nurse believed that a purgative was necessary before 
and after operation. Surgeons ought to fight that 
enormous body of opinion. There was no need for a 
purgative after an ordinary abdominal operation 
—certainly not for several days. A gentle enema 
would often relieve the large bowel. In peritonitis 
purgatives might cause disaster by spreading the 
infection. 

Mr. C. W. GoRDON BRYAN confessed that surgeons 
found it very difficult in practice to ensure that their 
orders against purgatives were carried out by the 
nursing staff, who were convinced that it was right 
to give them. Continuous paraffin drinking might be 
responsible for chronic disorder of the colon. He 
had seen that afternoon a baby of seven months who 
had been: admitted for intussusception. On the 
advice of a children’s clinic it had been given paraffin 
twice a day from birth, a practice which might have 
had something to do with its symptoms. During the 
last few weeks it had also been fed on carrots and 
cabbage. 

Mr. E. L. PEARCE GOULD remarked that some people 
would go to great lengths to train their conditioned 
reflex. He described the complicated and invariable 
ritual performed after breakfast by an aged relative 
of his, who would never sleep a night out of his own 
house for fear it would be disturbed. The ordinary 
person who for some reason did not move his bowels 
after breakfast could often take advantage of the 
mass movement which usually occurred after lunch 
or dinner. The great difficulty in treating persons 
who had the purgative habit was to interest them in 
the training of the reflex without letting them replace 
one obsession by another. 

The PRESIDENT asked for justice for the pill and 
mentioned a doctor who had practised in his 87th 
year and had taken a rhubarb pill every night. He 
thought it curious that the pill could be taken on 
retiring, when peristalsis was most quiet, and not 
earlier in the evening. 

Dr. L. CARLYLE Lyon spoke of the danger of 
taking purgatives during abdominal pains and 
converting a subacute appendix into an acute one. 
The public should, he thought, be warned of the risk. 


Mr. J. E. H. Roserts said that the poor public - 


had been abused by several speakers, but they were 
only following what they had been taught by the 
profession. He believed that Sir Arthur Hurst had 
been responsible for the sale of paraffin in half-gallon 
bottles, and many other drugs had been recommended. 
Until the doctors agreed the public should not be 
blamed. It was difficult for a surgeon to find out 
what went on in his own wards. Hospital medical 
officers should see that their house-oflicers did not 
write on case-sheets, as a routine, a list of six or eight 
purgatives to be administered by the sister at her 
discretion. 

Prof. J. PLescn asked for an explanation of the 
function of Bauhin’s valve. It closed by imposition 
of the under lip on the upper to prevent reflux into 
the ileum from the cecum. Its incompetence was 
associated with many disease conditions in which 
constipation was prominent. In animals the under 
lip appeared to be larger than in man, and in hardly 
any animal was it possible to force fluid past the 
valve in the wrong direction. Its incompetence could 
only be explained in man by assuming that it had 
an orbicular action. Its failure might be a cause of 
constipation through depriving the mass movement 
of a fulcrum. Flatulence as a complaint was less 
prevalent on the Continent than in England, perhaps 
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because it was less socially obnoxious; constipa- 
tion really seemed a far greater problem in England 
than abroad, An explanation might be an unreason- 
able insistence upon a motion every day. The use 
of agar had been based on a fallacy that it was a 
cellulose and so produced a natural loading of the 
bowel. The vegetable mucilages were really hexoses. 
Pure agar had a constipating effect, and Adolf 
Schmidt had therefore added cascara to it. He could 
not understand why laminaria, with its very high 
coefficient of swelling, was not used. The swelling 
power of a colloid was proportionate to its adsorptive 
power, and it was almost certain that all the swelling 
bodies worked also as adsorbents. If, however, an 
adsorbent was to be used, it would surely be better 
to choose one with a reversible action. 


Sir ARTHUR Horst, in reply, doubted whether 
atonic constipation existed ; for the tone of the colon, 
like that of the stomach, was hardly ever abnormal 
Taxol was a great favourite with the public and also, 
he was sorry to say, with the medical profession. 
The intestinal extract and bile it was said to contain 
could have no action, nor could its lactic acid ferment 
by the time the patient needed it, and the agar it 
contained was practically negligible. Experiments 
had shown that some part of a dose of agar could be 
absorbed. Bauhin’s valve had no importance, for 
the work was all done by the ileocscal sphincter, the 
absence of which after certain operations might 
explain an apparent retroperistalsis, The fluid 
contents of a tube would, in the absence of propulsio 
and resistance, move in either direction. 


a lr a N N, 


THE ALL TOO COMMON COLD 


WRITING in the clinical supplement of the King’s 
College Hospital Gazette for January Mr. Terence 
Cawthorne reviews and evaluates existing methods 
of treating the common cold, which he defines as 
an acute infection of the upper respiratory tract 
caused by an unknown virus and spread by over- 
crowding, under-ventilation or sudden variations 
in climate. In an interesting review of the current 
remedies he dismisses all drugs with the exception 
of the alkalis, the sulphanilamide group (which may 
turn out to be useful against secondary infection), and 
certain of the coal-tar preparations. As local treat- 
ment he favours heat (inhalation of steam with 
friar’s balsam), and tolerates mild astringents such 
as 0:5 per cent. ephedrine in normal saline. Nasal 
antiseptics are best avoided in the acutest stages, 
“ and it is probable that the numerous preparations 


that are in general use do more harm by irritation 
than good by disinfection,” while “it is doubtful 
whether oily preparations do any good at all.” 
Secretion should be removed by gentle blowing of the 


open nose into a paper handkerchief; douches are 
mentioned only to be condemned. ‘Turning to 
prevention, the most important measure, he thinks, 
is to avoid contact with those already infected, who 
should go to bed in a warm room for two or three 
days. Though such counsel is ideal rather than 
practicable in the modern world, it would neverthe- 
less be practised far more often if there were more 
sense and less false heroism. He urges every doctor 
to impress upon his patients the need for taking 
colds seriously—advice which may appear redundant 
to many an overworked practitioner at the present 
time who finds no stint of patients ready and 
anxious to discuss their colds with him-at any hour 
of the day or night. But if Mr. Cawthorne fails to 
get to the root of this complex matter he is not to be 
blamed. Avoidance of contact with infected persons 
is, after all, of only secondary importance. The 
primary problem is how to increase what, for want 
of a better term, must still be called resistance to 
infection. 
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REVIEWS AND NOTICES OF BOOKS 


The Pituitary Gland 

An investigation of the most recent advances. Edited 

by WALTER TIMME, ANGUS’ M. FRANTZ, and 

CLARENCE C. Hare. Baltimore: Williams and 

Wilkins Co.; London: Bailliére, Tindall and Cox. 

1938. Pp. 764. 45s. 

THIS is the seventeenth volume of the series of 
publications of the Association for Research in 
Nervous and Mental Disease, and contains the papers 
read before the association in December, 1936. The 
papers fall into three main sections: anatomical, 
physiological, and clinical. F. Tilney discusses the 
phylogenetic features of the pituitary and demonstrates 
the constancy of its fundamental constituents and 
mode of development throughout the vertebrates. G. B. 
Wislocki summarises his recent work on the vascular 
supply of the gland and reiterates the points upon 
which he and his co-workers have differed from 
Popa and Fielding concerning the function of the 
hypophyseal-portal system. A useful summary of 
the available statistical data is provided by A. 
Rasmussen, from which it appears that hardly 
anything is yet known of the weight-curve of this 
gland during childhood and adolescence. 

While little advance has been made lately in our 
knowledge of the histology of the pars nervosa, much 
work has been devoted to its hormones, particularly 
the antidiuretic secretion. Of special note is the 
experimental work on diabetes insipidus by S. W. 
Ranson, C. Fisher, and W. R. Ingram, the protagonists 
of the theory that the hypothalamus governs the 
secretion of the pars nervosa, and that mechanical 
interruption of the supraoptico-hypophyseal tract 
will cause diminished secretion of the antidiuretic 
hormone and hence polyuria. It appears that polyuria 
always precedes polydipsia, and diabetes insipidus does 
not become established in the absence of anterior 
lobe tissue. This raises the vexed question as to 
the site of formation of the antidiuretic hormone. 
Recent work gravitates again towards the view 
that it is elaborated in the pars nervosa and not in the 
pars intermedia, largely because the latter is absent 
in certain animals such as the whales. These animals 
have been studied by E. M. K. Geiling and L. L. 
Robbins, who find that the potency of the pars 
nervosa in the whale in respect of pressor, antidiuretic, 
and oxytocic substances is as great as that of bovine 
extracts. The latest work offers no support to the 
theory, once widely held, that these posterior lobe 
hormones are secreted into the cerebrospinal fluid. 
If Wislocki’s conception of the vascular supply of 
the pituitary is correct, there is no circulatory 
connexion between the pars nervosa and the hypo- 
thalamus. Thus the Herring bodies, which until 
recently were regarded by many—possessed of more 
imagination than histological insight—as an outward 
and visible sign of the transport of posterior lobe 
secretions to the floor of the third ventricle, are now 
dismissed as artefacts. 

Much interest attaches to the controversy between 
H. M. Evans and O. Riddle as to the existence of a 
specific growth hormone, the effects attributed to 
such a hormone being produced experimentally, 
according to Riddle, by prolactin. Conflicting observa- 
tions are perhaps in part due to the great difficulty in 
obtaining pure extracts from the anterior lobe for 
these experiments. Collip, in the course of the dis- 
cussion, expressed the opinion that the normal living 
gland probably produces only three hormones. Thus, 
in his words, one prosthetic group of a single protein 
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molecule may represent the growth hormone activity, 
another prosthetic group the adrenotropic effect, and 
still another prolactin. The term growth has 
undoubtedly been used far too loosely in this kind of 
work to denote increase of weight, whether due to 
obesity, retention of water, or to true growth. An 
analysis of such changes is described in a useful 
article by M. O. Lee. 

In the clinical section informative articles will be 
found on röntgen therapy of pituitary tumours by 
C. G. Dyke and C. C. Hare, and on the surgical 
treatment of these tumours by G. Horrax. The 
general level of production of the volume is fully up 
to the standard of its predecessors. 


Clinical Studies in Lactation 

By Haro~p WALLER, M.B. Camb., superintendent 

medical officer to the Royal College of St. Katharine, 

Poplar; consulting physician to the British 

Hospital for Mothers and Babies, Woolwich. 

oe William Heinemann. 1938. Pp. 173. 
» Ts. 6d. 

THOUGH in the recent controversy in the medical 
journals many different explanations were put 
forward to account for the decline in breast-feeding, 
Dr. Waller here seeks to explain the decline on what 
seem novel grounds. The novelty of his views is 
perhaps due to the fact that they are based on what 
he has seen himself rather than on the usual text- 
book descriptions of the phenomena of lactation. 
He has come to three main conclusions. First, 
that lactation is largely a conditioned reflex, and 
that the ease with which the baby obtains the milk 
depends to some extent on its being actually expressed 
by the breast into the baby’s mouth. Secondly, 
that the engorgement of the breasts which is so often 
seen between the third and sixth days of the puer- 
perium is abnormal and due to some obstruction in 
the outflow of the milk. Finally, that while this © 
obstruction is sometimes due to malformation of the 
ducts, it is more often caused by inspissated secretion. 
Dr. Waller looks upon engorgement as one of the 
chief reasons for the failure of lactation, and he lays 
down an antenatal and postnatal regime for its 
prevention. His arguments and the cases illustrating 
them are impressive. 

The book deserves to be widely read, and should 
stimulate those in charge of maternity hospitals to 
inquire further into the new ideas it presents. 


Tuberculosis Among Children and Young Adults 
(2nd ed.) By J. ARTHUR MYERS, Ph.D., M.D., 
F.A.C.P., chief of medical staff and director of 
tuberculosis activities, Lymanhurst Health Center ; 
professor of preventive medicine, University of 
Minnesota. Springfield, Illinois: Charles C. 
Thomas. 1938. Pp. 401. $4.50. 

In the eight years that have elapsed since the 
first appearance of this book many fresh facts have 
come to light about the baffling subject of tuber- 
culosis in young people. This has necessitated many 
alterations in the text and the addition of new sections, 
principally those dealing with the reinfection type of 
pulmonary tuberculosis of young adults, which bears 
an even closer relationship to the primary infections 
of childhood than was formerly believed. Particularly 
valuable is the chapter discussing sensitisation and 
immunity and the clear distinction between them. 
Dr. Myers points out that sensitivity can be measured 
whereas we have no means of measuring immunity, 
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and the acquisition of the one does not necessarily 
imply the acquisition of the other. This is often 
overlooked and was not even realised when Calmette 
began to use his B.C.G. vaccine. Indeed, Dr. Myers 
still regards B.C.G. vaccination as a huge experiment 
from which no final conclusions can be drawn for 
at least another decade. l 

The book is divided into three parts dealing with 
the infant, the child and the young adult, and separate 
consideration is given to tuberculosis as a family 
disease and the danger of elderly people infecting the 
young.: Dr. C. A. Stewart writes on tuberculous 
pulmonary disease in childhood, while Dr. P. W. 
Giessler contributes an article on tuberculous 
disease of bones and joints. Each chapter ends with 
a summary and bibliography, and the book as a 
whole is an excellent short account of a most difficult 
subject. 


Pye’s Surgical Handicraft 
(llth ed.) Edited by Hamitton Barney, F.R.CS., 
surgeon to the Royal Northern Hospital, London. 
Bristol: John Wright and Sons ; London: Simpkin 
Marshall. 1939. Pp. 512. 21s. 
THis old-established guide for house-surgeons has 
been entirely recast by the author, who has called 
to his aid twenty-eight experts in the subjects on 
which they write. In a general textbook for under- 
graduates multiple authorship has many drawbacks 
but it has none in a book of this kind. It would be 
difficult to find a subject about which a house-surgeon 
might need information which is not included in this 
excellent compilation, and there is no padding and 
no redundancy. Pye’s original work first appeared 
54 years ago, since when it has been repeatedly revised 
and brought up to date, so that it has never been 
displaced in the affections of students and surgeons 
of all degrees of experience; in its new form it is 
likely to become the cherished possession of a new 
generation of active surgical practitioners. 


Bacteriology 

For medical students and practitioners. (2nd ed.) 

By A. D. GARDNER, D.M., F.R.C.S., professor of 

bacteriology, University of Oxford. London : 

Humphrey Milford, Oxford University Press. 

1938. Pp. 274. 6s. 

Turs little book sets out the elements of bacteriology 
in a handy and readable manner and at a reasonable 
price. The information given is reliable but the 
compression has perhaps been too great to develop 
the fundamentals of the subject adequately, and the 
author rightly recommends that it should be supple- 


mented by reading from a larger textbook. It will 


prove particularly useful for students revising their 
bacteriology for their final and other examinations. 


A Concise Pharmacology 

By F. G. Hopart, Ph.C., M.P.S., head of the 

pharmaceutical department and lecturer in pharma- 

ceutics at Westminster Hospital; and G. MELTON, 

M.D., M.R.C.P., sometime medical registrar at the 

pees London: Leonard Hill. 1938. Pp. 171. 

8. 6d. 

TH1s book sets out to present concisely but in 
sufficient detail the pharmacology of the more 
important drugs. The subject is considered under 
broad headings such as anesthetics and antiseptics, 
and the drugs coming into each section are arranged 
alphabetically. The sections are not all wisely 
chosen: for example, one is devoted to the aphro- 
disiacs, and contains a description of œstrin among a 
number of drugs of dubious efficacy. In this section, 
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too, it is surprising to see prostate substance advised 
for enlarged prostate. Most of the book is of a 


higher standard than these examples indicate and ` 


quite adequate for revision purposes. It contains, 
however, references, to far too many unimportant 
drugs such as holarrhena, amni visnaga, and adhota, 
and the space they occupy would have been better 
allotted to more detailed descriptions of the essentials, 
for ether occupies only fifteen lines. A large number 
of proprietary remedies are listed and starred to 
distinguish them from official preparations, and the 
book is interleaved throughout with plain pages so 
that the student may add his own notes. 


Practical Microbiology and Public Health 
For students of medicine, public health and general 
bacteriology. By WILLIAM BARNARD SHARP, S.M., 
D., Ph.D., professor of bacteriology and pre- 
ventive medicine in the University of Texas. 
London: Henry Kimpton. 1938. Pp. 492. 18s. 
Tais book represents a full and leisurely course 
of practical work in elementary bacteriology and 
parasitology which would provide the student with 
a sound knowledge of the subject. Its later sections 
deal with the wider applications to administrative 
hygiene and include material not usually found in 
textbooks of bacteriology. The greater part of the 
book consists of working instructions but there is 
enough connecting material to give it cohesion. 
A course such as is here set out would be too cut-and- 
dried to be easily adapted to medical schools in general 
—the average teacher would want more scope for 
individual methods—but as a description of the 
practice of a specified medical school this book is 
admirable. Teachers will find in it many useful 
suggestions for the planning of their own practical 
courses. oS 


Clinical Obstetrics 

By A. LAKSHMANASWAMI MUDALIAR, B.A., M.D., 

F.C.0.G., professor of obstetrics, Madras Medical 

College, University of Madras. Edinburgh: Oliver 

and Boyd. 1938. Pp. 819. 27s. 

Prof. Mudaliar has added another to the growing 
number of good manuals waiting to guide the student 
in obstetrics. His book is written primarily for 
Indian students or those elsewhere in the tropics and 
gives special mention to the adverse effects of devital- 
ising diseases and the late calls for medical aid. The 
style is rather telegraphic, the points of each heading 
being listed and numbered, but this will appeal to 
the student who depends on an excellent memory 
and therefore wants his facts tabulated. The directions 
for artificial feeding given seem to err towards under- 
nourishment, for the baby does not have even equal 
parts of milk and water until three months and only 
a 24 oz. feed at four weeks. The incidence of eclampsia. 
is said to be the same in the tropics as elsewhere, and 
Prof. Mudaliar deals with the subject thoroughly 
and on orthodox lines, except that he considers the. 
possibility of discharging a recovered eclamptic home. 
to await labour. He wisely warns junior practitioners. 
not to attempt manipulations such as internal version 
when labour is advanced, although these can safely 
be carried out by the more experienced. It seems 
unfortunate that three important subjects—blood- 
transfusion, analgesia in labour and postnatal care— 
are relegated to appendices where not every reader 
will study them. Their content certainly warrants. 
their inclusion in the book itself. This volume will, 
however, admirably fulfil its purpose of providing a. 
sound introduction for students. 
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LONDON: SATURDAY, FEBRUARY 18, 1939 


IMMUNISATION WITH ARTIFICIAL 
ANTIGENS 


A BRIEF letter to Nature from W. F. GOEBEL! 
of the Rockefeller Institute opens a new chapter 
in the advance of the organic chemist in immuno- 
logy. This movement, in which workers at the 
institute have played a major part, started along 
two lines that have since converged. KARL 
LANDSTEINER and his colleagues, by linking simple 
chemical compounds to proteins, and injecting 
these synthetic antigens into rabbits, succeeded 
in producing antisera that showed a specificity 
dependent on the simple chemical compound that 
had been introduced into the antigen. Thus they 
produced antigens and antibodies whose specificity 
depended on atoxy], tartrates, benzoic acid, and 
other compounds of known constitution. This 
enabled them to study the effect on immunological 
specificity of various changes in the structure of 
the chemical compounds concerned, of shifting a 
particular grouping from the ortho to the meta 
position in the benzene ring, of substituting a 
carboxyl by a sulphonic group, of inserting 
a methyl group, and so on. As one result of these 
studies LANDSTEINER demonstrated that com- 
pounds which contained the specific determinant 
grouping, but which were not linked to proteins, 
might react specifically in the test-tube with the 
homologous antisera, though they failed to stimulate 
antibody production when injected into rabbits. 


To these partial antigens he gave the name of 


haptens. 

AVERY and HEIDELBERGER, starting from another 
angle, investigated the chemical nature of the 
capsular material that confers immunological speci- 
ficity on the different types of pneumococci. They 
found that the type-specific substance consisted 
of a complex polysaccharide, different for each of 
the serological types. From several of these types 
they succeeded in isolating the specific poly- 
saccharides in a highly purified form; and they 
determined the products of hydrolysis, thus 
identifying the simpler constituents of which the 
complex polysaccharides were composed. The 
complex polysaccharides were found to have the 
properties of LANDSTEINER’S haptens. They gave 
specific precipitation in the test-tube with the 
corresponding antisera produced in response to 
the injection of intact pneumococci, but they had 
lost the power of stimulating antibody production 
themselves. , 

These two lines of work converged when it was 
shown that, by linking these purified polysaccharides 
to proteins by the method devised by LANDSTEINER, 
Se eee 


1. Goebel, W. F., Nature, Lond. Jan. 14, 1939, p. 77. 


it was possible to restore their full antigenicity, 
so that, by injecting the protein-polysaccharide 
compounds into rabbits, specific antisera would be 
produced which would react either with the purified 
capsular polysaccharide or with intact pneumo- 
cocci of the corresponding type. The advance now 
recorded by GOEBEL is the demonstration that, in 
order to obtain an effective antigen, it is not 
necessary to include the whole complex poly- 
saccharide in its unaltered form; for a simpler 
constituent containing the essential chemical groups 
in their specific pattern will suffice. Thus in the 
particular case of the type III pneumococcus an 
antigen was prepared by linking to horse globulin 
the glucoside of cellobiuronic acid, the acid that 
forms the unit out of which the complex type HI 


polysaccharide is constituted. The serum obtained | 


by the injection of this synthetic antigen into 
rabbits precipitates the complex type III poly- 
saccharide, agglutinates type III pneumococci, 
induces the characteristic capsular swelling, and 
confers passive protection on mice. Animals 
injected with this artificial cellobiuronic-acid antigen 
themselves acquire an active immunity against 
type III pneumococci. A point of additional 
importance is that antisera prepared against this 


artificial antigen protect mice against type II and 


type VIII pneumococci, as well as against type III. 
It is known that there is an antigenic relationship 
between types III and VIII, so that this cross- 
protection should not, perhaps, be credited with 
too much significance; but there is clearly a 
suggestion that antigens prepared with the unit 
constituents of complex polysaccharides may have 
a wider range of reactivity than those containing 
the complex polysaccharides in their unaltered 
form. If this is so, the induction of an effective 
immunity against a bacterial species containing a 
large number of different serological types may 
have been brought a little nearer achievement. 


THE LOST SWAB 


THE Court of Appeal delivered an important 


judgment last Friday when directing that there 
should be a new trial of the action in which Mrs. 
Mahon had been awarded damages at Manchester 
assizes against Mr. R. P. Osborne, F.R.CS., of 
Drinkwater Park Hospital, Prestwich. It will be 
recalled that this was a claim alleging negligence 


against a surgeon in that a swab had been left 


in a patient’s body. The arguments in the Court 
of Appeal were summarised in this column recently 
(Lancet, Jan. 28, p. 242). The decision of the 
Court of Appeal is a majority decision of two 
judges to one, and mention was made of a further 
appeal to the House of Lords. The matter is so 
vital to surgeons that it may be hoped that the 
courts will leave them in no doubt how they 
stand. The value of the majority decision is that 
the lords justices have laid down that at any rate 
the leaving of a swab in the patient’s body is not 
ipso-facto negligence on the part of the surgeon. 
Thomas Mahon, son of the plaintiff, entered the 
hospital for an emergency operation for a perforated 
duodenal ulcer. He arrived at 3.45 a.m. and 


V 
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the operation began within an hour. Certain 
difficulties were encountered through his taking 
the anesthetic badly. Mr. Osborne, who was 
described in the evidence as a most careful and 
skilful surgeon, removed all the swabs of which 
he was aware. He asked the theatre sister whether 
all the swabs were accounted for; she replied in 
the affirmative. The surgeon, it was said, could 
have searched the whole of the abdomen to make 
certain that no swab had been overlooked ; but 
it would have been wrong for him to cause further 
shock to the patient by doing so. A swab was left 
in Mahon’s body and he died after a second operation. 
A special jury found a verdict against the surgeon, 
but added a rider that he was working in difficult 
circumstances in performing the operation. 

. Lord Justice Scott, who presided in the Court 
of Appeal, observed that the plaintiff’s case had 
been presented as one of res ipsa loquitur. To 
put this principle in an elementary form for persons 
less versed in the law than the experts who listened 
in the court, one may mention the stock illustration 
alliteratively fixed in the mind of law students as 
the case of Byrne v. Boadle or the Bounding Barrel. 
A man is walking along a street pavement when 
a barrel suddenly leaps forth from a doorway and 
injures him. Barrels cannot behave like this 
unless someone has been at fault ; res ipsa loquitur 
—the fact itself is eloquent. Mrs. Mahon’s counsel 
presumably relied on the principle somewhat in the 
following fashion: the surgeon cuts open a patient 
and inserts foreign bodies inside him: the man 
who inserts these things is responsible for pulling 
them out again: swabs do not exist inside human 
beings unless there has been carelessness in leaving 
them there. Lord Justice’ Scorr held that the 
principle res ipsa loquitur could not apply generally 
in actions of negligence against a surgeon for 
leaving a swab behind, though it was conceivable 
that in certain circumstances a presumption of 
negligence might be created. Before the principle 
could apply to the surgeon, there must be two 
presumptions of fact: first it must be presumed 
that the event was due to a breach by somebody 
of the duty of care towards the patient, and secondly 
it must be presumed that the surgeon was that 
somebody. The nature of abdominal operations, 
said the lord justice, varies widely, and many 
considerations arise. In the present case a state 
of things was presented of which the ordinary 
‘experience of mankind knew nothing; it was 
therefore unsafe to beg the question of proof. 
After Lord Justice MacKinnon had concurred, 
Lord Justice Gopparp delivered a dissenting 
judgment. An appeal from the verdict of a jury 
is not allowed merely because the appellate 
tribunal takes a different view of the facts from 
the view taken by the jury. The jury’s verdict 
is not to be upset unless it is so fanciful that it 
ought never to have been given. If there is some 
evidence on which the verdict could have been 
reached, the verdict may stand. Lord Justice 
GODDARD thought that there was some evidence 
in the facts of this particular case on which a jury 
could conceivably have found as this jury did find, 
and that therefore the appeal should be dismissed. 
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Perhaps this minority judgment, depending 
on particular bits of evidence, is not of much 
general significance. Surgeons will be glad to 
have Lord Justice Scorr’s opinion that some 
positive evidence of neglect is necessary before 
the plaintiff can succeed. It may be that the full 
story of an operation will disclose facts sufficiently 
indicative of want of skill or care to entitle a 
jury to find neglect of duty towards the patient. 
Expert evidence may be necessary; but “to 
treat the maxim res ipsa loquitur as applying in 
every case where a swab is left in a patient seems 
to be an error of law.” It is disappointing for 
Mr. Osborne that the majority opinions did 
not end in judgment being given in his favour 
on the ground that there was no evidence of his 
being at fault. The decision that there must be 
a new trial leaves him with a great deal of anxiety 
and expense to be faced a second time. The 
views of the Court of Appeal, however, permit 
him to face the further litigation at better advantage. 


DEEPER DIVING 


Srnce Augustus Siebe invented the first prac- 
tical diving suit in 1819 many, improvements have 
been introduced ; but still the ordinary diving 
suit consists of an incompressible metal helmet 
and breast-plate and a flexible waterproof covering 
for the rest of the body. When submerged, the 
diver is connected with the surface by a life-line, 
a telephone cable, and an air hose, all of which 
are liable to endanger his life by getting entangled 
in wreckage or rocks. Though the entangled diver 
can cut his life-line and telephone, he can only 
cut his air hose if he proposes to make a rapid 
ascent from comparatively shallow depths. Even 
then he will probably suffer from caisson disease. 
Nor are these dangers purely theoretical, for it 
was reported by G. R. W. French in 1916 that 
during salvage operations on the sunken sub- 
marine F4 the divers were fouled in the wreck 
in almost 20 per cent. of the dives. 

Caisson disease is not as easily avoidable as is 
generally supposed. The explanation of the cause 
given by Paul Bert in 1878—namely, the forma- 
tion of nitrogen bubbles during too sudden decom- 
pression—has led to the use of slow decompression 
according to the tables of Boycott, Damant, and 
Haldane (1908), and the incidence of the trouble 
has much diminished. But caisson disease has not 
been eliminated, and the time lost in preventing it 
is in any case a serious factor ; a diver who spends 
half an hour at a depth of 250 feet has to spend 
34 hours in decompressing. According to Shaw! 
the partial failure of this method is due to the 
incompleteness of Bert’s explanation : erythrocyte 
agglutination is probably the primary disturbance,’ 
though the formation of bubbles is a serious com- 
plication, and End ® has observed that alkalinisa- 
tion has a favourable influence. Even apart from 
caisson disease however there are other dangers in 
diving, and not the least of these is “ squeeze.” 

Shaw, L. A., Jaindustr. Hyg. 1936, 18, 486. 


1. 
2. Swindle, P. F., Amer. J. Physiol. 1937, 120, 59 
3. End, E., J. industr. Hyg. 1938, 20, 613. 
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A descent of about 2 feet increases the total 
pressure on the diver’s body by about a ton. It 
is clear that if the pumps fail to maintain an 
increased pressure within the suit as the diver 
descends, as may happen if he falls suddenly under 
water, air will be squeezed from the compressible 
suit into the incompressible helmet. In extreme 
cases the man himself may be moulded into his 
own helmet. To these dangers of even moderate 
depths may be added the mental changes occa- 
sionally noted. Quickness of decision may be lost 
and it is recorded that a man once attempted to 
unscrew his face-plate, perhaps because of claustro- 
phobia. Attempts to explain these changes on 
the supposition that nitrogen, acting in accordance 
with the Meyer-Overton law, behaves as a narcotic 
under pressure * have not been confirmed. 

In such circumstances it is hardly surprising 
that efforts have often been made to design a 
safer diving suit, and in this attempt Mr. Nohl of 
Milwaukee has apparently succeeded (End 3). The 
Nohl suit is self-contained, the air being carried in 
steel cylinders which take the place of the ordinary 
back-weights ; there are thus no pumps or trailing 
‘hoses, and the wearer has a much increased freedom 
of movement. By carrying one cylinder of air and 
two of oxygen, and expiring into a soda-lime 
absorber, he can regulate as he descends not only 
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the pressure within his suit but the composition of 
the air he breathes. Normally he is equipped with 
a life-line and a telephone cable; but, should he find 
it advisable to abandon these, he can rise to the 
surface in an orderly manner, stopping at intervals 
for decompression. Another recent improvement 
has been the substitution for air of helium-oxygen 
mixtures which allow decompression to take place 
in something between a third and a twenty-third 
of the usual time (End 1937). The Nohl suit 
makes possible the use of such mixtures and 
simplifies in other ingenious ways the tedious 
process of decompression. With these new methods 
Great Britain’s diving record of 344 feet has been 
beaten with ease by Mr. Nohl, who has descended 
to a depth of 420 feet in Lake Michigan. (Indeed 
there seemed to be no reason to stop at this point 
apart from the inconvenient fact that he had 
reached the bottom, where he remained for 
9 minutes.) The ascent took only 118 minutes, with 
longer pauses for decompression at thirty feet (pause 
of 22 minutes), twenty feet (28 minutes), and ten 
feet (46 minutes). At each stage Mr. Nohl emptied 
his diving suit and refilled it with pure oxygen, as 
advised by Shaw! and Behnke.* There were no 
mechanical faults or leakage of water, and the 
diver’s mental and physical condition were excellent 
throughout the experiment. 


ANNOTATIONS 


AN EPIDEMIC OF TOXIC POLYNEURITIS 


AN outbreak of polyneuritis of obscure origin in 
Durban, South Africa, and district in the autumn of 
1937 presented as pretty a problem of diagnosis as 
could be hoped for by the epidemiologist.’ In all 
there were 41 cases scattered in ones and twos, chiefly 
at four foci in Durban and along the Natal coast. 
The typical story was that about twelve days after 
a mild gastro-enteritis painful stiffness or cramp began 
in the calf muscles and was replaced by paresis or 
paralysis of the muscles below the knees. Involve- 
ment of the intrinsic muscles of the hands usually 
followed, so that fine movements could not be per- 
formed. Occasionally the onset of paralysis was so 
sudden that patients either fell down in the street or 
were unable to stand on getting out of bed in the 
morning. This flaccid paralysis was very slow in 
clearing up and in many cases recovery is still not 
complete. The urine, blood and cerebrospinal fluid 
showed no significant changes and there was no rise 
of temperature or constitutional disturbance. Both 
Indians and Zulus were affected, as well as the white 
population, and there was no special class or age- 
incidence: the ratio of males to females was 9 to 1. 
The outbreak was at first thought to be one of 
atypical poliomyelitis, since it was argued that 
“ a toxic food element could hardly affect people of 
all races and those with very dissimilar diets, unless it 
were operating through some such common vehicle 
as water, flour, sugar or tea, in which case a great 
number of persons would be likely to be affected.” 

News was next received from London that a 
similar outbreak had arisen among 27 out of the 34 


4. Behnke, A. R., Thomson, R. M., and Motley, E. P., Amer. 
J. Physiol. 1935, 110, 565 

5. Sampson, B. F., Bull. Off. int. Hug. publ. 1938, 30, 2601. 
Note presented by Dr. P. G. Stock, the delegate for the 
Union of South Africa. 


passengers and crew of a French ship which had left 
Durban for Dunkirk via London on Oct. 2. The first 
cases on the ship began on Oct. 28, which would 
given an apparent incubation period of at least 
26 days on the assumption that infection had taken 
place in Durban. Analyses of the provisions on the 
ship were made in Paris and no trace of arsenic was 
found. Meanwhile attention had been drawn to the 
similarity of this outbreak with the serious epidemic 
of paralysis which had begun in Oklahoma City in the 
United States in 1930 and had been traced to poison- 
ing by tri-ortho-cresyl phosphate through the vehicle 
of essence of ginger—the so-called jake paralysis.’ 
There was, however, no question of ginger essence 
being the toxic substance in the Durban outbreak, 
but eventually it was found that all the Indian 
and Zulu patients were connected with European 
kitchens, and that cooking oil said to be of a 
particular brand was common to the four principal 
foci. The Zulus affected had been in the habit of 
eating curry left over from the European meals, 
although at first sight their diet did not reveal any- 
thing which had been cooked in this oil. After 


l initial failure, it was simultaneously reported by the 


government analyst at Durban and from the Ministry 
of Health in London that cresylic compounds had 


‘been found in soya-bean oil used for cooking in South 


Africa and on board the French ship, the Jean L.D. : 
how the oil came to be contaminated remains a 
mystery. A controlled experiment on cockerels in 
South Africa showed that the suspected oil was 
capable of producing paralysis of the same type as in 
the human cases. 

The possibility of cases of paralysis of obscure 
origin being due to poisoning by tri-ortho-cresyl 
phosphate must be borne in mind in diagnosis. 


6. Bebnke and Shaw, U.S. nav. mea Bull. 1937, 35, 61. 
7. Publ. Hlth Rep., Wash. 1932, 47, 2039. 


402 THE LANCET] 


VACCINIA PROPAGATED IN HEN’S EGGS 


[FEB. 18, 1939 


The output was 44 réntgens per min. measured with 


Tri-cresyl phosphate is a colourless, almost odourless, 6 i 


and tasteless oily substance, and is not easily 


removed from the interior of containers, since it is 
insoluble in water and not volatile in steam. It is 
largely employed as a plasticiser for cellulose lacquers 
and varnishes and may also be found in abortifacient 
pills. Users of second-hand containers should take 
care that their cleansing processes are sufficient to 
ensure the removal of such substances. 


THROMBOSIS AFTER HERNIOTOMY 


OBSERVATIONS of postoperative thrombosis and 
embolism have failed to establish a direct causal 
relationship between the operation and the sequel. 
One of the correlations arising from such a relation- 
ship, did it exist, has been examined by Bergquist,} 
who recorded the side of the operation and the side 
of the thrombosis in the lower limb in 2900 hernio- 
tomies. In the whole series there were 88 examples 
of thrombosis and embolism, of which 35 had a 
thrombosis on the same side as the operation, 23 on 
the opposite side, and 30 had no recognised local 
thrombosis. The author concludes that this difference 
is not significant. The series was subdivided accord- 
ing to sex and type of hernia, and the largest sub- 
division consisted of 1309 operations for reducible 
right inguinal hernia in males, among which were 
12 cases of right-sided and 12 of left-sided thrombosis, 
and 15 cases of embolism without recognised throm- 
bosis. Nearly 3 per cent. of thrombosis and embolism 
is a high incidence for a simple operation, the more 
so as more than a third of the patients were under 
twenty. But a careful search for these complications 
always reveals more than are usually recognised, and 
the high incidence reported by some observers is 
probably more general than less careful records 
suggest. The difficulty of diagnosis is shown by the 
number of emboli that occur when thrombosis has 
escaped detection. The problem that Bergquist has 
studied is complicated by two observations: first, 
that in fatal cases of embolism the thrombosis is more 
commonly found on the right side, and secondly, 
that in all cases of recognised thrombosis the incidence 
is a little higher on the left than the right. There 
appears therefore to be a greater risk of embolism 
from a right-sided than from a left-sided embolism. 
Since hernia is about twice as common on the right 
side as on the left, a large series should show a slight 
preponderance of contralateral thrombosis rather 
than of ipsilateral as in Bergquist’s series. It is 
doubtful, however, whether this consideration invali- 
dates the author’s conclusion that the evidence for a 
correlation between the side of operation and that of 
thrombosis is not statistically significant. 


SUPERVOLTAGE X RADIATION 


THE possibility that an improvement in the results 
of X-ray therapy may be expected as soon as more 
apparatus for the production of supervoltage X rays 
becomes available interests all who have to decide 
the policy of centres where cancer is treated. Lately 
Schmitz, Schmitz, and Sheehan,? of Chicago, -have 
studied the effects of radiation at 800 kV on cancer 
of the uterine cervix. Repeated punch biopsies were 
taken from the cervix at stated intervals during 
treatment, and both macroscopic and microscopic 
changes were observed. The radiation was produced 
at 800 kV peak at 10 mA, with a filter equivalent 
to 10 mm. of copper, a focal skin distance of 70 or 
86 cm., and a half-value layer of 8-2 mm. of copper. 


1. Bergquist, B., Acta chir. scand. 1938, 81, 555 
2. Schmitz, H., "Schmitz, H. £., and Sheehan, ‘J. F., J. Amer. 
med. Ass. Jan. 7, 1939, p. 17 


backscatter. Anterior and posterior fields were used 
and 4000 r was delivered to the skin in ten fractions 
at 48-hour intervals. This gave a dose of 4000 r 
throughout the true pelvis in an overall time of 
28 days. Examination of the specimens obtained 
after receiving doses of 300, 1000, 2000, 3000, and 
4000 r showed the familiar changes resulting from 
radiation, and an interesting attempt is made to 
differentiate between the reaction of those cells which 
tend to cornify and those which do not. The former 
when degenerate no longer take up dyes, and appear 
pale with giant nuclei and karyolysis. The latter 
are deeply stained with pyknotic nuclei, and form 
large squames without nuclei. These effects increase 
with dose, but the changes are not uniform, and again 
histological appearances cannot be accepted as a 
guide to probable lethal dosage. The authors suggest 
that half of the similar cases treated in another series 
by this method were clinically cured after four years, 
but they do not state whether the supplementary 
radium therapy that they mention had been given, 
nor are we told the number of cases in different 
clinical stages. In their present series, half the cases 
showed definite recurrence apparently within a short 
time—a result which is not surprising seeing that 
4000 r in 28 days is probably a sublethal dose. The 
clinical value of this method is likely to lie in the 
ease with which a supplementary dose of 4000 r 
could be added at the lateral wall of the pelvis, 
where with the usual methods of radium therapy 
dosage is necessarily low. 


VACCINIA PROPAGATED IN HEN’S EGGS 


THE desirability of obtaining vaccine lymph free 
from extraneous infective agents has prompted many 
attempts to propagate the virus in sterile culture 
media. The freedom of calf-lymph from bacteria has 
been to some extent achieved by storage and the 
addition of glycerol, but the varying degree of con- 
tamination of different samples of lymph and the 
fact that in storage the virus deteriorates, though less 
rapidly than the bacteria, make it highly desirable to 
obtain pure cultures of the virus. 

In 1931 Rivers! described a method of growing 
vaccinia on minced chick embryo with Tyrode 
solution in flasks. In the following year Goodpasture, 
Woodruff, and Buddingh ? were successful in infecting 
the embryonic membrane of the incubated hen’s egg 
with the virus of vaccinia, and they obtained an 
initial inoculum free from bacteria by passage through 
the testis of the rabbit. Stevenson and Buitler,* 
working at the Government Lymph Establishment, 
made their first observalons on culture in eggs in 
1933, and they have now * published the details of 
their methods and the results of their later work. 
They describe the characters of the cultured virus, 
its slight lethal action on the embryo, its potency for 
infecting rabbits, its harmlessness, and its stability 
during passage in eggs. They have fully studied the 
keeping properties of the vaccine pulp and the tech- 
nique of preservation. Some workers have found that 
vaccinia strains grown in chick embryos cause hemor- 
rhagic and necrotic lesions on the skin of mammals, 
but Stevenson and Butler are convinced that this 
property is mainly confined to strains which have 
been passaged through the testis. They lay great 
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stress on the differences between strains of vaccinia 
virus and on the importance of using a purely dermal 
strain as the source for chick-membrane culture. 
They obtained the initial virus free from bacteria by 
inoculating a good dermal strain intradermally on a 
rabbit and collecting the virus from the under surface 
of the skin. They used the skin of young rabbits for 
titrating the virus, for the chick membrane in eggs 
was too variable as a culture medium for this purpose. 
The lethal property of their strain for chick embryo 
was very low. Eggs inoculated about the fourteenth 
day of incubation were opened for removal of the 
culture four days later and the embryo was seldom 
dead; live and healthy chicks were occasionally 
hatched out of the infected eggs. The potency of 
their virus varied little from the 2nd to the 105th 
egg passage. They reproduce photographs of the 
cultures on chick membranes showing papules and 
plaques of vaccinia sometimes as large as half a crown, 

Stevenson and Butler are satisfied with the trials 
of their chick-membrane virus on human beings and 
quote the work of Goodpasture and Buddingh © who 
performed 936 primary vaccinations with 93-6 per 
cent. takes and no complications. They believe that 
the use of chick-membrane vaccine derived from their 
dermal strain will be as safe as fully purified calf- 
lymph, but they think that it should first be used on 
small numbers by experienced vaccinators who should 
keep careful records. They maintain that it is a 
great advantage that this lymph is free from bacteria 
when collected and that its production would entail 
much less work'and expense than calf-lymph. 


SULPHANILAMIDE CYANOSIS 

THE commonest toxic effect of the sulphonamide 
compounds, apart from such minor ones as nausea 
and depression, is cyanosis. It has been very 
variously regarded in the past, some viewing it 
with alarm and others ignoring it altogether; but 
today, except in patients already subject to 
anoxemia from some other cause, it is considered 
an often necessary evil and no bar to further treat- 
ment. The mechanism by which this cyanosis is 
produced is by no means fully understood, but there 
seem to be three ditferent causes. The first is 
absorption by the red cells of a coloured derivative 
of sulphanilamide ; the second and third are methemo- 
globinemia and sulphemoglobinemia, the former 
resulting from the first stage of a process that in the 
presence of H,S may go on to the establishment of 
the latter. Hartmann, Perley, and Barnett * have 
made an extensive study of methzemoglobinemia 
following the administration of sulphanilamide. 
They found some degree of it in almost every patient 
receiving the drug, but the rate of its appearance 
and its amount varied widely and inexplicably; a 
scatter diagram plotting the methemoglobin and 
sulphanilamide concentrations in the blood of a 
number of patients shows a correlation between 
them which is far from constant. In individual 
patients on the other hand there was such correla- 
tion at different times, and it was noted that those 
forming a disproportionately large amount of 
methemoglobin were often those with severe infec- 
tion and high fever. The same investigators have 
also studied the treatment of methewmoglobinemia with 
methylene-blue, a procedure originally suggested by 
W. B. Wendel (in 1937) although based on previous 
observations by F. Hauschild and others. Methylene- 
blue has been shown greatly to accelerate the recon- 
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version of methemoglobin to hemoglobin in poison- 
ing by various aniline derivatives. Its effect in 
methemoglobinemia due to sulphanilamide is 
dramatic, the cyanosis disappearing within half an 
hour when a dose of 1-2 mg. of the dye per kilo- 
gramme of body-weight is given intravenously ; but 
the formation of methemoglobin is soon resumed, 
and the status quo is reached in about 24 hours. 
Thus a single dose gives only temporary relief— 


` though it also gives the opportunity of observing 


whether the cyanosis is due to methemoglobinemia 
and not due to some other cause—but the methemo- 
globin level can be kept down by continuing adminis- 
tration of the dye by the mouth, or prevented from 
ever rising unduly if methylene-blue is given together 
with sulphanilamide from the start of treatment. 
The dye itself is believed to be harmless in the 
doses required, and there is no indication that it 
interferes in any way with the therapeutic action of 
sulphanilamide. 


HOW FAR CANCER IS NOW TREATED 
ADEQUATELY 


In seeking parliamentary powers to secure the 
extension of the present facilities for the treatment of 
patients suffering from cancer, Mr. Walter Elliot has 
no doubt been influenced by the figures contained in 
a report published by the Ministry of Health today. 
Its author, Dr. Sholto Mackenzie, has tried by means 
of a sampling inquiry to assess the extent to which 
cancer patients receive treatment under present 
conditions, the Radium Commission having con- 
cluded, in its seventh annual report, that the facilities 
already provided or contemplated are inadequate. 
Estimates made by the Ministry confirmed this view 
but it was thought well to attempt a more direct 
assessment. For this purpose eleven county boroughs 
and eight county areas were selected, the former 
including some towns with radium centres, others 
with progressive ideas and modern hospitals, and 
some smaller country towns, the latter including 
rural, industrial, and dormitory types. By collabora- 
tion with the medical officers of health histories were 
obtained of as many persons as possible who were 
certified as having died from cancer during the first 
six months of 1936. By such means 3303 histories 
were secured, and these appear to be properly repre- 
sentative of all cancer deaths in England and Wales 
at that date, judged by the distribution of the sites 
involved, the sex ratio of the mortality, and the 
average age at death. On the other hand the inquiry 
deals only with the dead—i.e., the failures—so that 
for those sites which can be successfully treated the 
picture may well be overdrawn. 

Of the 3303 patients, as many as 2420, or 73 per 
cent., were assessed as untreated, in spite of the 
somewhat generous definition of treatment—for 
example, all patients who received radiation were 
recorded as treated although the aim may sometimes 
have been merely palliative. This large body of 
untreated persons may be divided into three broad 
groups—namely, 513 patients who suffered from 
cancer of organs for which treatment, even under the 
most favourable conditions, is not possible (e.g., 
pancreas, Jung, and osophagus); 1604 for whom 
treatment is theoretically practicable provided they 
attend for advice at a sufliciently early stage (e.g., 
stomach, intestine, and larynx); and 303 particu- 
larly amenable to treatment (e.g., uterus, breast, 
and skin), Taking the last two groups together as 


An inquiry into the extent to which patients 
By the Hon. Sholto Mackenzie, M.D. 
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indicative of the field in which extended facilities for 
treatment might operate, it is found that of these 
1907 untreated persons, 418 (22 per cent.) were not 
treated because they were virtually moribund when 
they first sought advice; 169 (9 per cent.) because 
they suffered from concomitant disease ; 426 (22 per 
cent.) on account, probably, of their advanced age ; 
657 (34 per cent.) because apparently when first seen 
their condition was too advanced for treatment ; 
and the remaining 237 (12 per cent.) because they 
refused treatment. Even with the treatable organs 


` 16 per cent. of the patients were in too advanced a. 


stage of the disease for treatment, but the limitation 
of the sample to the dead may give too gloomy a 
picture here. Special study is made of 283 patients 
in the most treatable group, that is, with cancer of 
the breast, uterus, skin, tongue and mouth parts, 
who resided in eight of the areas of investigation. 
Only a little more than a quarter of them had been 
treated in hospitals known to have facilities for 
radiation treatment, another 17 per cent. in hospitals 
with some radiation facilities, and 11 per cent. in 
hospitals with no such facilities. For nearly one 
patient in five in this important group no reason for 
lack of treatment was given except the advanced 
stage of the disease, and it is probable that they 
would all have been suitable for.treatment had they 
sought it earlier. 


From such figures Sir Arthur MacNalty deduced, 
in, his preface to the report, two guiding principles, 
relating mainly to those organs in which treatment 
has made much progress in recent years. ‘“‘ They 
consist,” he says, “in attempting to secure not only 
that more patients receive treatment, but also more 
patients receive treatment at an earlier stage, when 
it is likely to be more effective. An attempt to fulfil 
these needs connotes wider provision of facilities for 
treatment and for early diagnosis.” To what extent 
such wider provision may be effective remains to be 
seen, It can hardly operate within the 25 per cent. 
of the patients who, according to this investigation, 
refuse treatment altogether or are debarred treat- 
ment on the grounds of age or the presence of con- 
comitant disease. Its success must lie rather in the 
large proportion seen too late for effective treatment 
or seen only in inadequately equipped hospitals. 
The former must denote that with wider facilities 
patients will tend to come for treatment at an earlier 
stage of disease, and the present inquiry provides no 
evidence on that point. The latter clearly raises the 
question of the wider provision not only of the means 
of treatment. surgical or radiological, but also of 
personnel fully competent to use it effectively and 
to adapt their methods to any and every develop- 
ment in our knowledge. Dr. Mackenzie’s careful 
report undoubtedly clears the ground. 


CONSTRUCTIVE A.R.P. 


PERHAPS there have never been so many oppor- 
tunities for making the best of a bad job as there are 
today. Ugly necessity is forcing us to spend a great 
deal of money on preparations for calamity ; but 
wise planning will allow us to ensure that some of it, 
at least, is used to make positive contributions to the 
nation’s health and happiness. The Government’s 
proposal to finance a £1,000,000 scheme to build 
camps for school-children is an example of this kind 
of constructive defence. The camps will be a valuable 
supplement to any evacuation scheme in war-time, 
while in peace-time they would serve as school camps 
for town children and as holiday centres for young 


workers; their construction will give employment to 


many. In a written reply to a question in the 
House of Commons on Feb. 13 Sir John Anderson 
announced that it is proposed to build 50 of these 
camps, each to accommodate 350 children. They will 
be composed of huts which will be supplied with 
central heating, water, electricity, and main drainage, 
There will also be at each camp a common dining- 
room, recreation-rooms, and a number of covered 
shelters. It is proposed to set up two public cor- 
porations, one for England and Wales and one for 
Scotland, to administer the scheme. They will be 
expected to recover 50 per cent. of the capital and to 
meet all maintenance charges from peace-time letting 
of the camps, but it is emphasised that the camps 
will not be run to make a profit. 


POSTOPERATIVE CIRCULATORY FAILURE 


FACED with postoperative collapse our first concern 
must be to decide whether the failure of circulation 
is peripheral or cardiac or both. The importance of 
this distinction is by no means always appreciated, 
and unexpected deaths from postoperative shock 
are too apt to be put down to myocardial insufficiency 
though there is no real evidence of it. As Wood? 
remarked in a recent analysis of the cardiac complica- 
tions of major abdominal surgery, in the absence of 
an autopsy it is often difficult to convince the surgeon 
that the heart is innocent. Sir Hugh Devine? 
emphasises the value of careful preoperative examina- 
tion of the cardiovascular system, for the probabilities 
in diagnosis are very different in a patient who came 
to operation with a normal circulatory mechanism 
and in one who was suffering from some “ crippling ” 
of the heart. Devine would like every patient who 
is to undergo a serious operation to have an electro- 
cardiographic and radiographic examination, for he 
regards coronary sclerosis and myocardial degeneration, 


_ which may be missed on ordinary clinical examination, 


as of particularly badimport. The essential difference 
between cardiac and peripheral circulatory failure 
is that in the former the venous pressure is raised 
and in the latter it is depressed. The arterial blood- 
pressure is not much affected in the early stages of 
heart-failure, except in the more sudden catastrophes, 
whereas in peripheral failure there is always an obvious 
fall. The patient with cardiac failure usually wants 
to sit up in bed, and the arm and neck veins are 
noticeably distended. The shocked patient on the 
other hand sinks down in the bed, and the veins are 
collapsed. The most probable causes of very sudden 
circulatory distress are pulmonary embolism and 
myocardial infarction. A gradual failure is more 
likely to be a manifestation of surgical shock, 
hemorrhage, or an intra-abdominal complication 
such as peritonitis or ileus. Primary postoperative 
shock—the type that develops during the course of 
an operation—is to a great extent preventable. The 
amount of shock produced depends largely on the 
technique of the surgeon and the type of anæsthetic 
given, and the administration of fluid before and 
during the operation may anticipate and obviate 
mishaps. The collapse that happens hours later is 
supposed to have a toxic rather than a neurogenic 
origin. In such cases, Devine thinks, there is evidence 
to warrant the use of Sympatol, a synthetic adrenaline 
that is said to have a more prolonged effect than 
ordinary adrenaline and can be given intravenously 
in larger doses. But the first essential is to give 
fluids intravenously or rectally by the drip method 
until all signs of dehydration have disappeared. 
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For true cardiac failure Coramine, Cardiazol, caffeine 
and digitalin are the usual drugs, and one or other 
may be given with the fluids when it is felt that a 
crippled heart is adding to the circulatory embarrass- 
ment of surgical shock. For various mechanical 
reasons an abdominal operation may be dangerous 
for a patient with an impaired circulation. The 
peristaltic and pendulum movements of the intestines 
normally aid the return of blood to the right side of 
the heart, and these may stop altogether after a 
serious abdominal operation. Diaphragmatic action 
may also be impeded by upper abdominal operations 
and inflammations, and bandaging of the lower ribs 
may embarrass chest movements. Physicians are 
constantly impressing on surgeons, however, that the 
most serious operation will not cause failure in a 
healthy heart, and that even a diseased heart stands 
up to surgical strain remarkably well. 


STORED BLOOD FOR TRANSFUSION 


BLoop has for some years been stored for purposes 
of transfusion in Russia, Spain and America, but 
until recently only fresh blood has been used in this 
country. The international crisis last September, 
however, stimulated considerable interest in the 
possibilities of this method. On the whole human 
placentas have not found favour here as a source of 
blood though their use is advocated by some workers 
such as Howkins and Brewer,! Page, Seager and Ward,? 
and Halbrecht.* Cadaver blood has not been studied, 
but it is clear from articles in our present issue and 
from a discussion in the section of therapeutics and 
pharmacology of the Royal Society of Medicine on 
Feb. 14 that blood withdrawn from adult donors 
may be stored with little trouble and is suitable for 
all types of patient. Such stored blood has been 
given with satisfactory therapeutic results, as 
evidenced by rise in red cells and hemoglobin and 
improvement in general condition, in a wide variety 
of conditions including postoperative shock, anzmias 
due to chronic and acute hemorrhage, and various 
blood diseases. Dr. G. A. Elliott and his colleagues, 
who gave 50 such transfusions, and Dr. E. M. C. 
Biddle, who has given 150, believe that reactions are 
less common after stored than after fresh blood. It 
seems possible that the rather high reaction-rate 
reported from Spain by R. S. Saxton was due to 
defective storage dependent on war conditions. 

The majority of workers in the past have used 
sodium citrate as a preservative at a final concentra- 
tion of about 0-38 per cent., but both Elliott and his 
colleagues and Dr. C. R. Boland advocate the use of 
I.H.T., a solution devised by the Moscow Institute 
of Hematology, which is mixed with the blood in 
equal quantities. Such high dilution seems an advan- 
tage since all stored blood tends to become sticky. 
Glucose citrate, and citrate in normal saline may also 
be used. Temperatures between 1° and 7° C. are 
satisfactory for storage but blood must under no 
circumstances be frozen because this results in 
complete hemolysis. It is essential also to avoid 
agitation of the blood as far as possible, a point which 
Saxton thought an objection to the special flask used 
in Spain. There the blood was stored with a high 
pressure of filtered air, which facilitated the adminis- 
tration of the blood but was liable in Saxton’s opinion 
to lead to less satisfactory preservation. Blood can 
be stored for a fortnight with no loss of therapeutic 
value and may be kept for as long as 34 days, but 
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generally it should not be used when older than three 
weeks. Administration may be carried out by gravity 
pressure or the drip method as long as the blood is 
filtered before use. Apart from questions of apparatus 
and technique it is clear that the possibilities of stored 
blood have been too long neglected in this country. 
An organisation of blood banks will in future be an 
essential part of peace-time as well as of war-time 
medicine, so that blood already tested for sterility 
and Wassermann reaction will always be immediately 
available. Such a service is far more satisfactory for 
the donors, who can come up to give blood at a time 
convenient to themselves instead of being snatched 
from bed or work by an urgent call, and is often 
life-saving for the patient with sudden severe hemor- 
rhage. If the magnificent blood-transfusion centres 
in Republican Spain, where blood was withdrawn, 
tested, and prepared for use, were possible there in 
time of war they should be equally possible in England 
in times of peace. 


We regret to announce the death on Wednesday 
morning of Mr. G. J. JENKINS, ear, nose and throat 
surgeon to Lambeth and St. Charles’ Hospitals. 


Prof. W. SCHULEMANN of the pharmacological insti- 
tute of the University of Bonn will lecture on 
chemotherapy at the Wellcome Research Institution, 
Euston Road, London, N.W.1, on March 7, 8, and 9 
at 5.30 p.m. and Dr. W. E. Gye, F.R.S., director 
of the Imperial Cancer Research Fund, will speak 
on the present position of the cancer problem at 
St. Thomas’s Hospital medical school on March 20, 
at 5 P.M. These lectures are being held under the 
auspices of the University of London, and all who are 
interested are invited to attend. 


Mr. CEDRIC LANE-ROBERTS will deliver the 
Hunterian oration to the Hunterian Society at the 
Mansion House, London, E.C.4, on Monday, Feb. 27, 
at 9 P.M. He will make a plea for the woman in 
gynecology and obstetrics. 


Major-General H. E. M. Doucras, A.M.S.(retd.), who 
died at Droitwich on Tuesday at the age of 63, was 
awarded the Victoria Cross in 1899 at Magersfontein 
when, although himself wounded, he advanced under 
heavy fire to give first-aid to many who had been hit 
and were lying helpless in the open. Later he became 
deputy-director of medical services for the Scottish 
Command in Edinburgh. 


Mr. Michael Kineally, teacher at Ring College, co. 
Waterford, is claiming damages in Dublin High Court 
on the plea that his daughter died from tuberculosis 
after being inoculated against diphtheria by Dr. D. T. 
McCarthy of Dungarvan with T.A.F. prepared by the 
Wellcome Foundation. On Tuesday Dr. McCarthy 
was dismissed from the case with costs and Mr. Justice 
Maguire allowed the action against the Wellcome 
Foundation to go to the jury. An account of the 
inquest held two years ago will be found in THE 
LANCET, 1937, 1, 1304 and 1480, 


POSTGRADUATE MEDICAL COURSES IN ITALY.— 
Courses for medical graduates from abroad on the latest 
developments of Italian medical science will be held in 
Rome from June 5 to June 17, and then in Bologna, 
Pavia and Milan until the 22nd. 

A course in phthisiology will be held from July 15 to 
Oct. 15 at the Carlo Forlanini Institute in Rome, and an 
international malaria course from July 24 to Sept. 20 
at the Ettore Marchiafava Institute of Malanology in 
Rome. Further information may be had from the medical 
and health department of the National Institute for 
Cultural Relations with Foreign Countries, Via Lazzaro 
Spallanzani 14a, Rome. 
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SPECIAL ARTICLES 


THE BLOOD-TEST ON TRIAL 


THE Bastardy (Blood Tests) Bill has attained a 
second reading and now stands referred to a select 
committee of the House of Lords. Its welcome from 
the Government was disappointingly tepid. If the 
Lord Chancellor and the Home Office are unaware 
that perjury is scandalously rife in paternity proceed- 
ings, Many ordinary folk could enlighten them. 
Incidents like the Batchelor case are no occasion for 
olympian unconcern. At Kent assizes a few years 
ago the mother of a child was convicted and sentenced 
for perjury after the man whom she had falsely 
accused of being the father had gone to prison no 
fewer than nineteen times in three years because he 
refused to pay the weekly sum which her false evidence 
had persuaded the magistrates to impose upon him, 
It is true that the compulsory blood-test can do no 
more than prove a negative and that its value is 
limited to a moderate percentage of cases. But if 
injustice can be eliminated even on a small scale, 
those who are responsible for our forensic system 
might give the country the benefit of the opportunity. 
We have few judges more eminent than Lord Atkin, 
perhaps none who combine so high an authority in 
jurisprudence with so practical an experience of 
personal work at petty and quarter sessions. This, 
said Lord Atkin last week, is a bill which gives 
the most powerful and conclusive aid to courts of 
justice in one of the most difficult matters with 
which they have to deal. The Lord Chancellor 
enumerated the points which the select committee 
will be able to elucidate—the proportion of cases 
in which the test will be useful, the risk of error, the 
certainty of identifying the persons tested and the 
total cost likely to be thrown upon public funds. 
There can be no objection to full investigation pro- 
vided that the zeal for knowledge is not permitted 
to postpone indefinitely the serious consideration 
of the bill. 

Last week’s debate may at any rate have removed 
certain misunderstandings. Lord Gorell, who moved 
the rejection of the bill, stated that there were very 
few people in the country today who were competent 
to perform the tests. He seemed ready to convey 
the impression that the scientific significance of 
blood-groups for this purpose has neither been 
adequately studied nor solidly established. Lord 


Dawson of Penn was able to remind him that at every — 


teaching centre and at every first-class hospital 
there are pathologists who are perfectly competent to 
conduct these tests, and that there is hardly a subject 
of medicine which has been so thoroughly examined 
in the study. Home Office experts, according to the 
Lord Chancellor, advise that, where a test has shown 
that the putative father cannot have been the actual 
father, a second independent test should be made 
as an additional check, This suggestion, obviously 
a point for the select committee, surely cannot arise 
from any doubt among experts of the conclusions of 
blood-group research. It must originate either in 
the fear that it is beyond the power of our admini- 
strative officials to devise fool-proof machinery or 
in the belief that the public and the magistrates 
cannot appreciate the lessons which research can teach. 
The risk of error in a properly devised scheine would 
be almost negligible. If error did creep in, it would be 
far outweighed by the additional security of defendants 
against injustice. The education of the public and 


the magistrates is a process in which our governors 
might be willing to lead rather than to follow. Last 
year, it may be recalled, the Home Secretary was asked 
by Sir E. Graham-Little, M.P., whether he would 
consider circularising magistrates on the subject of 
the validity and value of blood-tests. In giving a 
negative reply, Sir Samuel Hoare said he thought 
the courts were already aware of the possibilities 
and value of the tests to which full publicity had been 
given. It would be surprising, however, if more could 
not be done to bring the system to the notice of 
magistrates. In the popular mind perhaps scientific 
research is still associated almost exclusively with the 
combination of a few simple chemicals to produce 
a visible explosion. Nor is distrust of the micro- 
scope confined to the ordinary citizen. There was a 
historic case in 1857 at Taunton assizes when a man 
was charged with murder and a bloodstained knife 
had been found upon him. He said he had used it for 
cutting beef. The crown offered scientific evidence 
that coagulation must have taken place on the 
knife-blade ; in other words, the knife must have 
been in contact with living blood ; secondly, evidence 
of the relative sizes of the corpuscles in the blood on 
the knife indicated that it could not have come from 
an ox, sheep or pig; the corpuscles were too small; 
their size agreed with that of human blood. Lord 
Chief Justice Cockburn observed that ‘‘ admitting the 
great advantages of science we are coming to great 
niceties indeed when we speculate upon things almost 
beyond conception.” He advised the jury not to 
convict on this scientific speculation alone. 

Our courts seem sometimes still to be living in the 
eighteen-fifties. The old prejudice against circum- 
stantial evidence survives. Corroboration by the 
microscope of the putative father’s denial is not felt 
to be so good as corroboration of the girl’s story by 
someone who saw John and Mary walking out one 
evening in a lane. Gradually, we must hope, the 
certainty of the results of blood-tests will establish 
itself in the popular mind. Our judges are not 
all Cockburns. ‘‘ I agree,” said Lord Atkin last week, 
‘“ that this bill goes only to a proportion—call it a 
small proportion—of the cases that are heard ; but, 
in the smallest proportion of cases, if in fact you can 
make sure that the man is not the father, then that 
is an immense addition to the equipment of justice 
in this country.” 


MILK AND DISEASE 
A DEPUTATION TO THE MINISTRY OF HEALTH 


On Feb. 8 Mr. WALTER ELLIOT (Minister of Health) 
and the Earl of FEVERSHAM (parliamentary secretary 
ta the Ministry of Agriculture), with a representative 
of the Department of Health for Scotland, received 
a deputation on the need for adequate safeguards 
for the milk-supply. The members were Sir Kaye 
Le Fleming and Prof. R. M. F. Picken (respectively 
chairman of council and chairman of the public 
health committee of the British Medical Association) ; 
Prof. G. S. Wilson (Royal College of Physicians); 
Prof. Ernest Hey Groves (Royal College of Surgeons) ; 
Sir William Savage and Dr. Thomas Orr (Society of 
Medical Officers of Health) ; and Dr. C. O. Hawthorne 
and Dr. J. B. McDougall (Joint Tuberculosis Council). 

Sir KAYE LE FLEMING, who introduced the deputa- 
tion, said that the medical profession were aware 
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that there was a considerable amount of unsafe milk 
which was the cause of preventable disease, and it 
was their opinion that effective pasteurisation offered 
the most practical means of securing safety. 

Prof. R. M. F. PICKEN recalled that the B.M.A.’s 
milk policy had been before the representative body 
for three years in succession and only once had there 
been so much as one dissentient. Complete unanimity 
was not to be expected of a profession composed of 
45,000 individualists, but he knew of no other subject 
on which doctors were so nearly unanimous. More- 
over, they had refrained from advocacy of pasteurisa- 
tion until they had satisfied themselves as to any 
effect it might have on the nutritive quality of the 
milk. After referring to the hesitation which the 
profession must often feel in recommending milk 
under present conditions, he said that until milk 
that was at once safe and palatable was generally 
available no further substantial increase in con- 
sumption could be expected. The provisions con- 
tained in part VIL of the Milk Industry Bill had been 
welcomed, although some of the safeguards which it 
had been thou ght necessary to include were unwelcome. 
The deputation hoped that, whether by a new Milk 
Bill or through other legislation, power would be 

iven to local authorities to exclude from sale all 
milk, other than milk from tuberculin-tested herds, 
which was not pasteurised or otherwise rendered 
safe by some form of heat treatment. 

Sir WILLIAM SAVAGE said that the Society of 
Medical Officers of Health had been passing resolu- 
tions on the subject since 1932. So far as the milk- 
supply was concerned, no local authority was at 
present in a position to carry out its statutory obliga- 
tions in regard to health. Analysing part VII 
of the bill now withdrawn, he said that uneasiness 
had been felt by the society over the provisions relating 
to accredited milk, the five years’ interval before the 
pasteurisation requirement could have become effective 
in the case of producer-retailers, the undesirability 
of repeated discussion of the dangers of a raw milk- 
supply at a succession of public inquiries in different 
areas, and the requirement that individual pasteurisa- 
tion orders under the bill ‘should be laid before 
Parliament. 

Prof. G. S. WiILson pointed out that as long as 
five years ago, when the Government was considering 
the milk-in-schools scheme, the Royal College of 
Physicians had formulated its views as to the steps 
that might be taken to ensure safe milk-supplies 
generally. Since then, it was estimated, there had 


been 10,000 deaths due to tuberculosis of bovine ° 


origin, and some 2000 cases of undulant fever. In 
addition, there had been sixteen epidemics of milk- 
borne diseases, which had affected about 3400 persons 
and had caused at least 67 deaths. There was, he 
contended, no other legislative action which the 
Minister could take which would be as surely reflected 
in mortality figures as would legislation to protect 
the milk-supply. 

Discussing the nutritive value of pasteurised milk, 
Prof.’ Wilson stated that in the course of nine com- 
parative experiments conducted in this country 
during the past few years some 250 calves had been 
divided into approximately equal groups reared on 
raw and on pasteurised milk. Taking all these 
experiments together, no statistical difference had 
been found in the growth-rate, although the advantage, 
such as it was, rested with the calves reared on pasteur- 
ised milk. Experiments performed with mice, rats, 
calves, and human beings all combined to show that 
the damage done to the nutritive value of milk by 
pasteurisation was for practical purposes negligible. 
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Pasteurisation requirements were already in opera- 
tion in a number of cities in the United States and 
Canada and would come into force for the whole 
province of Ontario in June, and for the whole of 
Sweden in July of this year. In France also legisla- 
tion had already been passed. All that was asked 
was that this country should not lag behind. 

Dr. C. O. HAWTHORNE expressed the disappoint- 
ment of physicians whose daily concern was with 
tuberculosis and whose hopes had been aroused 
by the fair promise of the Government’s white paper. 


Mr. WALTER ELLIOT, in reply, said that the deputa- 
tion would not expect him to anticipate the new 
legislation which Mr. Ramsbotham had stated in the 
House would be introduced. He and Lord Feversham 
had taken careful note of the representations made 
by the deputation on behalf of the medical profession 
and he could assure them that they would be borne 
in mind when he and the Minister of Agriculture came 
to discuss the provisions to be included in the 
promised legislation. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENTS) 


EDINBURGH SURGICAL CHAIR 


Prof. J. R. Learmonth has accepted the call to fill 
the chair of surgery left vacant by the death of Sir 
David Wilkie, and what is Aberdeen’s loss is Edin- 
burgh’s gain. After graduating at Glasgow in 1921 
Learmonth became assistant to Prof. Archibald 
Young, with whom he continued to work, first at 
the Anderson College and later at the University 
of Glasgow, till 1928 when he joined the surgical staff 
of the Mayo Clinic where he had already spent a 
year as Rockefeller research fellow ; with this appoint- 
ment he held the title of associate professor of neuro- 
logic surgery in the University of Minnesota. After 
making a prolonged study of the surgery of the brain 
and of the spinal cord and paying special attention 
to the neuralgias, Learmonth returned to Scotland in 
1932 to succeed Sir John Marnoch as regius professor 
of surgery at Aberdeen. He is surgeon to the King 
in Scotland. 

ABERDEEN ROYAL INFIRMARY 


The directors of the infirmary are to build a fee- 
paying block at Forresterhill for at least 50 patients. 
The new building, which has been made possible by 
a bequest of over £50,000, is expected to be ready for 
occupation within a year. It will provide treatment 
for those of moderate means and for those who can 
pay but who need specialised treatment which they 
cannot obtain elsewhere. It was stated at the 
meeting of directors that the increasing number of 
patients who were seeking admission made it necessary 
for voluntary hospitals to modify their policy of 
treatment without discrimination. Admission to the 
new home will be restricted to those within an income 
limit, not yet defined, and to their dependants. 


LONDON SCHOOL OF liYGIENE AND TROPICAL 
MEDICINE.—The annual malaria-control course for laymen 
will be held at the school (Keppel Street, W.C.1) from 
June 26 to 30 under the direction of Sir Malcolm Watson. 
Additional lectures have been arranged on water-supplies, 
conservancy and sewage-disposal, insulation against heat 
and cold, and air-conditioning for comfort in the tropics. 
Further particulars may be had from the organising 
secretary of the Ross Institute of Tropical Medicine at 
the school. 
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A series of articles on medical organisation and surgical practice in air attack by 
P. H. MitcHrmer, C.B.E., T.D., F.R.C.S., and E. M. Cowett, D.S.O., T.D., F.R.C.S. 


VII—WOUNDS OF BONES AND JOINTS 


THE general principles of the treatment of wounds 
involving bones and joints are essentially the same 
as those of wounds in any other region—namely, the 
thorough exploration and excision of the wound at 
an early date, removal of missile and shreds, and 
subsequent rest of the area to allay pain, to promote 
healing, and to minimise the risk of infection. Bone 
injuries take the form of compound fractures, usually 
comminuted ; joints are either penetrated by small 
fragments, or there is considerable damage to the 
bones whose ends articulate in the damaged joint 
cavity. In both classes of injury the aim of the surgeon 
is primarily to prevent infection and secondarily to 
put the limb in such a state and position that the 
patient can be transported safely in the immediate 
future. For this reason all extensions applied must 
be of the fixed type, and limbs must be secured 
parallel to the trunk to allow of transport on stretchers 
and in ambulances. 


INJURIES TO BONES 


Many simple fractures are likely to be met with as 
a result of falling masonry. Their treatment in no 
way differs from that given in ordinary surgical 
practice and will not be described in this article. 
The surgeon should remember, however, that the 
patient may be in transit from one hospital to another 
for several hours, when splints and dressings cannot 
be looked at, and for this reason plaster bandages 
should be used with caution. When these cases are 
- admitted to a casualty hospital, the splints should be 
adjusted as necessary and the patient evacuated as 
soon as possible to a base hospital set aside for such 
cases, where radiograms can be taken and adequate 
treatment given. Only in those cases in which there 
is great pain or obvious interference with circulation 
should the splints be removed and the fracture 
readjusted at the casualty clearing hospital. 

Compound fractures will be most commonly due 
to wounds from shells and bombs but are also caused 
by machine-gun bullets and shrapnel. In most cases 
the soft parts are very much disorganised, and in 
penetrating wounds the wound of exit is usually large, 
with fragments of bone and disorganised muscle 
protruding from it. The bone is often severely com- 
minuted, or large pieces of bone may be completely 
missing. The nature of the injury is obvious in all 
cases. 

To allay pain and prevent shock it is essential that 
first-aid treaiment to secure fixation of the fractured 
bone ends should be carried out early and efficiently. 
For this purpose it is best to apply extension splinting 
(a Thomas splint in the case of the lower limb) 
without removing the patient’s clothing, except in 
so far as it is necessary to cut it away to expose and 
dress the wound. In the case of the upper limb no 
satisfactory extension splint is available which will 
allow carriage on a stretcher, and it is better for the 
limb to be bandaged to the side, while the forearm is 
supported either in an arm-sling or collar-and-cuff 
suspender. 

On arrival at the casualty hospital these patients 
should, if possible, be radiographed as a routine before 
being passed through the operating theatre. Thus 
both the extent of the damage and the situation of 
retained missiles can be ascertained. Treatment 


of the wound differs in no way from that already 
described—i.e., complete excision of all damaged 
tissue. The bone ends must be carefully exposed 
and thoroughly curetted, especially on the broken 
surfaces, and loose fragments must be removed. 
There is considerable vitality in bone so long as the 
attached muscle is intact, and fragments attached to 
undamaged muscle should be replaced rather than 
excised. Projectiles in the immediate vicinity of 
the wound are better removed, for in the case of 
bomb wounds they often carry fragments of clothing 
with them, but here, as in other cases, no prolonged 
search opening up undamaged tissues should be 
carried out for deeply buried fragments. No reliance 


Fig. 1—Longitudinal strips of adhesive plaster reinforced 
with slanting strips preparatory to the application of a 
Thomas splint. 


should be placed on antiseptics, débridement or 
scrubbing with soap and water. 

In all lower-limb fractures the limb should be placed 
in a Thomas splint with extension of the fixed type 
to the cross bar to allow of transport. These exten- 
sions may with advantage be taken from a Stein- 
mann’s pin, inserted when feasible through the lower 
end of the fractured bone, well securing the damaged 
tissues. Before inserting this pin the surgeon must 
draw the skin well up the leg, and during its insertion 
he must guard against traversing the joint cavity. 
A suitable calliper is then attached over the ends 
of the pin, and extension can be taken from this to 
the end of the Thomas splint. A second satis- 
factory method, which can be carried out by orderlies, 
is the application of longitudinal strips of adhesive 
plaster attached to the limb below the fracture. 
The limb must be shaved before applying this plaster. 
No circular bands must be placed round the limb, 


-but slanting strips may be used to reinforce the 


attachment of the longitudinal strips (fig. 1). If neces- 

sary, the lower ends of the two strips of plaster may be 
attached direct to the bar of the splint, or a wooden 

spreader may be inserted between them and double 
cords passed through these and secured to the lower 
end. These cords can then be tightened by the 
insertion and twisting of a piece of wood (Spanish 

windlass), which can be secured to the lower end 

of the longitudinal bars of the splint when sufficient 

traction has been secured (fig. 2). Itis advisable to close 

the wound only if this can be done without tension; 
otherwise it should be left open and dressed with 

hypertonic saline or acriflavine in oleum ricini. 

The patient, when he has recovered from the anes- 

thetic, should be transferred as soon as possible to 

a base hospital for fracture cases, only being retained 

at the casualty hospital if he needs treatment for 

shock or if hemorrhage is anticipated. 

In upper-limb fractures no satisfactory extension 
splint exists which will permit of transport. The 
Thomas abduction splint is dangerous if the arm 
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is brought to the side, for it impedes the circulation 
in the limb, and Robert Jones’s modification is 
difficult to adjust satisfactorily and extremely liable 
to slip in transit. It is therefore better to secure 
these fractures with either slats of plaster-of-paris 
or Kramer’s wire splinting, the upper part of the 
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Fie, 2—Spanish windlass for maintaining “ fixed ” 
extension when a Thomas splint is used. 


limb being then bandaged firmly to the patient’s 
side after a suitable dressing has been applied to any 
wound present. It is therefore unnecessary and 
unfeasible to apply extensions at this stage of 
treatment, provided the patient can be rapidly 
transported to a fracture hospital at the base. 

It is not intended to deal here with fractures of 
special bones, for the general principles of treatment 
at this stage apply to all fractures irrespective of 
what bones are involved. In fractures of the ribs 
and pelvis careful examination must be made to 
exclude the possibility of damage to the thoracic 
and abdominal cavities and their contents. 


TREATMENT OF COMPOUND FRACTURES IN SPAIN 


In Spain, after thorough excision of the wound 
and débridement of fragments of damaged bone, the 
whole limb is encased in plaster-of-paris. Bomb 
wounds of the upper part of the humerus are put up 
in thoracobrachial plasters (‘‘ aeroplane splints”). 
In the later stages of healing the patients walk about 
and are very comfortable. In bomb wounds involving 


femur and leg bones skeletal traction is used with 
the weight extension being 


Bohler’s apparatus, 
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and not even then if any doubt exists about the 
possible occurrence of gas-gangrene. When this 
risk no longer exists, plaster bandages have much 
to recommend them and give good results (fig. 3), 
but as a general rule they should not be used except 
at a base hospital. 


SPRAINS AND WOUNDS OF JOINTS 


Sprains and sprain fractures are likely to be met 
with in large numbers, and all these cases should be 
passed directly to an orthopedic hospital for thorough 
investigation (including radiography) and adequate 
treatment. Such patients should never be allowed 
to return to their homes before being radiographed ; | 
otherwise troublesome litigation is likely in claims © 
for compensation, and, unless radiograms are avail- 
able, the medical men concerned are undoubtedly 
liable for negligence in treatment. 

Wounds of joints are common and always associated 
with considerable damage to the ends of the bones 
whose articular surfaces form the joints concerned. 
These injuries must be regarded as extremely serious 
both because of the liability of the joint cavity to 
infection and because of the disabling arthritis which 
nearly always results from bone damage in the 
joint cavity. All such cases should be radiographed 
as a routine before going to the surgeon, so that 
the extent of bone damage and the presence of 
missiles in the joint cavity can be ascertained. The 
wound should be excised down to the articular 
synovial membrane, the edges of which must be 
trimmed, and the joint adequately washed out with 
sterile normal saline solution, after which every 
effort must be made to close the synovial membrane 
and, if it is feasible (as it is with perforating wounds), 
the soft tissues down to the joint. Drainage should 
be avoided if possible, and on no account must a 
drainage-tube be inserted into the joint cavity. 
Retained missiles and portions of clothing must be 
carefully sought for and removed from the joint 
cavity and its vicinity. The fractures must be dealt 
with on the lines already indicated, after which the 


Fra. 3—Compound fracture of forearm treated by plaster method. A, sepsis already established before application 


of windowless plaster ; 


B, wound healing on first removal of plaster a fortnight later; C, wound at second 


dressing yet another fortnight later; D, wound at third dressing, 45 days after start of treatment, granulat- 


ing well, almost healed. 


so applied that movements of foot and knee are 
allowed when possible. When perambulatory treat- 
ment of fracture of the leg is permitted, the patients 
are encouraged to walk with the help of stout sticks 
with a right-angled handle. Crutches are viewed 
with disfavour and not allowed. ` 
We do not favour the immediate swathing of the 
limb in plaster-of-paris, because, excellent as is this 
method in securing fixation and satisfactory healing 
in many cases, while ensuring comfort to the patient 
during transport, the risk of undetected gas-gangrene 
and tetanus far outweighs its advantages. We 
therefore advise that no use of plaster bandages 
should be made for at least four days after excision, 


(After Dr. José Trueta Raspall, Barcelona, 1938.) 


limb must. be fixed in an extension and splinted as 
described for compound fractures, and the patients 
evacuated as soon as possible to a suitable base 
hospital, 

Suppurative arthritis—Should infection have ` 
already occurred—and in some cases it occurs very 
rapidly—the wound should be excised down to the 
joint, the synovial edges cleaned, the joint irrigated 
as described, and a counter opening made to allow 
the joint to drain from its most dependent part, 
after which the limb is to be fixed in extension in 
a skeleton splint. 

The knee-joint, from its position and the exten 
of its synovial membrane, is very liable to wounds 
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and infection, and, though we do not intend to deal 
with separate joints, wounds of this joint are so 
frequent that it deserves special mention. During 
the war 1914-18 we used to drain the knee-joint 
through an incision on the outer aspect of the limb 
in front of the biceps tendon and behind the ilio- 
tibial band of the fascia lata. Thus adequate drain- 
age was secured through the most dependent part 
of the joint, and by the adoption of this incision a 
vast majority of limbs were conserved with a resultant 
joint which possessed 40-60 degrees of movement. 
In those cases in which there is great disorganisation 
of the muscles, severe comminution of bone, and 
exposure of joints prompt amputation is advisable, 
for the patient is thereby saved a long and painful 
convalescence with the preservation of a limb which 
is all too often painful and useless, and in many cases, 
- though the patient is very fit when seen in the early 
stages, shock develops rapidly and is in most cases 
fatal unless the limb has been removed. This 
amputation should be performed above any tourniquet 
applied and without its removal. 


THOMAS’S SPLINT DRILL 


Thomas’s splint was introduced in Liverpool 
in 1886 for the treatment of tuberculous knee-joints. 
In 1916 it was used for front-line treatment of 
gunshot wounds of the femur, and in 1917 the 
Thomas splint drill was first devised. By the use 
of this method the mortality was reduced from 
70 per cent. to about 40 per cent. (in the field). 
The patients came into the casualty clearing stations 
fit and comfortable—even after a long journey. 
No other surgical measure ever gave such brilliant 
and satisfactory results. By permission of the 
War Office this drill is given as it appears in the 
latest edition (1935) of the R.A.M.C. Training Manual. 
A Thomas splint is applied in the first-aid treat- 
ment of the following conditions : 


(1) All fractures of the femur, except when a 
large wound in the upper part of the thigh or buttock 
interferes with the fitting of the ring. 

(2) All fractures about the knee-joint (including the 
patella) and the leg bones. 

(3) Cases of extensive wounds of the fleshy part 
of the thigh or leg. 


The Thomas splint consists of an ‘oval ring, united 
obliquely to two lengths of iron which form the side 
bars and end of the splint; the ring is padded and 
covered with leather. The splint can be applied to 
either leg. - It can be carried conveniently by thread- 
ing the closed stretcher through the ring and tying 
the side bars to the stretcher. The bars should be 
kept lightly smeared with vaseline and the leather 
covering of the ring kept clean and soft by the 
occasional use of saddle-soap. For the application 
of the Thomas splint to a fractured femur three 
bearers are required : No. 1 being responsible for 
the application and Nos. 2 and 3 assisting-him. The 
following apparatus is required :— 


(1) Thomas’s splint (as this splint is applied over 
As oc in first-aid treatment, the ring must be 
arge 

B) Stretcher suspension bar. 

(3) Reversible stirrup (Sinclair’s). 

(4) A metal skewer about 12 in. long or, if this is 
not available, a flannelette bandage 3 yd. long to 
form the clove hitch. 

(5) Five flannelette bandage slings and five safety- 
pins. 

(6) Five triangular bandages. 

(7) Some loose woven bandages and wool. 

(8) Two pieces of Gooch splinting (8 in. and 6 in.). 
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To form the slings five pieces of flannelette bandage 
approximately 30-36 in. long are folded into two. 
The loop ends are pinned over the inner bar of the 
splint, rolled up, and secured in position by short 
ties of loose woven bandage. The application may 
be practised on a person lying on a stretcher, which 
should rest on trestles, but an actual casualty should 
be splinted where he lies, unless it is absolutely 
necessary to remove him to a place of shelter. The 
bearers should practise the application of the Thomas 
splint in the dark and wearing anti-gas respirators. 

l. Preparation of stretcher—The ordinary army 
blanket is about three times the width of a stretcher; 
advantage is taken of this to increase the covering 
of the patient by folding the blankets in the following 
way. The two blankets to be placed under the 
patient are folded lengthwise in three folds; two 
folds of each blanket are placed on the stretcher, thus 
making four layers of blanket under him; the third 
fold of each blanket is left hanging over the side of 
the stretcher. The third blanket is folded lengthwise 
in two and placed over the patient. 

2. Extension.—No. 2 bearer stands at the foot of the 
stretcher facing the patient and opposite the injured 
limb. Grasping the heel of the boot with his right 
hand and the toe with his left, keeping the arms 
straight, he exerts a steady pull, thereby producing 
the necessary extension. No. 3 supports the limb 
at the site of the fracture until the dressing and 
Gooch splinting have been applied. 

3. Maintaining extension.—To maintain extension 
a pointed metal pin or skewer about 12 in. long is 
passed obliquely through the boot just in front of the 
heel and close to the sole, so that it lies between the 
sole of the foot and that of the boot. The outer 
end will then be about 14 in. nearer the toes than 
the inner end, so that, when the extension pin rests 
on the side bars of the splint, the limb and foot are 
in external rotation. A piece of bandage or tape is 
attached to each end of the pin and tied off to the 
splint as described under 5, Fixation of the leg. 

Another method of maintaining extension is by 
means of the clove-hiich halter. To form the clove 
hitch, No. 1 bearer takes a 9 ft. length of flannelette 
bandage and holds it in the left hand, back upper- 
most, by its middle point, thus forming a right and left 
half. With the right hand, back towards himself, 
thumb pointing down, he grasps the middle of the 
left half, raises the right hand to the level of the 
left hand to the right of it, thumb touching thumb, 
thus forming two loops, right and left. He now 
carries the right hand, without any further turning, 
to the back of the left, thus forming a clove hitch 
with a diameter of 10 in. This is applied over the 
foot without relaxing extension, both ends on the 
outer side; the long end is carried under the instep, 
up, and through the loop round the ankle. 
forms the halter, which should fit without being tight. 
The two extension bands thus produced are ready 
to be attached to the splint later on. 

4. Slipping on the splint.—No. 1 bearer slips on the 
splint, No. 2 removing and reapplying the upper 
and lower bands alternately to allow the ring to be 
passed over the foot. The splint should be pushed 
up under the buttock as far as possible, care being 
taken to keep the transverse bar horizontal. No. 3, 
as before, steadies the limb. 

5. Fixation of the leg.—The extension bands of the 
skewer or clove hitch are tied round the notched 
bar at the end of the splint as follows. The outer 
band is passed over and under the bar at the notch, 
drawn taut, and held over to the opposite side. 
The inner band is passed in the reverse direction— 
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i.e., under and over the notched bar, crossing the 
first band at the notch and preventing it from slipping. 
The two bands are finally tied off by a half-bow. 
As soon as the extension bands are tied, No. 2 bearer 
ceases to hold the foot and supports the lower end of 
the splint. Next, the middle sling is tied off over 
the outer bar behind the knee, No. 3 keeping the 
knee slightly bent. The slings behind the ankle and 
calf are tied off, so that the leg is now supported in 
a shallow trough, with the long bars of the splint 
level with the centre of the leg. To prevent the 
leg from rising off the splint, a narrow-fold bandage 
is placed across the leg just below the knee; the ends 
are carried down between the leg and the splint, 
crossed behind, brought up outside the bars, and tied 
off on the front of the leg. The lower limb is thus 
fixed in a position of extension, and it may be moved 
freely without causing pain to the patient or damage 
to the injured part. 

6. Dressing the wound.—The wound is exposed by 
cutting away the overlying portion of clothing, and the 
dressing is applied. lf there is severe hemorrhage, 
steps will be taken to control it before Gooch splinting 
is begun. 

7. Gooch splinting and bandages.—One piece of 
Gooch splinting is placed behind the limb and secured 
by tying off the remaining two slings. The other 
piece is placed in front of the limb, care being taken 
to prevent the lower edge from pressing on the knee- 
cap. The dressing and splints are now kept firmly 
in position by two narrow-fold bandages in the 
following manner. The centre of each bandage is 
placed on the front of and over the centre of the Gooch 
splinting. The ends are taken down between the 


GRAINS AND SCRUPLES 


(FEB. 18, 1939 411 


limb and the side bars of the splint, crossed behind, 
and then brought up on the outside of the bars and 
tied off in front of the limb. 

8. Stirrup and figure-of-eight—The stirrup is 
sprung on to the splint so that the shaped part fits 
the sole of the boot, thus preventing lateral move- 
ment of the foot. A narrow-fold bandage is applied 
in the following manner to form a figure-of-eight. 
The centre of the bandage is placed under the sole of 
the boot. The ends are brought forward, crossed, 
taken down behind the ankle, crossed again, brought 
up outside the bars, and tied off in front of the limb. 

9. Spanish windlass.—The extension bands are 
retied, if necessary, and a small piece of wood is 
inserted to twist up the bands as required (fig. 2). 

10. Pad in the ring—A pad is placed inside the 
ring on the outer side of the thigh to act as a wedge 
and prevent undue movement. 

11. Suspension bar.—The suspension bar is now 
fitted to the stretcher, grips away from the runners, 
with its horizontal part one hand’s breadth in front 
of the foot. The splint is then slung by two long ties, 
a hand’s breadth below the horizontal bar. To 
prevent lateral movement, the ends of these ties are 
secured round the uprights of the suspension bar. 
To prevent vertical movements of the splint, a narrow- 
fold bandage is passed round the outer bar of the 
splint below the foot and tied off to the runner of the 
stretcher. | 

12. Warmth.—The blankets are adjusted so as to 
give four thicknesses over the patient, who is then 
ready for removal. For work in the dark, in pinning 
the blankets, it is advisable to include a small piece 
of bandage or other white material under each pin. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AUTOLYCUS 
III—SPEECHES AND ADDRESSES 


It needs some of the egotism I deprecated earlier 
to venture upon an essay on after-dinner speaking, 
but we need also someone ready to risk obloquy in 
a good and humane cause. There is a popular delusion 
in this country—where it is more of a delusion than 
elsewhere—that anyone can get to his feet and hope 
to charm and entertain his fellow men with no other 
equipment than a few anecdotes and his own natural 
eloquence. There never was a greater error, so let 
us begin with the aphorism that the speech that 
wasn’t worth preparing isn’t worth listening to. Least 
of all men would the practised political speaker or 
the barrister venture unprepared upon an after- 
dinner speech, and how should the amateur hope to 
succeed where these experts know they cannot do 
so. In a recent speech Lord Baldwin spoke feelingly 
of the exacting nature of public speaking, more 
particularly for those who were most successful. It 
may be taken as a general rule, therefore, that all 
good after-dinner speakers prepare their speeches, 
though a few from a false pride affect unconvincingly 
not to do so. 

The good after-dinner speech is undoubtedly a 
work of dramatic art, calling for good lines and better 
delivery. Now most of us have no natural eloquence 
and cannot construct or utter an unrehearsed sentence 
of any length without running up some verbal 
cul-de-sac and having to retrace our steps for a fresh 


start. In this halting process each hesitation is 
marked by a maddening “um ” or ‘‘eh,” and the 
general effect is that of a man thinking aloud in the 
erect position. But, as I have said, the good after- 
dinner speaker is an actor and should know his lines. 
Then as to matter, I venture to risk contradiction 
when I say that the best speakers do not use anecdotes, 
or but sparingly and then adequately led up to and 
relevant to the general theme that an after-dinner 
speech should have. A few odds and ends of rehashed 
anecdotes strung together by some slovenly English 
do not make a speech, though too often they do duty 
for one. Probably the best speech is wholly the 
product of the speaker’s own fancy, rich in analogies 
and in figures of speech, not pompous but light, 
humorous and easily grasped in passing by the 
listener. The whole should be couched in good 
rhythmic English, and with a proper feeling for the 
choice of words which this requires. 

In Fowler’s ‘‘ Modern English Usage,” a most 
excellent bedside book, this matter of rhythm in 
prose is excellently discussed and illustrated by a 
magnificent example of rhythm from the Old 
Testament. Excessive quotations are as pretentious 
in speeches as they are in essays and formal addresses 
and should be avoided. The occasional speaker, in 
short, might do worse than write out his speech and 
learn by reading it aloud whether or not his sentences 
are easy of utterance and harmonious in sound. This 
may sound very difficult, but to become even for 
ten minutes a public entertainer is necessarily a task 
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calling for thought, and the sense of artistic satis- 
faction that a man may get from the successful 
delivery of a good speech is reward enough. 


x x * 


Let us turn now to another side of medical eloquence 
that from time to time may have an unexpectedly 
light side, an astringent humour of its own. I refer 
to the addresses to medical societies up and down the 
country that are given by visiting speakers during 
the winter months. I have had an odd experience 
with these that one more worldly-wise would perish 
rather than relate, but my readers know ere this 
that they move with me in other realms than those 
of reason. I recall the first occasion on which I was 
invited to give one of these addresses. The invitation 
came from the ancient medical society of a Cathedral 
City, and the notion that I had been heard of in 
circles so exalted was almost incredible. I determined 
to give an address that should be spoken of with 
reminiscent awe by all who heard it, for years yet 
to come. The day arrived and the shades of a damp 
November evening were drawing on as I reached 
my host’s house. The meeting was to be held in the 
board room of the local hospital, and primed by an 
excellent dinner we set out for it. As we drove along 
my host observed casually that an epidemic of 
influenza was devastating the town and might 
prevent that overflowing audience that in other 
circumstances I could have expected. Reaching the 
hospital, we passed along the usual dimly lit passages 
to the board room. An impressive assembly of chairs 
greeted me. The officers of the society welcomed me 
warmly and hastened to deplore that devastating 
epidemic of influenza that might keep away so many 


of their colleagues. While we exchanged small talk - 


on this subject, the two resident medical officers 
arrived. In a few seconds two lady doctors followed, 
and quite a little crowd of seven of us were gathered. 
Someone had the notion of turning on some more 
lights and the place began to look quite gay, though 
the paralysing fixity of about fifty empty chairs was 
beginning to daunt me. Time passed, half a dozen 
more men straggled in one by one and stood about 
exchanging compliments. It was by now ten minutes 
after the time advertised for my address, and the 
president suggested that he should take the chair. 
We spread ourselves out, I sitting behind a little 
tribune, clutching my typescript in damp hands and 
finding my tongue strangely dry. The secretary 
read the minutes of the last meeting into the echoing 
space, and told how an address had been given by 
Sir Willoughby Patterne on the hormone treatment 
(or was it the vitamin treatment ?) of something or 
other in women (or was it in men?). An animated 
discussion had followed, a vote of thanks had been 
enthusiastically passed, and 79 members had been 
present (Ah! thought I in my innocence, that must 
have been before the influenza epidemic began to 
devastate the town). I was still cogitating upon 
this when I heard the president introducing me to 
the luckless thirteen whom my fame had been 
sufficient to drag from their homes this nasty evening. 
It appeared that I was a very eminent person, was 
an ornament on the staff of my hospital, had done 
them a great honour in coming to address them, and 
he now called upon me to give my address. I stood 
up, cleared my throat yet again, faced the array of 
Windsor chairs and the scattered stalwarts in whom 
nothing could kill the thirst for knowledge, and 
began. When I had finished, my audience was very 
kind to me. Coffee and sandwiches appeared and we 
all gathered together round the table at the end of 
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the vast room, like refugees clinging together for 
warmth and mutual support. So ended my first 
introduction to public life. 

The following winter two similar invitations arrived. 
Better luck next time, I thought, and again with the 
earnestness of comparative youth I composed an 
address for each of them. On my second excursion 
my host met me at the railway station. It was again 
a drab winter evening, and as he shook hands he 
told me he had feared he might not have arrived in 
time to meet me as an influenza epidemic was devas- 
tating the town and had kept him on the run all 
day. My heart sank, and I remembered that history 
repeats itself. It does, but this time there were two 
more hospital residents to round up for the meeting, 
and also two old friends whom I had known during 
the war in the R.A.M.C. When it came to the point, 
there were no less than seventeen of us. Once more 
the secretary read the minutes, and it appeared that 
that infernal fellow Sir Willoughby Patterne had 
been before me again. This time his score had been 
only 54, so I felt that I was catching up. The chairs 
no longer intimidated me quite so fiercely, and as I 
spoke sitting I could not see their serried ranks quite 
so well. The place looked almost half full. After I 
had finished I heard more of the influenza epidemic. 

By this time I began to wonder whether it was 
altogether fair to this popular malady to blame it 
for the poor houses I seemed to be securing. There 
might be other reasons obscurely connected with my 
humble rank and professional standing. Therefore 
before I started off for my third excursion I wrote 
to the local secretary, who was an old fellow-student, 
and asked him if by any chance influenza was devas- 
tating his town and if so whether it might not be 
wise for me to postpone my visit. He assured me by 
return that all was well and that I might expect a 
first rate turn-out of the local doctors. So I set out 
from Paddington for the west, again on a winter 
afternoon. As we passed Swindon I noticed the air 
was getting misty, and a dense fog greeted me as 
I stepped from the train at my destination. However, 
I was cheered immensely as my portly friend bore 
down on me through the damp and chilling haze. 
We had a twelve-mile drive before us, the fog getting 
thicker as we left the town and reached the open 
country. ‘I’m afraid this fog will rather dish our 
meeting,” he remarked, and my forebodings could 
no longer be stayed. To cut a long story short, my 
score that evening was seven, but they were a warm- 
hearted seven and after the meeting we foregathered 
at my friend’s house and extended a cheery evening 
far into the night. 

* * * 

As I was leaving next morning I said to my friend 
“ Has that man Willoughby Patterne ever been down 
here to talk to you fellows ? ” “Oh Heavens!” he 
replied, “that was a wash-out. We had influenza 
here at the time, and only five men turned up to 
listen to him. He was sick about it.” I could have 
flung my arms about him and wept with joy. My 
self-respect was restored. But still, it must be a 
great thing to have a handle to your name when you 
go on tour. 


MEMORIAL TO SIR FREDERICK MotTr.—A memorial 
plaque to Sir Frederick Mott, who died in 1926,. was 
unveiled at the laboratories of the medical school at 
Birmingham Centre Hospital on Feb. 9. The plaque 
is the gift of Dr. H. A. Pullar Strecker who was 
associated with Sir Frederick in the work of the Joint 
Board for Research in Mental Disease for Birmingham 
and adjacent counties. 
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THE EDITOR 


PROTECTION OF CHILDREN IN TIME OF WAR 


Sır, —The question of the protection of children in 
war-time through methods of billeting, evacuation, 
camps, and such like, is naturally one of much 
concern to a society like the Save the Children Fund. 
And it is important to realise what efforts have been 
and are being made to deal with the problem from an 
international point of view. For a long time the 
British Fund and the Save the Children International 
Union have been discussing it, and at the annual 
council of the latter at Geneva in April last proposals 
were put forward and approved in principle by the 
various national societies there represented, including 
the British, Dutch, German, Greek, Swedish, and 
Swiss. But it was agreed that governments would 
have to be consulted before any definite action could 
be taken. 


The question again came before the International 
Red Cross Conference which was held in London last 
June, and a resolution was passed asking the Inter- 
national Red Cross Committee ‘‘ to study the problem 
of protecting women and children against the suffering 
resulting from armed conflict, in co-operation with 
the Save the Children International Union, and 
recommending the National Red Cross Societies to 
bring the question before their Governments after 
consultation with the national bodies specially con- 
cerned with the protection of women and children.” 
In pursuance of this resolution, there was formed a 
joint commission of the International Red Cross 
Committee and the Save the Children International 
Union. This commission, assisted by legal experts, 
has now completed its revision of the draft con- 
vention prepared by the union, which applies to 
children only and which it is hoped some neutral 
country will be prepared to submit to an international 
conference for final approval and subsequent ratifica- 
tion on the model of the international red-cross 
convention. The convention, which is entitled 
‘“ convention for the protection of children in the 
event of armed conflict,” applies to all children under 
15 years of age “irrespective of race, nationality, or 
creed, residing at the outbreak or during the period 
of hostilities in the territories of states engaged in 
armed conflict.” Belligerents shall allow food, cloth- 
ing, and other supplies to be sent from other countries 
for the benefit of such children (Art. 2). In time of 
peace, or after the outbreak of hostilities, places of 
safety shall be established under certain conditions 
for the exclusive purpose of the protection of the 
children to be concentrated therein, and these places 
shall at all times and in all circumstances be respected 
and protected. Such protection shall include the 
persons who may be engaged in the care, education, 
and maintenance of the children, but in no case shall 
they exceed in number 10 per cent. of the children 
placed under their charge (Arts. 3-8). A distinctive 
sign or emblem shall “be displayed over all such 
= ‘places of safety’? and also worn by the persons 
above referred to (Arts. 9-11). A list of such places 
of safety shall be duly notified in time of peace and 
shall be under the supervision and control of a com- 
mission of neutrals who shall immediately inquire 
into cases of alleged violation of the convention 
(Arts. 12-14). Provisions are made for the adherence 
of belligerents to the convention (Arts. 15-18), and 
for the prevention of abuses and violation (Arts, 19-21). 


I think it will be generally admitted that such a. 


convention if observed—and its infringement would 


involve more universal condemnation even than a 
breach of the red-cross convention—should do some- 
thing to mitigate the dangers and the horrors of war 
and preserve the rising generation for a future to 
which, it is hoped, such abominations will be unknown. 
No civilised government surely can hesitate to 
subscribe to it or to any form which it may take 
after exhaustive examination and discussion. And it 
would serve greatly to fortify the operation of such 
national schemes as are now under debate, par- 
ticularly as regards the marking of children’s camps 
with the proposed international symbol and the 
penalties of infringement. 

Is it too much to hope that the seed thus sown will 
before long bear fruit and the conscience of the world 
be aroused to the imperative necessity of doing by 
joint action at least as much for the safety of its 
children in war-time as it does in peace ? 


I am, Sir, yours faithfully, 
H. D. WATSON, 
Chairman. 


The Save the Children Fund, ee ip ordon Square, 
London, W.C.1, 


TORSION OF THE APPENDIX OF THE TESTIS 


Srr,—It is often surprising to find that some 
condition which is now relatively common was 
first mentioned in medical literature as recently as 
1922. Such a condition is torsion of the appendix 
of the testis which is fully and carefully described 
by Mr. G. D. F. McFadden in your issue of Feb. 11. 
Can it be that it is only of late years that this little 
structure has misbehaved itself—perhaps it is the 
hectic whirl of modern life that has caused it to twist ? 
Or can it be that it occurred in days gone by, but 
passed unrecognised ? This is unthinkable, because 
it is surely admitted by all that clinical observation 
was far more acute and exact then than it is now, 
when so much diagnosis is, alas! made on reports 
from the pathological laboratory ; but Mr. McFadden 
tells us of no pathological test for diagnosing torsion 
of the testicular appendix. 


The purpose of this letter is to record briefly a 
case of torsion of the appendix of the testicle upon 
which I operated in 1929 where the signs were some- 
what different from those described by Mr. McFadden. 


The patient was an adult who had extremely 
severe pain in his right testicle, and on examination 
there was localised tenderness at the upper pole of 
the testis, so severe that operation was carried 
out immediately. I was not aware of the condition 
at that time and an accurate diagnosis was not made 
until the testicle was exposed at operation and the 
appendix seen to be about one-third of an inch long, 
dark purple in colour and twisted on its pedicle. 
It was removed. 


The three points in which this case differs from 
those reported by Mr. McFadden are that this case 
was in an adult, there was no swelling and cdema 
of the scrotum, and it was easy to elicit well-localised 
tenderness at the upper pole of the testicle. 

How delighted would Morgagni have been could 
he have realised that not only was his little hydatid 
on the tip of the tongue of every medical student 
studying anatomy, but that through its gyrations 
it had stepped into clinical and operative surgery. 


I am, Sir, yours faithfully, 
London, W.1, Feb. 13. JOHN HOSFORD, 
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AS OTHERS SEE US 


Sir,—The leading article in your issue of Feb. 4 
seems to me to reflect the views of those 
whose position is financially secure. I have often 
noticed that the highest moral principles—by which 
expression I mean the high ideals and exalted 
altruism we are prone to expect in the conduct of 
others—are usually on the lips of those who enjoy 
an assured income. I feel that it ill behoves such 
people to advise or blame in the matter of the admis- 
sion of refugees to medical practice. Most medical men 
work in circumstances that are, gloss them as we 
will, competitive, and it is for this majority to decide 
this question because it is they who would be most 
affected by the advent of refugees. The conduct 
of this majority towards the refugees may be mean 
and careless of the public weal, but it is not for those 
who risk nothing to point the finger of scorn. 

Is this conduct, however, so despicable as you 
imply ? You say “the main appeal” (that is the 
appeal for exclusion) ‘‘has been to the pocket and 
to prejudice.” Of course it has, and why not? 
Was it not Lucretius who said ‘‘ happy is the man 
who can afford to take no thought for his pocket ” ? 
I have found that medical men are for the most part 
kindly, generous, and long-suffering ; but they are not, 
naturally, entirely uninterested in fees, Is it not time 
that we dropped the pleasant fiction that doctors 
practise their profession solely in the interests of 
science and humanity? This “tradition that has 
hitherto made medicine pleasanter than many other 
occupations,” as you put it, is nowadays plain hum- 
_ bug, and deceives no-one but ourselves. It originated 
in days when many practitioners were, like Dr. 
Thorne, gentlemen with some independent means, and 
is no longer suitable today when many have to borrow 
the money to start in practice, and when the middle 
classes, in comparison with those of a generation 
ago, are greatly impoverished. Nowadays very 
few men in any profession are earning sufficient to 
educate their children and provide for their old age ; 
many are dependent for these things upon money 
made by their relatives in the piping times of Queen 
Victoria, Furthermore this impoverishment of the 
middle classes is rapidly destroying private practice. 

It is true, as you say, that there are many places in 
England and elsewhere where doctors are too few. 
In fact, almost every doctor in private practice is 
overworked, but he is certainly not overpaid. In 
these circumstances I cannot see that concern for 
the pocket is so despicable. ‘‘Can we,’’ you ask, 
“ confidently claim that the interests of the medical 
profession, regarded as money-earners, never conflict 
with those of the community ?” Why should we 
make such a silly claim, seeing that the interests of 
the individual are always to some extent in conflict 
with those of the community ? 

You praise, quite rightly, the generosity of those 
university teachers who have sacrificed a portion of 
their incomes to help support refugee scholars. 
You apparently expect the medical profession to 
imitate this example, but the analogy is false because 
the conditions are not the same in each case. An 
influx of refugees into ‘‘ competitive ” practice might 
easily reduce the incomes of neighbouring English 
practitioners very considerably. The extent of this 
reduction is obviously unknown until trial has been 
made, and if the trial proved more damaging than 
expected the harm could not easily be remedied. 

Maybe the fears of the profession are groundless ; 
they are certainly aggravated by this element of the 
unknown, but they are not altogether unreasonable 


PROPHYLAXIS OF TUBERCULOUS EMPYEMA 
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and are certainly quite as human as the humanity 
the profession is expected to serve. Moreover, it 
must not be forgotten that to the public, which still 
associates medicine with magic, the possession merely 
of a foreign name has thaumaturgical qualities of 
great magnitude. It is only a few weeks ago thata 
woman, who is regarded by those who know her as 
intelligent, said to me “one still has to go to the }? 
Continent for the best surgery, I suppose.”’ 

There is only one way in which the medical pro- 
fession can become more altruistic than it is at present; 
it must imitate the wisdom of the Roman Church 
and ordain that its priests be celibate and preferably 
live together in monastic communities so as to be 
freed from the cares of a family and the world. 

It should be possible to find a way to secure 
the services of refugees without jeopardising the 
inadequate incomes of overworked men. Our academic 
idealists might well employ their leisure in devising 
such a scheme. Until they do, it is unreasonable to 
expect things to be other than they are. In con- 
clusion I may add that no interest of mine would 
be in the least affected by the admission of refugees. 

Jam, Sir, yours faithfully, 
G. H CRISP. 

Elm Park Road, Chelsea, S.W .3, Feb. 13. 


PROPHYLAXIS OF TUBERCULOUS EMPYEMA 


Sır, —In my article appearing on Jan. 21 I said 
that a spontaneous pneumothorax which is accom- 


tuberculous. I was interested to read the letter from 
Dr. M. H. Pappworth in your issue of Feb. 11 in 
which he points out that fluid may appear in the 
pleural cavity when any pneumothorax is resolving 
on account of the partial vacuum which is present. 

I entirely agree with Dr. Pappworth on this point, 
but I do not think there is any difference between us: 
it is simply a question of defining one’s terms. When 
a benign, non-tuberéulous spontaneous pneumothorax 
is resolving, a little fluid often appears in the pleural 
space and usually takes the form of a thin film of _ |, 
fluid over the almost expanded lower lobe. This 
thin film of fluid cannot be dignified by the name of 
“ pleural effusion.” I think that ‘‘ edema ex vacuo” 
is a better term, and it seems that Dr. Pappworth 
is of the same mind for this is exactly the phrase 
which he uses in his letter. 

There has, of course, been much argument in the 
past as to the relative frequency of emphysema and 
tuberculosis as causes of spontaneous pneumothorax. 
I think I am right in saying that the presently accepted 
view is as follows: tuberculosis is the commonest 
cause if all cases of spontaneous pneumothorax are 
grouped together, regardless of the previous health 
of the patient; of cases of sudden spontaneous 
pneumothorax occurring in apparently healthy 
people, about 90 per cent. are due to rupture of an 
emphysematous bulla. I should, however, welcome 
the views of others on these points. 

I am, Sir, yours faithfully, 
LAWRENCE ROBERTS. 
Papworth Hall, Cambridge, Feb. 11. 


STIGMA AND PREJUDICE 


Sır, —Referring to the tendency and natural desire 
to employ euphemistic names for mental cases, 
hospitals and clinics, I should like to mention that 
as long ago as 1845 it was suggested (I believe by 
Dr. Thurnam) that the County Pauper Lunatic 
Asylum should be called the Orthophrenic Institution. 

I am, Sir, yours faithfully, 
JAMES R. WHITWELL. 
Chandos Street, Cavendish Square, W.1, Feb. 9. 
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. THE FEET OF THE INDUSTRIAL WORKER 


S1r,—I have followed with interest the articles 
appearing on this subject and ask myself why the 
feet of the industrial worker should come so promi- 
nently under review. Why not the hands which are 
comparable appendages ? And why only refer to the 
industrial worker ? People in all walks of life complain 
of their feet, the leisured as well as the workers, men 
as well as women, wearers of high heels and wearers 
of low heels. 
worker when she leaves her work to go home, so it 
cannot be the work that is to blame. One point is 
common to all the sufferers—they are glad to sit 
down and get their shoes off. It is not simply a 
question of taking the weight off the feet by sitting 
down ; they want to get their shoes off because they 
are uncomfortable. 

We may therefore assume that in at least 99 per 
cent. of foot discomfort the shoes are to blame, and 
according to lay reports the leather research workers 
are taking the matter in hand. One recent article 
implies that heels of different height may be necessary 
in different occupations, and the height of heel for 
the woman on duty should be different from that off 
duty. It is not likely that such line of research will 
lead anywhere. Men wear the same height of heels 
on and off duty, and if their shoes are comfortable 
they can wear them all day—at work and away from 
work. The rich woman with foot discomfort has 
dozens of pairs of shoes for wear on different 
occasions, but usually she has at least one pair which 
are more comfortable, although in appearance and 
height of heel they may not appear much different 
from the uncomfortable ones. My contention is that 
with a reasonable heel—and I do not rule out those 
1} in. or 2 in. high—the height is almost negligible, 
provided other conditions are satisfactory. What 
matters is the insole and build of the shoe. I have 
proved to myself in hundreds of cases that it is 
possible to alter and adjust shoes not only to make 
them more comfortable but to produce far-reaching 
effects on the wearer, without altering the height 
of her heels. 

At different times I have hinted at some of the 
defects seen during the process of stripping and 
examining some thousands of pairs of shoes, but 
to remedy those defects is too big a task for any one 
firm of manufacturers. Nor should one firm be in a 
position to make profit out of this which is a national 
affair and ought to be supervised by the government. 
Whole sections of workers, tramwaymen, policemen 
or soldiers, or girls in different trades, say telephone 
operators or post-office workers, could be shod in 
accordance with various instructions and the effects 
noted. The expense of such investigation need not 
be very great, because the people who are the subject 
of the investigation must wear shoes in any case, 
and the cost in the end would not work out greater 
than the cost of shoddy or unsuitable shoes, . 

If we grant that shoes cause foot trouble, we must 
see that the children are properly shod, but in the 
poorer districts this is not at present possible. It 
presents a hard and disturbing problem to medical 
officers of health who are attempting to deal with 
the need. Some of these children never have new 
shoes of their own. They get the cast-off shoes of 
someone else, perhaps bought in a jumble sale for a 
penny, and when they are worn out they have no 
money to pay for repairs. They simply wait till 
there is another jumble sale. How can children’s 
feet properly develop and function under such 
conditions? It is another national problem. 


EXCRETION OF INJECTED ANEURIN 


Nor is the problem solved for the 
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Not least in attacking the question I would seek 
the help and coöperation of the orthopedic surgeons. 
I would first of all ask them to realise that in the 
foot they are not dealing with a piece of dead mechan- 
ism but with a living thing which reacts in extra- 
ordinary ways to different stimuli. And these stimuli 
can be applied in such a way as to make the foot 
strong, whereas applied in other ways the foot may 
be weakened and crippled. A bridge which shows 
signs of weakening may be propped up and supported 
so that it does not fall; but a weakened foot still has 
within itself power of repair and adaptability, and 
props applied as in a weak bridge may simply destroy 
the inherent power of repair in the foot. I have 
tried most of the mechanical aids myself, and have 
been surprised how uncomfortable and crippling they 
are, even though on casual examination they look as 
if they might be comfortable and useful. Because 
they have been advised by some orthopedist, no 
matter how eminent, does not necessarily mean that 
they are the last word in shoe adjustment and 
incapable of improvement. If only orthopedic 
surgeons would taste a little of their own medicine; 
let them first of all alter their own shoes and wear 
them for three or four days, or even three or four hours, 
then they would begin to wonder whether such 
alterations were likely to produce any beneficial 
results. They would look at things from a different 
angle, and we would soon see the end of most of those 
metatarsal pads and bars, bunion pads, and the 
crooked heels and wedges generally recommended. 

I am, Sir, yours faithfully, 


Portland Place, W.1, Feb. 13. THomas MARLIN. 


EXCRETION OF INJECTED ANEURIN 


Sır, —Prof. Marrack and Miss Höllering, in their 
discussion on the excretion of vitamin B, in your last 
issue, suggest that the estimation of vitamin B, 
in urine by the thiochrome method will give results 
which are not likely to be more than 30 per cent. 
too low. - 

When the method of Westenbrink and Goudsmit, 
employing a fluorimeter, is used it seems to me that 
the results cannot be established within a range of 
less than about 500 per cent. The difficulty arises 
from the fact that even diluted urine prevents in 
some manner the full fluorescence being developed 
from crystalline aneurin added to it. This inhibiting 
effect 1s exerted by different urines in differing degrees. 
While in some cases added vitamin B, gives a 
fluorescence equal to 50-80 per cent. of its theoretical 
intensity, in other cases only as little as 20 per cent. 
will be produced. The estimation of the vitamin B, 
in the urine depends on the measurement, by one 
means or another, of the fluorescence induced 
in it by controlled oxidation. The results, however, 
can be calculated in two ways. They can either 
be measured on the basis of the fluorescence 
induced in the particular sample of urine by a 
measured amount of added aneurin as has been 
done by Prof. Marrack, or they can be calculated 
from first principles from the known fluorescence 
of thiochrome. It can be seen that the former 
calculation may give results five times as large as 
the latter. While the nature of the inhibition of the 
fluorescence of thiochrome by urine is so little under- 
stood it would be wise to treat the figures obtained by 
the thiochrome reaction with some reserve. 

I am, Sir, yours faithfully, 
MAGNUS PYKE. 


The Research Laboratories, Vitamins Lil Upper 
Mall, Hammersmith, W.6, Feb. 
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CLINICAL USE OF STILBESTROL 


Sık, —I have read with interest the letter from 
Dr. Varangot on the toxic effects of stilbæstrol and 
Dr. Bishop’s reply to it. I was among those invited 
by the Therapeutic Trials Committee of the Medical 
Research Council to test the cestrogenic effect of 
stilbestrol, and my results were published jointly 
with those of Dr. T. N. MacGregor (Brit. med. J. 
Jan, 7, p. 10) and they closely resembled those of 
Dr. Bishop. : 

I have had personal experience of 48 cases treated 
with stilbestrol, Three patients complained of a 
certain amount of nausea but no vomiting or epi- 
gastric pain. In two of these the nausea later passed 
off, although treatment was continued. In the third 
the nausea was more severe and there was epigastric 
pain, but no vomiting. In this case treatment was 
discontinued. Three other patients admitted on 
questioning to a certain amount of nausea, but had 
not considered it sufficiently severe to mention. All 
the menopausal cases except the one in which treat- 
ment had to be abandoned were enthusiastic about 
the relief they obtained from their symptoms. 

Dr. Varangot appears to have ignored the fact that 
stilbcestrol is more active by mouth than the naturally 
occurring cestrogens. He points out that in meno- 
pausal cases treatment must be prolonged. That being 
the case it is a great advantage to the patient and a 
convenience to the practitioner to be able to avoid 
irksome injections. If, as Dr. Varangot states, stilb- 
cstrol by mouth is three times less active than 
cestradiol benzoate by injection, it is a simple matter 
to treble the dose of stilbcestrol. 

I am, Sir, yours faithfully, 
Harley Street, W.1, Feb. 13. W. R. WINTERTON, 


SEPTICÆMIA OR BACTERAMIA? 


Sir,—In a leading article in your last issue on the 
treatment of acute osteomyelitis the following state- 
ment is made: ‘Children over the age of two years 
are certainly suffering from a septicemia which is 
staphylococcal in origin . . .? The term septicemia 
I was taught to apply to a grave condition in which 
bacteria not only enter the blood-stream but multiply 
there. This restricted use of the term is, I understand, 
approved by the bacteriologists of today. It implies 
a marked lack of resistance to the particular strain 
of bacteria concerned. Unfortunately the word is 
constantly being used when no true septicemia is 
present. In many types of infection, both medical 
and surgical, bacteria may be found in the blood 
provided the culture be taken at the right moment ; 
yet the bacteria are not multiplying in the blood 
and the patients are not suffering from septicemia. 
Bacterzmia is a convenient term for this temporary, 
recurrent, or intermittent pollution of the blood- 
stream. Examination of the current textbooks of 
surgery reveals that most of them are far from clear 
on this point, and some are positively inaccurate 
and misleading. | 

As to acute osteomyelitis, all agree it is the result 
of a blood-borne infection ; the responsible bacteria 
on entering the blood-stream are for the most part 
destroyed, only a few finding a suitable lodging in 
one or more bones. Each such focus forms a possible 
source of further temporary and recurrent infection 
of the blood-stream. This constitutes one reason for 
surgical interference of the infected bone—conserva- 
tive interference let it be by all means. In the 
majority the resisting powers of the patient are 
sufficient to prevent the bacteria from multiplying 
in the blood, and septicemia does not occur. There 
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are however cases in which true septicemia is present | 


from the start, the local osteomyelitis being no more 
than a complication, the efficient treatment of which 
makes no difference whatsoever to the grave genetal 
condition of the patient. I submit that in many of 
the more severe cases of osteomyelitis septicemia 
can only be excluded by draining the focus in the 
bone and watching the effect on the temperature. 
However, it is not my purpose to discuss the 
treatment of acute osteomyelitis, but to protest against 


the use of the word septicemia for every condition in 


which living bacteria are found in the blood. 
I am, Sir, yours faithfully, 
Harley Street, W.1, Feb. 14. H. A. T. FAIRBANK. 


‘ MOTHERS’ WELFARE CENTRES ” 


Sır, —May I endorse what Dr. Joan Malleson had 
to say in your last issue on the problem of criminal 
abortion in this country. It is certainly true that the 
really necessitous woman has not the same oppor- 
tunity of having her case fairly investigated and 
treated as has her better-to-do sister, with the result 
that she is, all too often, driven to the appalling 
alternative of terminating a pregnancy criminally. 
Dr. Malleson’s suggestion for the establishment of 
clinics where such women could obtain early examina- 
tion, advice, and help would be one step towards 
the solution of the criminal-abortion problem. 

We have tried in a small way to meet this need at 
some of the women’s welfare clinics in Devon. Through 
the kindness of the pathologist to a general hospital 
in the county we are able to get Aschheim-Zondek 
tests done free for necessitous patients, and the 
consulting staff of the same hospital is always willing 
to admit and deal with cases which, on investigation, 
prove to be bad maternity risks. Practitioners are 
beginning to take advantage of this service and the 
women themselves know that if they are ill or have 
had serious complications with previous pregnancies 
or confinements their case will be sympathetically 
considered. Such a service does not of course 
obviate the need for making available sound contra- 
ceptive advice as the first line of defence for these 
women, 

I am, Sir, yours faithfully, 
. MARGARET HADLEY JACKSON. 
Crediton, Devon, Feb. 14. 


THE NATURE OF VIRUSES 


Srr,—My attention has been drawn to the fact that 
a theory regarding the possible nature of viruses which 
I put forward towards the close of the Rede lecture 
for 1938, on Virus Diseases and Viruses, is not original. 
I had overlooked an article in Science (1935, 82, 443) 
in which Dr. R. G. Green, of the University of 
Minnesota, had already enunciated essentially similar 
views, pointing out that viruses might be regarded 
as micro-organisms which, through parasitism, had 
lost some structures and substances. To quote 
Dr. Green’s words, ‘‘ Such a virus would be a func- 
tionally complete unit of life only when immersed 
in living protoplasm. There it would complement 
its own limited vital processes with those of the 
surrounding protoplasm.” 

I much regret that Dr. Green’s communication 
escaped my notice, with the result that I omitted 
to give credit to him for a prior publication of this 
conception. 

I am, Sir, yours faithfully, 
P. P. LAIDLAW. 


National Institute for Medical Research, 
Hampstead, N.W.3, Feb. 9. 
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PARLIAMENTARY INTELLIGENCE 


BLOOD-TESTS IN BASTARDY CASES 


In the House of Lords on Feb. 8 the Bastardy 
(Blood Tests) Bill was referred to a Select Committee. 
In moving the second reading Lord MERTHYR said 
that in the years 1926-35 the average number of 
applications in bastardy cases was 7200 a year. 
This bill was designed to bring’ science and medical 
knowledge to the help of the law in this matter. 
Human blood could now be divided into distinct 
groups which were hereditary, and their transmission 
was governed by a Mendelian law which seemed 
quite immutable. These groups were present from 
before birth till after death. In a very small number 
of cases the group might not be apparent in a child 
until it was some months old, yet it was always 
apparent sooner or later, and therefore the worst 
difficulty that could arise would be that the test 
would have to be postponed for a short time. The 
groups never changed, so that if the blood-group of a 
mother of a child was known, and also that of the 
child itself, a table could be drawn up showing to 
what groups the blood of the father must belong. 
If a man was accused of being the father of a child 
and his blood-group was not in that table, then he 
could not be the father of that child. By this means, 
while it could never be proved that a man was the 
father of a child, it could be shown in a certain 
number of cases that he could not be the father. 
In 10-15 per cent. of all the contested affiliation 
cases in the courts the father could be definitely 
excluded in this way. Results obtained all over the 
world revealed that out of every three accused men, 
who were in fact innocent of being fathers, one 
could be exonerated by this method. The system 
was used extensively on the Continent, particularly 
in Germany and Scandinavia, and it was legal in 
at least two of the American states. In clause 1 of 
the bill the important words were used that ‘the 
Court may, and at the request of either party shall,” 
order. a test to be made of the blood of all three of 
the parties to the case—the mother, the child and 
the alleged father. If compulsion was not used the 
practice would vary widely all over the country. 
The courts at present had no power to order tests 
and they were only carried out by consent. As a 
result of this clause tests would be ordered wherever 
there was a real conflict of evidence in paternity 
cases. Clause 3 enabled a certificate of a pathologist 
—i.e., the actual tester—to be accepted as evidence 
in a court of law. Clause 6 provided that the tests 
should be made by approved persons in the shape of 
registered medical practitioners. Summing-up, Lord 
Merthyr said that without this bill these blood-tests 
would go on in small numbers, but they would be 
expensive, and confined to cases where there was 
agreement. The tests would be completely unregu- 
lated ; there would be no standardisation of practice, 
and no rules. 

Lord GORELL, speaking as president of the National 
Council for the Unmarried Mother and her Child, 
said that the time was not yet ripe for the bill. The 
possibility of mistakes seemed a decisive argument 
against it. He understood that few people in this 
country were really qualified to conduct the tests. 
It was a drastic proposal that a certificate given by 
an approved person, who need not come before the 
court, should be treated as the sole evidence. 

Viscount DAWSON OF PENN said there was hardly 
any subject in medicine which had been so thoroughly 
studied as this. In the study of the types of blood 
there had emerged two qualities, A and B, that gave 
four groups—namely, blood which had the quality A, 
blood which had the quality B, blood which had the 
combined qualities A and B. and blood which did not 
possess these qualities at all. The groups were for 
convenience labelled A, B, AB and O. Neither 
quality A nor quality B could appear in any child 
unless that quality was present in one or both of the 


parents. To that proposition there was no exception 
whatever. Secondly, if one took children and parents 
the combinations of AB parent with O children, or 
vice versa of O parent and AB children were impos- 
sible. It was on these propositions that this work 
depended. ‘Those two propositions rested on tests 
made by fifty independent observers spread over the 
civilised world on a total of 8717 families with 19,089 
children. Among this large group there were 30—40 
discrepancies which would be found to be due either 
to faulty technique or to illegitimacy. In a more 
recent study on 10,092 mothers and 12,943 children 
no single exception was found. Under the Mendelian 
law they could compute mathematically what were 
the probabilities in certain groups of observations. 
A theoretical computation was made of the frequency 
with which a quality which appeared in the parents 
reappeared in the child. In the group he had just 
mentioned the computed result was very nearly 
identical with the actual observations. Seldom were 
facts better attested than this. At a later period two 
other qualities, M and N, were discovered in the 
red blood-cells, and these could be used in skilled 
hands for confirmation. The test was of limited 
application: it could only prove non-paternity and 
only to the extent of 30 per cent. of the innocent 
men. He protested against the suggestion that there 
were not enough people able to carry out the tests. 
There was not a teaching centre or a hospital of the 
first importance where there was not a pathologist 
perfectly well able to perform them. 


THE GOVERNMENT VIEW 


The Lord Chancellor (Lord MAUGHAM) said that 
the Government’s view was that the bill should go 
to a select committee. They would therefore not 
attempt to prevent the second reading being carried, 
but would not pledge themselves to support the bill, 
at any rate in its present form. The scientific state- 
ments for which Lord Dawson had vouched were 
based on cases where one assumed the tests had been 
done by people of great skill and experience. Would 
this always be so, and was there not a chance that 
in a certain proportion of cases mistakes would be 
made? The eminent pathologists who had been 
advising the Home Office had suggested that under 
certain conditions it might be advisable for a further 
sample of the three bloods to be sent to another 
institute for an independent check. A mere sugges- 
tion of this sort was enough to lead one to conclude 
that the first test by the approved person might be 
doubtful, and if there had to be a second test, the 
trouble and expense and delay would greatly be 
increased. Seeing that it was only in a third of the 
genuinely contested cases that they would get a 
useful result, the matter ought to be carefully 
considered by a select committee. 


CANCER TREATMENT 


In the House of Commons on Feb. 13 the Cancer 
Bill was considered in Committee. Sir H. Morris- 
JONES moved an amendment to clause 1, which 
deals with the duty of local authorities, to enable 
medical men to send cases to hospital for investiga- 
tion as well as treatment. He said that he was 
anxious to encourage all medical men, especially in 
the rural districts, not to be afraid of sending cases 
of suspected cancer to hospital, even though they 
might not be quite satisfied in their own minds that 
it was cancer.—Mr. ELLIOT, Minister of Health, said 
he had no very strong objection to the amendment, 
but he thought the point could better be met under 
the subsection which dealt with the arrangements 
for facilitating diagnosis and treatment. The amend- 
ment was accordingly withdrawn. 


Mr. ELLIOT said he thought it was the general 
desire of the House that consultation should take 
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place between those engaged in every aspect of the 
treatment of cancer, and should not be limited to 
radium treatment, if full advantage was to be taken 
of the money and skill which were to be put at the 
disposal of cancer patients in the future. On con- 
sideration he had decided to omit statutory consulta- 
`- tion with the Radium Commission from the Bill. 
Some consultation, however, must take place, because 
it would be undesirable that the Minister should 
himself decide all these matters. He proposed to 
appoint a subcommittee of the existing Medical 
Advisory Committee to advise him on general 
principles in regard to the treatment of cancer. This 
subcommittee would include experts in surgery, 
medicine, gynecology, radium therapy, pathology 
and public-health administration. His idea was that 
the authorities should draw up their schemes and 
submit them to the Minister, who in considering them 
would have the advantage of the best technical 
opinion. It would be best for local authorities when 
drawing up their schemes not to consult this sub- 
committee but to take into consultation anybody 
whose advice they wished to have, such as the 
representatives of voluntary hospitals and medical 
practitioners. He hoped that this would meet the 
fear of some hon. Members that radium was given 
too prominent a place in the bill, and that local 
authorities were going to be put under a technical 
commission.—Sir F. FREMANTLE said he would like 
some further explanation of the subcommittee which 
was to be set up and also some assurance that the 
rocedure would not lead to delay.—Mr. GRAHAM 

HITE welcomed the Minister’s scheme for con- 
sultation. The Radium Commission, he said, now 
disappeared from the bill, and while no-one 
criticised the manner in which it had discharged 
its duties, nobody would suggest that it was a 
suitable body to direct a national campaign against 
cancer. 

Colonel ‘NATHAN said that the British Hospitals 
Association held the view that while the setting up 
of an advisory committee was a wise step, the 
membership of the committee should not be restricted 
to those who could advise on the technical aspects 
of diagnosis or treatment. Matters of a purely 
administrative and practical character would have 
to be considered. The voluntary hospitals therefore 
felt that they should be represented on the com- 
mittee.—Mr. ELLIOT said that there was a danger of 
getting themselves so entangled in committees that 
the work might be impeded. Therefore he would not 
like to pledge himself to accepting a consultative 
committee for the voluntary hospitals. He would, 
of course, have full discussions with the hospitals 
on any matters which concerned them. 

Mr. GRAHAM WHITE moved an amendment sub- 
stituting for the Minister’s proposal of an advisory 
subcommittee a national council representing physi- 
cians, surgeons, radiologists, pathologists and bio- 
chemists. Such a body, he said, would have greater 
prestige than a subcommittee, and would be more 
effective and efficient.—Sir F. FREMANTLE said he 
believed that there had been consultations between 
the Minister and the British Medical Association and 
he would like to be satisfied that the B.M.A. had put 
forward proposals for the general practitioner to be 
included. There should be a scheme by which local 
authorities would be guided in the earliest stages of 
their proposals.—Mr. ELLIOT thought that the bill 
as it was would conduce to what hon. Members had 
in mind—namely, informal consultation when the 
schemes were in the initial stage. There was a 
statutory provision for consultation between the local 
authorities and the general practitioners. The review 
of schemes by those looking at them from a rather 
wider aspect would be secured by dovetailing the 
subcommittee and the Medical Advisory Committee, 
for that body included the presidents of the Royal 
College of Physicians, the Royal College of Surgeons, 
and the Royal College of Obstetricians and Gynzeco- 
logists, and the chairman of the British Medical 
Association. 


NOTES ON CURRENT TOPICS 


Workmen’s Compensation 


In the House of Commons on Feb. $ Mr. ARTHUR 
HENDERSON moved a resolution on behalf of the 
Labour Party weleoming the appointment of a Royal 
Commission to inquire into workmen’s compensation, 
but expressing the opinion that legislation should be 
enacted without delay for an immediate increase in 
the compensation payable.—Sir ARNOLD WILSON 
moved an amendment that the House relied on the 
Commission to proceed with its work as quickly as 
possible and to consider the issue of an interim 
report on the more urgent questions, including the 
rates of compensation. The House would stultify 
the Commission if it proceeded forthwith to deal 
with one side only of the question by legislation. 
Full payment for all costs of medical rehabilitation 
was the rule in most of the great industrial countries 
with which we were in active competition. The 
necessity for it was indicated by Dr. D. C. Norris, 
chief medical officer of the Bank of England, in the 
“ Encyclopædia of Medical Practice.” 


“In Great Britain,” said Dr. Norris, “employers as 
such are under no legal obligation to provide or pay for 
treatment. Recovery is often retarded because the work- 
man is unable to obtain sufficient food or to pay for 
treatment out of his compensation money.” 


The important thing was not to give every workman 
more cash compensation, irrespective of his accident 
or family or marital condition, as the Labour Party 
had suggested in successive bills, but to provide for 
complete medical treatment free of cost. Although 
employers and workmen paid for national health 
insurance an injured workman could not draw any 
cash benefit at all; he could draw nothing but 
medical benefit. He might need convalescent treat- 
ment, artificial limbs, crutches, a wheel-chair, X-ray 
therapy, or massage, but if he could not get them 
from some charitable society he could not get them 
at all, unless he could pay for them, which was 
usually impossible.—Mr. G. LLOYD, Under-Secretary, 
Home Office, replying for the Government, said that 
it was ridiculous to try to deal with the complicated 
question of workmen’s compensation by attempting 
an immediate solution of a particular part of the 
problem without waiting for the result of the Royal 
Commission’s investigation. The motion was nega- 
tived by 135 votes to 184. 


QUESTION TIME 
WEDNESDAY, FEB, $8 
Medical Examination of R.A.F. Apprentices 


Mr. Kirsy asked the Secretary of State for Air whether 
he was aware that applicants for apprenticeships in the 
Royal Air Force were given medical and educational 
examinations near their homes, and if such were success- 
fully passed they were then required to proceed to Halton 
or West Drayton for further examinations; that this 
sometimes necessitated the applicants relinquishing their 
employment, and if they were unsuccessful in the later 
examinations they found themselves deprived of their 
former employment as a result of their effort to serve 
King and Country ; and could he so arrange final examina- 
tions as to avoid applicants having to give up their 
employment before being accepted for service.—Sir 
KInasLey Woop replied: I am aware of the difficulty to 
which the hon. Member refers and steps are taken to 
overcome it as far as practicable. All candidates are 
advised to have a preliminary medical examination at 
home which many local education authorities are also 
willing to arrange. This preliminary examination is 
arranged with a view to minimising the risk of subsequent 
rejection, but it will be appreciated that it does not 
remove the necessity for an official medical examination of 
all candidates. It is not practicable, for many reasons, to 
arrange & wide distribution of Royal Air Force medical 
boards for the purpose of examining candidates near their 
homes. A medical board has been set up in Scotland in 
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order to relieve Scottish candidates of the necessity of 
travelling to England for the sole purpose of medical 
examinations. 


Malnutrition in Fernando Po í 


Dr. HADEN GUEsT asked the Secretary of State for the 
Colonies whether he was aware that among a party of 75 
British subjects recently returning from the Spanish 
island of Fernando Po to Calabar in Nigeria, after a period 
of labour on the cocoa plantations, one person was found 
dead of starvation, three were found so ill from starvation 
as to require a fortnight’s treatment in hospital, and the 
remainder were in a serious condition of neglect and mal- 
nutrition; and what steps had been taken to secure 
improvement in the conditions of labour contracts entered 
into by British subjects in Fernando Po.—Mr. MALCOLM 
MacDonatp replied: I am informed that three cases of 
death due to asthenia occurred about a year ago among 
49 persons who returned to Calabar from Fernando Po in 
very poor physical condition. Since that date an improve- 
ment has been reported in the treatment of labour in 
Fernando Po. Representations have been made by the 
British vice-consul in Santa Isabel concerning the position 
of labourers from Nigeria and an assurance has been given 
by the governor-general of Fernando Po that it was the 
wish of the authorities to provide for the good treatment 
of all classes of labourers and especially of those coming 
from Nigeria as the local farming community was to a 
great extent dependent on the latter. From independent 
inquiries which the vice-consul has been able to make it 
appears that the treatment which the labourers are now 
receiving has been much improved. 


THURSDAY, FEB. 9 
Cost of Living Inquiry 


- Miss WILKINSON asked the Minister of Labour when he 
estimates the result of the recent inquiry into the cost of 
living would be available ; and when it was proposed that 
they would be the basis of the official index statistics.— 
Mr. ERNEST Brown replied: The tabulation of the data 
contained in the budgets which have been collected by 
means of this inquiry is proceeding as rapidly as possible, 
but I regret that I am not yet in a position to state by 
what date statistics summarising the information obtained 
will be ready for publication. The revision of the basis 
of the cost of living index cannot be undertaken until a 
summary of the results of the inquiry is available. As I 
have previously stated, over 50,000 budgets giving par- 
ticulars of full weekly expenditure, and over 150,000 
returns of weekly expenditure on clothing, have been 
collected. The examination and tabulation of this 
material is a task of great magnitude, but every effort is 
being made to expedite the progress of the work with a 
view to the publication of the results of the inquiry at the 
earliest possible date. 


Diphtheria Immunisation 


Captain ELLIsTon asked the Minister of Health whether 
his attention had been drawn to the campaign against 
diphtheria immunisation; and whether he would issue 
some statement in support of local health authorities who 
invited the public to accept this effective protection against 
a dangerous disease.—Mr. ELLiot replied: I am aware 
that there is a body of opinion in the country which is 
opposed to inoculation in all forms. A memorandum on 
the production of artificial immunity against diphtheria 
was issued by my department in 1932, and the question 
of its reissue in a revised form is receiving consideration. 
Attention has also been drawn to the value of diphtheria 
immunisation in recent reports of the chief medical officer 
of the Ministry. 


Mentally Defective Children in Kent 


Mrs. ADAMSON asked the Minister of Health whether he 
was aware of the inadequate accommodation provided by 
the Kent county council for mentally defective children, 
and that at a recent meeting the Dartford and district 
guardians committee, because of numerous complaints, 
requested the Kent county council to provide extra 
facilities for such children in north-west Kent; and 
whether he would take the matter up with the Kent 
county council so that suitable provision for this rapidly 
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growing area might be made.—Mr. Error replied: Yes, 
sir. The Board of Control have for some time been in 
communication with the Kent. county council on the need 
for further accommodation for mental defectives, especially 
children, now in public-assistance institutions. I am 
informed that the extensions at Leybourne Grange 
mental-deficiency colony are being expedited, with the 
result that two villas for children are expected to be 
ready during the coming summer. 


MONDAY, FEB. 13 
Government Camps for Civilians 


Sir ARCHIBALD SouTHBy asked the Lord Privy Seal 
whether he was in a position to make any announcement 
with regard to the provision of camps by the Government 
for civilian use. 

Sir JoHN ANDERSON: Yes, Sir. It has been decided 
to introduce legislation at an early date providing for the 
establishment of public corporations, profit barred—one 
for England and Wales and one ‘for Scotland—which 
would be empowered to construct and manage camps. 
The Chancellor of the Exchequer has agreed to make 
available a sum of £1,000,000 with which, if Parliament 
approves, a start will be made on a programme of 50 
camps each designed to accommodate about 350. They 
would be hutted camps and would be a useful supplement 
to billeting under any evacuation scheme in the event of 
war. Their main peace-time purpose would be to serve 
as school-camps taking children from urban areas in 
relays. The corporations will be required to aim at recover- 
ing, in respect of the peace-time use of the camps, 50 per 
cent. of the capital—in addition, of course, to meeting all 
their maintenance charges. A bill is being drafted and 
will be introduced as soon as possible. Pending its enact- 
ment, preliminary steps are at once being taken for the 
selection of a sufficient number of suitable sites. 


Advertisements of Cancer Treatment 


Mr. Leaca asked the Minister of Health whether he 
would consider supplying, in a parliamentary paper, the 
information in the possession of his department as to the 
extent to which advertisements offering to treat persons 
for cancer were inserted in the public press, and cases of 
cancer were receiving treatment by irregular practitioners 
of medicine.—Mr. BERNAYS replied: The information in 
the possession of my department is that advertisements 
offering to treat persons for cancer are now seldom or 
never inserted in the public press. My right hon. friend 
has no detailed information as to the extent to which cases 
of cancer are receiving treatment by irregular practitioners. 


Supplies of Strychnine to Farmers 


Mr. Hopxr asked the Minister of Agriculture if his 
attention had been drawn to the enormous damage done 
to land in West Wales by moles, and to the high charges 
made for substitutes for strychnine, making the use of 
such substitutes almost prohibitive to farmers; and 
would he take steps to enable farmers to procure sufficient 
quantities of strychnine to clear the moles from their land. 
—Sir R. DorMan-SMmITH replied : A complaint has recently 
been received from one farmer in West Wales about the 
damage caused by moles and the high cost of substitute 
for strychnine used in the destruction of moles. The view 
hitherto held by my department is that red squill, which 
can be obtained easily and cheaply and is comparatively 
harmless to other animals, is an effective substitute, but 
I am arranging for field experiments to be undertaken to 
test the effectiveness of this and other substitutes for 
strychnine. I should not feel justified in asking the 
Poisons Board to recommend the relaxation of the present 
rule with a view of enabling farmers to obtain strychnine 
for mole destruction. 


TUESDAY, FEB. 14 
Emergency Hospitals in War-time 


Sir GIFFORD Fox asked the Secretary of State for War 
if he could now make a statement as to the result of his 
consultation with other interested departments as to the 
acceptance or refusal of offers of buildings for emergency 
hospitals in time of war; and whether he would state 
which these departments were and who ultimately decided 
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on acceptance or refusal.—Mr. Hore-BeE.isHa replied : 
The limited number of the buildings in question which 
appear suitable will be inspected. The buildings which, 
after inspection, are found suitable will be notified to the 
Ministry of Health or the Department of Health for 
Scotland and the Office of Works, and, subject to their 
agreement, will be earmarked. In the case of buildings 
found not to be suitable for the War Office, the suggestion 
is made that the offers might be renewed to the Ministry 
of Health or the Department of Health for Scotland. 
My hon. friend will understand that the War Office is 
providing its own basic requirements for hospital accom- 
modation independently of these offers. 


Conditions in Coastal Ships 


Mr. BEN SmitH asked the President of the Board of 
Trade, whether his attention had been drawn to the 
annual report ‘of the Port of London medical officer of 
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health 1937, in which reference was made to unhygienic 
accommodation, inadequate provision for the storage of 
food, cramped living quarters, excessive hours of work, 
and, other unsatisfactory conditions, on vessels engaged 
in the coasting trade; and whether, in the interests of 
health and hygiene, he proposed to initiate remedial 
action.—Mr. OLIVER STANLEY replied: I have seen this 
report, The general conditions of service in the coasting 
trade, as in other parts of the mercantile marine, are 
primarily matters for the National Maritime Board, on 
which employers and employed are represented. As 
regards crew accommodation, & very satisfactory standard 
for new ships was established by the revised instructions 
of 1937. Every effort is being made to bring the older 
ships as far as practicable up to a similar standard. Close 
contact in this matter is maintained between the Board of 
Trade surveyors and the port health officers, and steady 
progress is being made. 


MEDICAL NEWS 


University of Cambridge 


Sir Henry Dale, F.R.S., director of the National 
Institute for Medical Research, has been elected an hon. 
fellow of Trinity College. 

Titles of the degrees of M.B., B.Chir. have been conferred 
on E. F. Graham Kerr, J. M. E. Hannaford, and M. Lloyd; 
and of M.B. on D. K. Souper. 


At recent examinations the following candidates were 


successful :— 
D.M.R.E. 

Part I—H. N. Bhatt, R. B. Boal, J. P. Bostock, A. H. Brock- 
bank, F. M. Crawshaw, J. A. G. Hair, W. G. S. Harden,” Charles 
Harris, T. M. Hennebry,* E. C. Hicks, C. W. Horncastle, 
K. A. Kassem, C. F. MacGuire, S. A. Maddocks, H. M. Marks, 
R. T. Marshall, M. P. G. O’Brien, G. F. Rees-Jones,* Zoe C. 
Rutherford, Eric Samuel, Ida B. S. Scudder, K. V. Shetty, 
J. L. Treneman, A. C. R. Wakeman,” and A. B. Wayte. 

* Awarded distinction l 


University of London 


The following have been appointed staff examiners for 
medical degrees for 1939 :— 


Anatomy.—Prof. O. M. West and Prof. T. Nicol. 

Applied Pharmacology and Therapeutics.—Prof. A. J. Clark, 
F.R.S., Dr. Philip Hamill, Prof. F. R. Fraser, and Dr. C. E. Lakin. 

Forensic Medicine and Hygiene.—Dr. J. H. Ryffel, Dr. W. H. 
Grace, Dr. G. F. Buchan, and Sir William Jameson. 

Medicine.—Sir Charles Wilson, Prof. W. H. Wynn, Dr. C. M. 
Hinds Howell, and Prof. O. L. V. de Wesselow; Dr. E. A. 
Cockayne, Dr. K. Shirley Smith, Dr. K. E. 
C. B. Perry (associate examiners). 

M.D. Hygiene.—Sir William Savage and Prof. M. Greenwood, 


Harris, and Prof. 


F.R.S.; Dr. William Gunn (additional examiner). 
5 N da ‘Macdonald Critchley and Dr. Anthony 
eiling. i 


Obstetrics and Gynecology.—Mr. Frank Cook, Prof. J. 
McGibbon, Dr. J. M. Wyatt, Mr. F. W. Roques, and (if required) 
Mr. Alan Brews; Mr. Malcolm Donaldson, Mr. D. H. MacLeod, 
Mr. J. W. Burns, Prof. Amy Fleming, and (if required) Mr. A. 
Goodwin (associate examiners). 

Ophthalmology.—Mr. C. B. Goulden and Mr. R. Foster Moore. 

Oto-rhino-laryngology.—Mr. W. G. Howarth and Dr. Douglas 
Guthrie. 

Pathology.—Prof. J. Shaw Dunn and Prof. W. W. C. Topley, 
F.R.S.; Prof. J. H. Dible and Dr. R. W. Scarff (associate 
examiners). 

Pharmacology.—Prof. W. J. Dilling and Dr. V. J. Woolley. 
5 T hustotogu; = Prot, H. P. Gilding and Prof. Winifred Cullis, 

So. 


a chological Medicine. —Dr. R. D. Gillespie and Dr. N. G. 
arris. 

Surgery.—Prof. P. T. Crymble, Mr. C. Jennings Marshall, 
Mr. C. E. Shattock, Mr. C. W. G. Bryan, and (if required) 
Mr. Julian Taylor; Mr. R. H. Boggon, Mr. Stanford Cade, 
Prof. S. G. Barling, Mr. J. P. Hosford, and (if required) Mr. Nils 
Eckhoff (associate examiners). 


Tropical Medicine. —Dr. N. Hamilton Fairley. 


The following examiners for academic diplomas have 
been appointed :— 


Bacteriology.— Prof. TH. Raistrick, F.R.S., Prof. W. W. C. 
oe F.R.S., Prof. G. S. Wilson, and Prof. S. P. Bedson, 


Medical Radiology.—Part I: Prof. 
Mr. W. V. Mayneord, or failing him, Mr. H. T. Flint, D.Se., 
and Prof. E. A. Owen, D.Sc. Part If: Dr. Douglas Webster, 
Dr. H. Courtney Gage, and Dr. R. S. Paterson. 


F. L. Hopwood, D.Sc., 


University of Sheffield 


Dr. R. S. Kennedy, medical superintendent of the 
South Yorkshire Mental Hospital, has been appointed 
lecturer in mental diseases in the university. 


University of Manchester 


Mr. Gordon Ashcroft has been appointed clinical lecturer 
in oral surgery and Dr. Robert Newton, assistant lecturer 
in obstetrics and gynecology. 


Royal College of Surgeons of England 


At a meeting of the council held on Feb. 10, with 
Mr. Hugh Lett, the president, in the chair, Dr. Royal 
Whitman of New York was admitted to the honorary 
fellowship of the college. 

At the recent primary examination for the fellowship 
held in Cairo, 10 out of 27 candidates were approved. 

It was reported that Prof. René Leriche of Strasbourg 
would deliver the Lister memorial lecture on Wednesday, 
April 5. 

A diploma of fellowship was granted to Herbert Cecil 
Perera Gunewardene (Ceylon and St. Bart’s) and diplomas 
of membership were granted to F. T. Birkinshaw (Birm- 
ingham and Univ. Coll.), Harry Harris (West London). 
J. J. H. Lowe (Durh.), and to those candidates mentioned 
as receiving the licence of the Royal College of Physicians 
in our issue of Feb. 4, p. 302. Diplomas in public health, 
tropical medicine and hygiene, and anesthetics were 
granted to the candidates mentioned on the same page. 
Diplomas in medical radiology were also granted, jointly 
with the Royal College of Physicians, to G. A. Amm, 
Martin Israelski, F. H. Kemp, and John French. 


Royal College of Physicians of Edinburgh 


A quarterly meeting of the college was held on Feb. 7 
with Dr. Alexander Goodall, the president, in the chair. 
Dr. Ernest Chalmers Fahmy (Edinburgh), Dr. Jan 
Dalgleish Easton (Edinburgh) and Dr. James Gilbert 
Murdoch Hamilton (Edinburgh) were introduced and took 
their seat as fellows of the college. Dr. John Gordon 
Kininmonth (Edinburgh) and Dr. Alex. Colin Patton 
Campbell (Edinburgh) were elected to the fellowship. 

Dr. Henry Yellowlees was appointed the Morison 
lecturer for 1939. 


Royal Institute of Public Health and Hygiene 


Mr. Walter Elliot, the Minister of Health, will preside 
over the public health congress to be held by the institute 
at Hastings from May 23 to 27. 


Society of Public Analysts. 


The annual meeting of this society will be held on 
Friday, March 3, at 5 P.M., at the Institute of Chemistry, 
30, Russell Square, London, W.C.1. At 6 p.m. Sir Henry 
Dale, F.R.S., will give an address on biological standard: 
isation. 
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Royal Statistical Society 

The‘ council offer the Frances Wood prize, which is of 
the value of £30, for competition in 1939. It will be 
awarded for the best investigation, on statistical lines, of 
any problem affecting the economic or social conditions 
of the people. Further information may be had from the 
hon, secretaries of the society, 4, Portugal Street, London, 
W.C.2, 


Lectures on Sex Education 

#9 Prof. Winifred Cullis, D.Sc., will deliver the Christine 
Murrell lecture at the Sieff Hall, Salisbury Street, London, 
N.W.8, on March: 6 at 5 p.m. The lecture will be an 
introduction to four lectures on problems of sex education 
to be given by Dr. Doris Mart on March 13, 20, 27, and 
April 3 at 5.30 p.m. Further particulars may be had from 
the hon. organiser, 2, Abbey Road Mansions, N.W.8. 


Hospital Almoners’ Association 

The annual dinner of the association took place on 
Feb. 11, when Miss Warren, chairman of the association, 
presided. In proposing the toast of The Association, 
Sir Arthur MacNalty said that a striking feature of the 
modern outlook on disease was the public recognition 
of the social and economic effects which follow in its train. 
For disease was no longer purely a matter of medical 
significance and relegated entirely to the physician and 


the surgeon, and the great advances made in the diagnosis. 


and treatment of disease would too often prove to be 
Cadmean victories, unless the sociological side of the 
patient received attention. The almoner’s work was of 
cardinal importance in making medical treatment successful, 
for it was of no use to heal a patient and then to throw 
him back into the difficulties and conditions which favoured 
his ill health. Mr. E. C. Bligh, the chief officer of public 
assistance to the London County Council, who replied 
to the toast of The Guests, emphasised the increase in the 
mumbers of qualified almoners employed in municipal 
hospitals. 


Hunterian Society: Annual Dinner 

Mr. Andrew McAllister presided at the annual dinner 
of the Hunterian Society held at the May Fair Hotel on 
Feb. 9 to commemorate the 21lth birthday of John 
Hunter. Proposing The Hunterian Society, Sir Arthur 
MacNalty said that the society, founded in 1819, had an 
honourable and distinguished record of service to the 
progress of medicine. Hunter would have desired no 
better memorial. He might well, if he had been present 
and seen the ladies, have declared ‘“‘ I should have been 
informed of this kick-up ! ”, but a few minutes would have 
convinced him that their presence added charm to the 
proceedings. It was desirable that the private medical 
practitioner should retain his individuality, and that the 
principle of free choice of doctor and the confidential 
relationship of doctor and patient should remain undis- 
turbed. Replying, the President said the membership 
was 337—not quite a record, but satisfactory. Prof. L. S. 
Monckton Copeman had been made an honorary fellow 
im recognition of his great services to science and public 
health. The gold medal of the society had been awarded 
to Dr. J. E. Outhwaite of Leeds, for his essay on the treat- 
ment of inoperable carcinoma in general practice, which 
he had identified by the motto “ Pereunt et imputantur.”’ 
Amid acclamation, the President presented the medal 
to Dr. Outhwaite. Dr. Kenneth McFadyean, who pro- 
posed the health of The Lord Mayor and the Corporation 
of the City of London, wished his Lordship a speedy 
recovery in health and thanked him for sending the lady 
mayoress as his representative. He observed that an 
institution as ancient and stable as that of the mayoralty 
of the City demanded, especially in the present day, an 
instant loyalty. Its stability was largely due to the 
democratic system by which the mayor and corporation 
were elected yearly, and which had been founded, curiously 
enough, by the tyrannical King John. He regretted that 
the Lord Mayor’s Show had not since 1851 been held on the 
river, and hoped the day would come when, as before, 
English summer skies would look down on that splendid 
pageant. Sir Girling Ball proposed The Guests and 
Kindred Societies. He recalled the days soon after the 


late war when the members of the society could be 
numbered on one hand and it had nearly ceased to exist, 
and said that nothing gave him greater pleasure than its 
tremendous success. Prof. Fletcher Shaw, in reply, said 
he was representing the Royal College of Obstetricians 
and Gynecologists for the first time since it had received 
the royal title. The society must have been formed by 
many men who had personal connexions with Hunter. 
Tradition was a great factor in professional life, and he 
hoped that his college, new as it was, would have its 
foundations laid so well that future generations would 
think them worthy to be held as traditions. Mr. R. de 
la Bere, M.P., also replied. 


National Nursing Need 

Queen Mary attended a meeting for the recruitment 
of nurses at the Guildhall on Feb. 11 to hear the Archbishop 
of Canterbury read her message appealing to the young 
women of the country ‘“‘to ask themselves whether they 
may not find in this great profession not only a career 
of interest and usefulness but one of the truest and noblest 
forms of national service.” Mr. H. L. Eason, F.R.C.S., 
principal of the University of London, said that the 
medical profession needed the help of nurses more and 
more, for surgical and medical treatment was getting 
more complex, and more after-treatment was required. 
Today there was only about one nurse to every 500 of 
the population and more than that was required to 
look after the public needs. Miss Reynolds, matron 
of the London Hospital, Miss Merry, London inspector of 
the Queen’s Institute of District Nursing, Miss Hayter 
of the London County Council nursing service, and Miss 
Helen Few, a student nurse at the London Hospital, 
each described a different aspect of the nurse’s life and 
stressed the scope of the profession and the many forms 
of satisfying service which it offered. 

Some 1500 schoolgirls and members of youth organisa- 
tions from all over the country were present, and an 
overflow meeting over which Mr. H. S. Souttar presided 
was held in the council chamber. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
FEB, 4, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1690; diphtheria, 1241; enteric fever, 
20 (38 “expected ’’); pneumonia (primary or 
influenzal), 1435; puerperal pyrexia, 151; cerebro- 
spinal fever, 37; acute poliomyelitis, 8; acute 
polio-encephalitis, 3; encephalitis lethargica, 4; 
dysentery, 19; ophthalmia neonatorum, 104. No 
case of cholera, plague or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Feb. 10 was 3256, which included : Scarlet 
fever, 629; diphtheria, 942 (carriers, 48); measles, 2; 
whooping-cough, 769 ; puerperal fever, 21 mothers (plus 14 
babies); encephalitis lethargica, 301; poliomyelitis, 3. 


At St. Margaret’s Hospital there were 27 babies (plus 12 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 3 (0) from enteric 
fever, 4 (0) from measles, 1 (0) from scarlet fever, 
22 (3) from whooping-cough, 33 (7) from diphtheria, 
55 (21) from diarrhoea and enteritis under two years, 
and 210 (26) from influenza. The figures in paren- 
theses are those for London itself. 

Of the ?10 deaths attributed to influenza 53 were reported 
from the South-castern Area; 117 from the Northern Area, 
Manchester contributing 19, Bolton and Preston each 6, Oldham 
Southport and Sheffield each 5; and 25 from the Midland 
Area, Bristol contributing 5; Lincoln and Exeter each reported 
4. Fatal cases of diphtheria were scattered over 18 great 
towns, Liverpool and Middlesbrough each reporting 3. Bolton 
had 2 deaths from measles, Birmingham 2 from whooping- 
cough. East Ham, Manchester and Sheffield reported deaths 
from enteric fever. 


The number of stillbirths notified during the week 


was 227 (corresponding toa rate of 37 per 1000 total 
births), including 36 in London. 
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CHARLES CYRIL OKELL 
M.C., M.B., SC.D. CAMB., F.R.C.P. 


Dr. C. C. Okell died at Chesterton, near Cambridge, 
on Feb. 8 at the early age of 50. A premature retire- 
ment from active work had followed a long and painful 
malady ; but he was still exerting an influence that 
can ill be spared. i 

Born in the Isle of Man, elder son of C. P. Okell, 
he was educated at Douglas grammar school and 
St. John’s College, 
Cambridge, going 
on to St. Bartholo- 
mew’s Hospital 
where he won the 
Hichens and Wix 
prizes and the 
Brackenbury 
scholarship in 
medicine. The war 
came when he was 
near qualification 
and he stayed to 
fill a house-surgeon- 
ship before taking 
a commission in the 
-R.A.M.C. He served 
with distinction in 
France, Palestine 
and Egypt, and 
was awarded the 

Military Cross. 
When the war was over he turned to the laboratory 
in preference to the wards and joined the staff of 
the Wellcome Physiological Research Laboratories, 
Here the work, in collaboration with others, suited him 
well, for he was by nature sociable and enjoyed 
discussing what he was doing. The quantitative 
methods demanded in the assay of immunological 
reagents suited his clear and critical mind, and in 
after years he often stressed the value of such a 
discipline to the bacteriological investigator. With 
his colleagues at the Wellcome laboratories he played 
a large part in the development in this country of 
prophylactic immunisation against diphtheria and 
scarlet fever, and helped to maintain the tradition 
that work of this kind, whether in the laboratory 
or in the field, demands the same critical approach, 
the same careful checking of results, and the same 
striving after fuller knowledge and improved tech- 
nique as any other scientific activity. During this 
period he published many papers, some alone but 
mainly in association with one or more of his colleagues, 
and particularly with H. J. Parish. These 
include studies on the relation of virulent to avirulent 
diphtheria bacilli, on the technique of virulence 
testing, on the titration of scarlatinal antitoxin 
and of tuberculin, and field studies on the duration 
of the Schick-negative state, on the occasional 
occurrence of diphtheria in Schick-negative reactors, 
and on the most effective method for the rapid control 
of diphtheria in residential schools, With A. T. 
Glenny he examined the Ramon flocculation test 
for diphtheria antitoxin, and with Hindle and others 


(Lafayette 


he essayed the possibility of vaccination against 


yellow fever. He also described, in collaboration 
with Dalling and Pugh, the occurrence of leptospiral 
jaundice in dogs. | 
In 1920 Okell was appointed to the chair of bacterio- 
logy at University College Hospital, He took to the 


new life at once, and proved his fitness for it. He 
was an admirable teacher, and felt the stimulus of 
contact with young and active minds. He had the 
gift of expounding a difficult subject clearly, without 
false simplification, and of synthesising a mass of 
facts and observations into a coherent picture which, 
however tentative it might be, gave precision to 
further inquiry. An example of his skill in this 
direction is afforded by his Milroy lectures, delivered 
before the Royal College of Physicians in 1932. 
Though teaching and administrative duties took 
much of his time and thought he never abandoned 
research, and he continued to prove his ability to 
select significant problems, and to solve them, His 
papers with T. R. Elliott on the transient bacteremia 
that follows the extraction of septic teeth, and on the 
frequency of cross-infection with streptococci m 
hospital wards, are contributions of the first import- 
ance to our knowledge of the mechanisms of infection 
in man, 

Okell’s interests were very wide, and he had a 
lively as well as an able mind. He had a scholar’s 
knowledge of his own subject, and a reader’s know- 
ledge of much that lay outside it. From his student 
days he was keenly interested in Anglo-Saxon and 
medieval literature and he made himself an authority 
on Marlowe and his contemporaries. His first 
venture as an author was a delightful little ‘‘ History 
of Fine Linen,” written for one of the big drapers 
when he was a medical student. He had a natural 
gift for writing, and in his latter years did much 
literary work. He was for some years assistant 
editor of the Journal of Pathology and Bacteriology, 
and at the time of his death he was editor of the 
Journal of Hygiene. The last four years of his life 
were shadowed by a progressive arthritis which 
gradually rendered active work impossible. Those 
who had the privilege of knowing him will never 
forget the example of quiet and steady courage that 
he gave. After a period of almost complete invalidity, 
which compelled him to resign his chair in London, 
he moved to Cambridge in 1937. In addition to his 
literary and editorial work he was beginning, at the 
time of his death, to take an increasing part in the 
supervision of Cambridge medical students, who 
came to him at his house at Chesterton. They 
gained much from his wide knowledge and experience; 
and it delighted him to talk of the things he knew and 
loved to young men who had more time for thought 
than the overpressed medical students in the London 
hospitals. 

Throughout his life Okell acted on the principle 
that science, including medical science, is one and 
indivisible. He held academic research in high 
respect, and at times displayed a natural leaning 
towards attacking a problem as an end in itself, apart 
from its practical applications. But he gave equal 
rank to accurate clinical observation, and to careful 
and critical studies in the field of public health. So 
far as his own subject was concerned, he regarded the 
problems that faced him at Langley Court, or in 
Gower Street, as research work having exactly the 
same general value, and subject to exactly the same 
general standards, as the investigations of his more 
academic colleagues; and he showed that adherence 
to these standards yielded significant results in the 
field of applied bacteriology as surely as in the more 
exact sciences, 

Medical science is the poorer by his death, and his 
many friends have suffered a personal loss, Up to 
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the end a visit to him, or a letter from him, was a 
stimulus as well as a pleasure. 

Dr. Okell married in 1917 Dorothy Gladys, younger 
daughter of Mr. W. O. Roberts of Loughborough, 
who survives him with two daughters. 


ARTHUR SMITHELLS 
C.M.G., D.SC., F.R.S. 


Prof. Smithells, who died in London on Feb. 8 
at the age of 78, was from 1885 to 1923 professor of 
chemistry in Leeds and was the means of initiating 
many generations of medical students in the scientific 
outlook. In later years when he became director 
of the Salters’ Institute he continued in London 
to exert the same kind of influence, for it was his 
duty to find young scientific men of promise to train 
for posts in the chemical industries. The following 
appreciation is from one who worked with him in 
Leeds for over forty years : “ Some of us still remember 
a professor who startled a class after the vacation 
with his new Viking beard. In 1884, in the chemistry 
lecture theatre of the Yorkshire College, the little 
professor stood just above the lecture-desk; in 
1885 the new professor, Arthur Smithells, then only 
twenty-five, stood commandingly above it. Com- 
mandingly—that first impression, maturing with the 
years, of height, handsomeness and personality, 
remains with all who remember Smithells. Some 
former students may still recall how they did frisk 
at many lectures and did not frisk with him. 

“ Smithelis’s personality and his capacity to handle 
classes did not by themselves draw the spontaneous 
‘let us go to see Smithells’ from former students 
when they revisited the Yorkshire College (or its 
lineal descendant, Leeds University) but Smithells also 
believed, with Baltasar Gracian, that friendship is a 
second life. Always accessible to all, he was interested 
in his students both when he was their teacher 
and afterwards when he was not. His professorship 
of thirty-eight years helped him to maintain this 
interest, for he often taught both father and son. 

“ At a social gathering a young lady was surprised 
because Smithells did not probe the thermal] efficiencies, 
or inefficiencies, of the Hostel. His students had to 
learn that his concern for them did not end with 
enlightenment on Avogadro’s Principle or on the 
scientific spirit in Pasteur, but they soon did learn. 
Tea, tennis and other social amenities at the professor’s 
own house often helped the learning. Smithells also 
aided many students along their postgraduate careers. 

“ He brought with him one friendly feud when he 
came to Leeds. He was born in Lancashire; he 
was interested in cricket and—he was in Yorkshire. 
The friendly gibe that he came to Yorkshire ostensibly 
to teach chemistry, but in fact to learn how cricket 
should be played, did not dim his interest in university 
athletics or leave that interest unappreciated. 

“ Smithells, who always interested himself in the 
teaching of chemistry, carefully considered his own 
lectures. When he established a separate course for 
medical students he anxiously planned it so that they 
should benefit fully without any retrospective resent- 
ment over what they had been compelled to learn, 
He carefully designed the laboratory courses for 
medical students, as he did for all; he also used 
experimental demonstration freely in his lectures, 
Nature withholds manipulative skill from some: 
Smithells himself referred to the only man in Yorkshire 
who could pour sulphuric acid on blue litmus without 
turning it red. At his own lectures flames anatomised 
or turned inside out, substances phosphoresced, 
and phosphorus glowed or did not glow, just as they 
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should, without any need to correct the eye of sense- 
by the eye of faith. . l 

“ And finally Smithells was a sound judge of men, 
and when he entrusted a task he gave his full: 
confidence. He tried to keep the various departments. 
of science, including medicine, in toueh. The age- 
has separated university science into departmental 
societies, Smithells did not finally secure one- 
scientific society for all departments of science in. 
common, but he has left behind him a great impres-- 
sion of ‘professional attainments, friendliness and. 
personality.” 


THOMAS FREEMAN LONG: 
M.R.C.S., J.P. | 


AFTER a long illness Dr. Long died at Chesham on. 
Jan. 29 at the age of 69. He had been. in. general. 
practice in the town for over forty years. and had 
played a leading part in its public life. Born at. 
Maidstone he did his medical training at the Middlesex- 
Hospital, qualifying in 1894. Soon after qualifica- 
tion he started practice at Chesham, ab first on his- 
own and later with H. L. Cunningham. He was. 
part-time medical officer of health for the. district 
and a magistrate of many years’ standing. He was. 
keenly interested in first-aid and was mainly respon- 
sible : for founding the Chesham division of the. 
St. John Ambulance; for his services as divisional” 
surgeon he was made an honorary associate of the. 
Order of St. John of Jerusalem on his retirement.. 
Dr. Long had seen most of the people of Chesham grow : 
up. He was a familiar figure at their cricket and 
football matches and a source of sound opinions. 
at their committee meetings. His kindness and 
sympathy will be greatly missed. 
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February 16, 1839, p. 748. 
From a lecture on the blood delivered at the College of” 
France by Monsieur Magendie. 


But, you will say, must we then prohibit venesection 
in pleurisy, in pneumonia, &c.; and, if we refuse to. 
employ it in such cases, what treatment is to be adopted. 
in its room ? Gentlemen, I will state to you with fidelity 
my convictions on this point.... If bleeding be advised, 
because it relieves the patient, diminishes the oppression 
he feels, soothes his pain; and, finally, because patients. 
habitually recover by, or rather after the use of this 
remedial agent, then, empiric as I am, I admit that we are- 
justified in having recourse to it; nevertheless I must,. 
at the same time, declare that I cannot conscientiously- 
affirm, in the majority of cases, that the malady would. 
not have gone through its periods, and. reached.a fortunate- 
termination, had venesection not been employed. And. 
my doubts on this head are strengthened by the fact that 
if, instead of weakening your patient, you. support his- 
physical and moral strength, and, watching the disease 
closely in all its phases, promote the occurrence of favour- 
able crises, and assist Nature (by directing abstinence 
from solids, and the use of diluents) in overcoming the 
obstacles she encounters, you frequently see rapid recoveries- 
occur, more rapid even than those witnessed as the 
sequence of abundant and repeated: bloodletting. 


THE Index and Title-page to Vol, II, 1938, which 
was completed with the issue of Dec. 31, is now 
ready. A copy will be sent gratis to subscribers on 
receipt of a postcard addressed to the Manager of 
THE LANCET, 7, Adam Street, Adelphi, W.C.2. Sub-. 
scribers who have not already indicated their desire- 
to receive indexes regularly as published should do- 
sO now. 
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MEDICAL MOBILISATION 


On Wednesday the Minister of Health outlined 
the plans for the organisation of medical services in 
time of war to a meeting of representatives of the 
profession at B.M.A. House. Linked with the regional 
commissioner’s office in each of the twelve regions 
into which the country is being divided for purposes 
of civil defence would be the regional headquarters 
of each of the Government departments responsible 
for emergency services. The Ministry of Health 
would thus have a local staff under a senior officer, 
with a principal medical officer to supervise all the 
medical services in that area. The medical staff 
would see that supplies of bedsteads, bedding, dres- 
sings, drugs, and other medicaments were available 
for the medical needs of the regional population. 

Mr. Elliot said that there are too many uncertain 
factors in the situation to make possible a cut and 
dried scheme to include all doctors. Nevertheless, it 
is proposed with the aid of the central and local 
emergency committees of the B.M.A. to earmark as 
many medical practitioners as possible for certain 
classes of work for which their services seem likely to 
be required in the earlier stages of a war. For this 
purpose doctors can be divided into five groups : 


(1) Those who would give full-time service in 
His Majesty’s forces. 

(2) Those who would be required for the hospital 
services either immediately or in reserve (this would 
include those required for the maintenance of medical 
education). 

(3) Those who would control the first-aid posts. 

(4) Medical officers of Government departments 
and local authorities. 

(5) Those who would constitute the medical boards 


for examining recruits. 


There would remain a number of general practitioners 
upon whom would devolve the responsibility of 
maintaining the essential services for the civilian 
population. 

As regards the first group the central emergency 
committee is engaged in determining the quota to be 
provided by each local committee. When these 
quotas have been determined the local committees 
will be asked to suggest the names of the practitioners 
who should be released for whole-time service with 
the forces. Practitioners will be consulted before 
their names are sent in. The second group will 
consist of practitioners already on the staff of hos- 
pitals or having special qualifications for taking up 
hospital work arising out of air-raid casualties. In 
this connexion Mr. Elliot said it was intended to 
remove casualties as soon as possible from the large 
towns to hospitals in relatively safe situations. The 
X-ray and other therapeutic equipment of the large 
town hospitals would be moved before the outbreak 
of war, or soon after, together with as many as possible 
of the medical and nursing personnel. As to the 
first-aid posts, in addition to existing medical units 
which could be converted with their staffs for use as 
such posts in an emergency, there would be about 
1000 fixed or mobile first-aid posts for which medical 
practitioners would have to be provided, and some 
at least of which would need more than one doctor. 
Thus about 2000 doctors not already attached to 
existing units will have to be earmarked for this 
purpose. The doctors will have to give some collec- 
tive training to the nursing staffs of the posts in 


peace-time, but generally speaking service at the | 


posts would not take doctors away from their 
practices. The fourth and fifth groups represent 


branches of service for which medical personnel 
would have to be retained. ‘War conditions would 
throw a great burden upon medical officers of health, 
and the movement of children from the more con- 
gested areas under the evacuation scheme would 
throw additional responsibilities upon the public- 
health staffs in the reception areas. 

Practitioners engaged whole time in the civilian 
casualty service would be paid at rates comparable 
to those they would receive if they had entered the 
R.A.M.C. Although they would be employed and 
paid by the local authority or hospital concerned, 
the Government intended to reimburse the authority 
or hospital for the extra expense involved, and 
recognised for this purpose a scale of salaries which 
for the ordinary medical man would be similar to 
that of a captain in the R.A.M.C., with a higher rate 
for specialists or those with special responsibility. 
Doctors serving at first-aid posts would be paid at the 
rate of one and a half guineas for two hours, and 
three guineas for a longer period. In peace-time the 
practitioners selected to control the first-aid posts 
would receive a retaining fee from the local authority 
to cover their services in training nursing personnel. 


THE HUNTERIAN FESTIVAL 


On Tuesday the Royal College of Surgeons of 
England held its biennial celebration of the life and 
work of John Hunter, who was born on Feb. 14, 
1728. In the afternoon Mr. W. Sampson Handley 
delivered the oration entitled ‘Makers of John 
Hunter’? which appears at the front of this issue, 
and in the evening the festival dinner was held in the 
library of the college. Mr, Hugh Lett, the president, 
was supported by Prof. Grey Turner and Prof. R. E. 
Kelly, vice-presidents, in receiving the guests, among 
whom were :— 

The Archbishop of Canterbury, the Earl of Athlone, 
Viscount Hambleden, Lord Roche (treasurer of the 
Inner Temple), Lord Atkin, Sir William Goschen, 
Sir Ernest Fass (public trustee), Councillor G. F. 
Jerdein (mayor of Westminster), Very Rev. Paul 
de Labilliere (dean of Westminster), Sir Holman 
Gregory (recorder of the City of London), and Mr. 
Selskar M. Gunn (president of the Rockefeller 
Foundation). 

Lord Dawson, Sir Farquhar Buzzard (regius 
professor of medicine in the University of Oxford), 
Sir Arthur MacNalty (chief medical officer to the 
Ministry of Health), Sir Humphry Rolleston (chairman 
of the executive committee of the Imperial Cancer 
Research Fund), Sir John Megaw (medical adviser 
to the India Office), Sir Frederick Menzies (medical 
officer of health to the London County Council), 
Sir Edward Mellanby, F.R.S. (secretary of the 
Medical Research Council), Lieutenant-General W. P. 
MacArthur (director-general of the Army Medical 
Services), Mr. H. L. Eason (principal of the University 
of London), and Air-Commodore A. V. J. Richardson 
(director of medical services of the Royal Air Force). 


In proposing “The Memory of John Hunter” 
(which was honoured in silence) Mr. LETT spoke of 
Hunter as one who by his genius brought science 
to surgery which was then only an art and craft. 
The story of his boyhood, he said, foreshadows the 
greatness of the work he accomplished as a man. 
It tells us of his ceaseless interest in beasts and birds, 
in insects, trees and flowers, of his burning enthusiasm 
for the study of nature, and of his constant search 
for the discovery of her secrets that ended only with 
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his life. He was the first among the great com- 
parative anatomists to show the gradations between 
the simplest and most complex forms of animal 
existence, to demonstrate the gradual development 
from the lowest to the highest forms of life, and to 
bring the anatomical variations in them all into one 
great ordered scheme. For him it was but a short 
step from anatomy to pathology, to attempt to 
discover within the body the changes that give rise 
to disturbing symptoms and disordered functions. 


He could not tolerate vague theories or treatment. 


that was founded on tradition—he tried to find a 
reasonable ground of fact. When in his dissections 
he could not find the answers that he sought, he went 
still further and carried out experiments even on 
himself. His thirst for knowledge was unquenchable 
and his energy amazing. At the time of his death 
there were in his museum no less than 13,682 
specimens, 

After describing some aspects of this great collection 
Mr. Lett quoted the famous sentence in Hunter’s 
letter to Jenner, ‘‘ Don’t think—try.” The college, 
he said, had taken these words as its motto in its 
efforts to develop biological research and thus throw 
light on some of the many problems that are still 
unsolved. Over a hundred years ago Sir Benjamin 
Brodie had predicted that there would be established 
in the college a school that might be called ‘the 
science of life.’ He prophesied that great practical 
results would be obtained which would convict 
those of ignorance and error who thought that physio- 
logical research and a scientific view of disease were 
of little importance to the practical physician and 
surgeon. Now the college had its research labora- 
tories and its research farm at which results of great 
practical importance had already been obtained. 
But apart from these the laboratories had a special 
value in the opportunities they offered to young 
surgeons in the scientific approach to surgical 
problems, in accuracy and observation, and in the 
latest developments in surgery. Great would have 
been John Hunter’s delight, said Mr. Lett, if he could 
have seen the splendid results of the work that has 
been done for certain forms of heart disease: how 
tissue grafted on to the surface of the heart gives new 
arteries for old and brings a fresh supply of blood to 
the muscle of its walls. 

Mr. Lett concluded with a few words about the 
library. The great advances that have been made in 
every branch of medicine and surgery during the last 
forty years, he said, had been attended by an ever- 
increasing flow of printed matter. Periodicals were 
now so numerous that it was not possible for the 
college to provide a comprehensive collection of them 
all, But if a well-stocked library was of great 
importance to a surgeon it was vital for research. 
The college therefore proposed to codperate with 
two other important medical libraries, concentrating 
itself on periodicals connected with surgery and 
research. In this way wasteful duplication would 
be avoided; each library would have a far larger 
collection of the literature of its special subjects than 
before, while the books and periodicals in any one 
of these libraries would be available to all their 
readers, 

Prof. GREY TURNER proposed The Guests, exercising 
to the full his privilege as senior vice-president, and 
disclosing the aim of the banquet to enlarge the 
influence of the college among the gentry and nobility 
and ‘‘among discerning people whose good opinion 
we covet.” He was happy in his motto for the 
Hunterian trustees, ‘It is the glory of God to 
conceal a thing, but the honour of kings to search 


out a matter,’ and he joined in a larger group of 
trustees all who had a passionate desire to search out 
nature’s secrets and improve the healing art.— 
Sir HUMPHRY ROLLESTON, who replied for the guests, 
congratulated them on their selection out of the great 
company of possible guests, and spoke of the college 
as a treasure-house of biology and of medical and 
surgical lore. He recalled former Hunterian orators 
and the encouragement given by the college to the 
younger colleges founded later. 

The toast of the Hunterian Orator was proposed 
by Mr. E. PEARCE GOULD, who spoke of the appro- 
priateness of his prenomen as shown by the fact that 
he had for thirty years enjoyed a world-wide pro- 
fessional recognition. And we shall long remember, 
he said, how charmingly he carried out his task as 
orator this afternoon,— Mr. HANDLEY, in responding, 
remembered teaching Mr. Gould to hold a scalpel, and 
told the story of Mary Tofts, the clothier’s wife, who 
gave birth at Godalming in 1726 to a litter of rabbits, 
a claim on which contemporary medical men were 
sharply divided. Our knowledge of biology had 
made good progress since then. 


MEDICINE AND THE LAW 


Trauma and Sarcoma 


THE question as to sarcoma following an accident 
was considered in the Windsor county court on 
Feb. 8 last. Thomas George Odell, of Langley, 
Bucks, sought an award under the Workmen’s Com- 
pensation Act from his employers, the National 
Adhesives, Ltd., of Slough, paste and gum manu- 
facturers. On Jan, 2, 1932, the applicant, then 
17 years of age, fell seven feet from a pile of sacks 
on to his left knee-cap. The skin was not broken. 
He consulted his panel doctor, who treated his 
swollen and painful knee with iodine. He remained 
at home for a week and then resumed work. He had 
no further trouble until 1934, but pain in the knee 
then became so unbearable that he consulted his 


‘doctor again. He continued work until January, 


1937, with the exception of a day or two off “ when 
the pain was bad.” In this latter month he went 
to the Windsor Hospital, and from there, on Feb. 25, 
1937, he was transferred to the West London Hos- 
pital. He was then suffering from a painful swelling 
at the upper end of the tibia. An X-ray photograph 
was taken and sarcoma diagnosed. On March 9, 
1937, the left leg was amputated above the knee-joint, 
and a pathological examination confirmed the diag- 
nosis, The patient was discharged on April 15, 1937. 
His claim for compensation was dated Nov. 17, 1938. 
It was stated by his counsel that his panel doctor 
was unable to recall any details of the case and had 
no records; accordingly he could not be a witness. 
Mr. Leslie Oliver, F.R.C.S., attached to the London 
and West London hospitals, said that he saw the’ 
applicant on Feb. 25, 1937, and diagnosed sarcoma, 
Upon pathological examination it was shown that 
there was a good deal of bony reaction to the 
tumour, which suggested to the witness that the 
tumour had taken considerable time to develop. 
In his opinion the sarcoma had developed as a result 
of the 1932 injury. His opinion was based on the 
facts that medical authorities agreed that such 
tumours followed injury, that the growth had occurred 
precisely at the site of the previous injury, and that ~ 
it had coincided with the history given by the 
applicant. The witness admitted that the swelling 
in 1932 was consistent with synovitis and that with 


t 
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& slow-growing sarcoma there would be some swelling 
and pain from the date of the injury. 

Sir Bernard Spilsbury, F.R.C.P., for the employers, 
gave it as his opinion that the history of the case 
suggested synovitis due to the applicant twisting his 
knee on falling. The treatment adopted was con- 
sistent with such diagnosis. He would have expected 
severe injury to the bone causing persistent pain and 
swelling. The length of time for the growth was 
extremely unusual. In his view it was a coincidence 
that the sarcoma had appeared near the site of the 
original injury. The applicant had only spoken of 
intermittent symptoms. The sarcoma probably had 
taken one year to develop. ' 

Judge Cotes-Preedy, K.C., said that in the absence 
of any medical history from the applicant’s medical 
man he had only conflicting inferences from two 
specialists and therefore he could only conjecture 
what the true answer should be. The onus of proof 
was on the applicant and, that not having been 
discharged, no award could be made. Moreover the 
applicant had shown no reasonable cause for his 
failure to make a claim within six months of the 
accident. 


_ Appointments 


Barctay, I. B., M.R.C.S., D.P.H., D.M.R.E., assistant radio» 
logist at the West Middlesex County Hospital, Isleworth. 

Born, R. P., M.B. Glasg., F.R.F.P.S.G., D.P.H., deputy medical 
officer of health and assistant tuberculosis officer for 


CHESTER, A. W., M.B. Durb., junior assistant medical officer 
at the Redhill County Hospital, Edgware. 

Cross, A. G., M.B. Camb., F.R.C.S., visiting ophthalmic surgeon 
at the West Middlesex County Hospital, Isleworth. 

FRomMow, D. L., M.R.C.S., resident surgical officer at Ingham 
Infirmary, South Shields. 

GUNDERSON, R. W., B.Sc., M.R.C.S., resident medica] officer 
at the Radium {nstitute, London. 

HENRY, R. E., M.B. Sydney, D.O.M.S., medical officer at the 
children’s orthoptic clinic, Royal Eye Hospital, London. 

MILNE, MARIAN B., M.B. Aberd., assistant medical officer at the 

County Mental Hospital, Lancaster. 

MorratT, R. G., M.D. Manitoba, resident casualty medical 
officer at the Redhill County Hospital, Edgware. . 

MoRGaN, J. B. S., M.B. Wales, D.P.H., deputy county medical 
officer of health for Derby. 

PATRIOK, L. B., M.B. Edin., F.R.C.S.E., M.R.C.O.G., hon. 
consulting gynecologist at Rampton State Institution. 
PENLON-JONES, RutTH, M.B. Lond., woman assistant medical 

officer for Rhondda. 


St. George’s Hospital, London.—The following appointments are 
announced :— 
NICHOLLS, M. F., M.Chir. Camb., F.R.C.S., surgeon ; 
RIDDELL, V. H., M.D. Camb., F.R.C.S., assistant surgeon ; 
an ' 
Dow, James, M.B. Camb., M.R.C.P., resident assistant 
Physician. 


Grimsby and District Hospital—The following appointments 
are announced :— 


Colonial Medical Service.—The following appointments are 
announced :— 
BARWELL, A. H., M.R.C.S., medical officer, Hong-Kong ; 
EDDEY, L. G., M.B., medical officer, West Africa ; 
GOODMAN, L., M.R.O.S., medical officer, West Africa : 
KERR, W. G., M.B. Edin., medical officer, Kenya; and 
TURNBULL, ‘N. S., M.B. Edin., D.T.M. & H., D.P.B., 
senior health officer, Nigeria. 


Examining Surgeon under the Factories Act, 1937: Dr. E. R. 
LOVELL (Knutsford District, Chester), 


V acancies 


For further information refer to the advertisement columns 


Albert Dock Hosp., Alnwick Road, E.16.—Second res. M.O., 
at rate of £110. , 

Barnsley, Beckett Ilosp. and Dispensary.—H.P., £150. 

Bath City.—M.0O., £500. 

Barton, Devonshire Loyal Hosp.—Asst. hon. physician. 

Bedford County Hosp.—Second_H.8., at rate of £150. 

Belfast, Queen’s University.—Tutor in obstetrics, £300. 

Birmingham and Midland Hosp. for Women.—.S., at rate of 
£ 0 e 


Bradford, St. Luke’s Municipal General Hosp.—H.P.’s and 
H.S.’s, each at rate of £150. 

Brighton, Borough Infectious Disease Hosp. and Sanatorium.— 
Sen. res. M.O., £450. 

Bristol Eye Hosp.—Jun. H.S., at rate of £100. 

British Postgraduate Medical School, Ducane Road, W.12.— 

Res. anesthetist, at rate of £150. 

Cannock Urban District Council.—Asst. M.O. and asst. schoo} 
MQ, 2050: 

Canterbury, Kent and Canterbury Hosp.—H.S. to spec. depts., 
at rate of £125. 

Cardiff City Mental Hosp., Whitchurch.—H.P., at rate of £200. 

Carlisle, Cumberland Infirmary.—H.P. and two H.S.’8, 
at rate of £160. 

Central London Ophthalmic Hosp., Judd Street, W.C.1.—Sen. 
and jun. H.S.’s, £120 and 8100 respectively. 

Central London Throat, Nose, and Har Hosp., Gray’s Inn Road, 
W.C.1.—Third res. H.S., at rate of £75. 

Charing Cross Hosp., W.C.2.—Surg. reg., £150. Also registrar 
to fracture Clinic, at rate of £100. 

Chester Royal Infirmary.—H.P., H.S., also H.S. to ear, nose and 
throat, &c., dept., each £150. 

Connaught Hosp., £.17.—Hon. physician. r 

Croydon County Borough.—Asst. M.O. for obstetrics, £350. 

Dorset County.—Asst. county M.O.H., £500. ) 

Dover, Royal Victoria Hosp.—Second R.M.O., £140. 

Dreadnought Hosp., Greenwich, S.E.10.—H.S., at rate of £110. 
Physician with charge of outpatients. Also hon, dermato- 
logist. : 

Dublin, St. Anne’s Skin and Cancer Hosp., Northbrook Road.— 
Asst. radiologist, £300-£400. 

Dudley Guest Hosp.—Res. surg. O., £250-£300. Also H.S., 8150. 

anng King Edward Memorial Hosp.—Res. M.O., at rate of 
£275 


Edinburgh City and Royal Burgh.—Depute M.O.H, £900. 

Edmonton Borough.—Asst. M.O.H. and asst. school M.O., £550. 

Ezeter, Royal Devon and Ezeter Hosp.—Three H.S.’s and H.P., 
each at rate of £150. 

Exeter, Wonford House.—Asst. M.O., 8350. 

Grocers’ Company, Grocers’ Hall, E.C.2.—Scholarship, 2300. 

Hampstead General Hosp., Bayham Street, Camden Town, N.W .1. 
Hon, clin. asst. to Ophth, Dept. 

Hertford County Hosp.—H.P., at rate of £150. 

Hosp. for Consumption and Diseases of the Chest, Brompton, 

.W.3.—Med. reg., £150. 

Hove General Hoep.— Jun. res. M.O., 8120. 

Isleworth, West Middlesex County Hosp.—Visiting ear, nose and 
throat surgeon, 3 guineas per session. 

Kettering and District General Hosp.—H.P., at rate of £150. 

BANO ON URON NAMER Royal Borough.—Med. asst. to M.O.H., 


Leicester, City General Hosp.—Res. M.O., at rate of £300. 

Leicester Royal Infirmary.—Two res. anesthetists, each at rate 
pe ae Also H.P.’s., H.S.’s., and cas. O.’s, each at rate 
o e 

Taver poot Royal Babies Hosp., Woolton.—Res. M.O., at rate of 


London County Council.—Asst. M.O.’s (class I), each £350, 
asst. M.O.’s (class IT), each £250. 

London Hosp., E.1.—Asst. surgeon. Also res. aneesthetist and 
first asst. to skin and light therapy dept., each £150. 
London Lock Hosp., 283, Harrow Road, W.9.—Res. M.O. to all 

depts., at rate of £175. 

London University.— University chair of medicine at St. Mary’s 
Hosp. medical school, £2000. Also University chair of 
dental surgery and pathology at Royal Dental Hosp., £1500. 

Macclesfield General Infirmary.—Second H.S., at rate of £150. 

Manchester, Ancoats Hosp.—Oas. O., £150. 

ae Duchess PA of York Hosp. for Babies.—Jun. res. M.O., 
at rate o a 

rer ord r Doval Infirmary.—Chief asst. to neuro-surgical 

ep 9 w 

Manchester Universty.—Lecturer in human physiology. 

Margate, Royal Sea Bathing Hosp.—H.S., at rate of £200. 

Middlesbrough, North Riding Infirmary.—Sen. H.S., at rate of 


£175. 

Middlesex County Counct].—Third asst. M.O. for Middlesex 
Colony, Shenley, &365. 

Nottingham City Council.—Temporary physician, £15 per week. 

Oldham County Borough.—Asst. schoo] M.O., £550. 

Oldham Royal Infirmary.—H.S., at rate of £175. 

Plymouth, Prince of Wales’s Hosp., Greenbank Road.—Res. 
anesthetist and H.S. to spec. depts, at rate of £120. Also 
two H.S.’s, each at rate of £120. 

Plymouth, Prince of Wales’s Hosp., Lockyer Street.—H.S., at 

Plymouth Cin Asst. M.O.H., £500 

ym 1) ond St. . e .9 . 

Plymouth Cily General Hosp.—Jun. asst. M.O., £250. 

Port of London.—Deputy M.O.H., £900. 

Prince of Wales’s General Hosp., N.15.—Jun. H.P. and two 
jun. H.S.’s, each at rate of £90. Also tone stig pee 

Queen Mary’s Hosp. for the East End ratfo .15.—— Res. 
M.O. and cas. O., each at rate of £150. H.P. and H.S., 
each at rate of £110. Also obstet. H.S., at rate of £110. 

Queen’s Hosp. for Children, Hackney Road, E.2.—Dental surgeon, 
£1 7s. 3d. per session. 

Redhill County Hosp., Surrey.—Res. asst. M.O., at rate of £250. 

Belg riage med gaa Ley ree 

al Air Force. —Com ons. 

Royal Army Medical Corps, Whitehall, S.W.1.—Supplementary 
reserve of officers. 

Royal Cancer Hosp., Fulham Road, S.W.3.—Asat. physician. 
Asst. radiologist for therapeutic dept., 2350. Also surg. reg. 
and med. reg., each £150. 

Royal Eye Hosp., St. George’s Circus, S.Z.1.—Sen. H.S. Also 
two asst. H.S.’s, at rate of £150 and £100 respectively. 
Royal Free Hosp., Gray’s Inn Road, W.0.1.— - cas. O., 

at rate of £150. 
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Royal London Ophthalmic Hosp., City Road, E.C.1.—Sen. res. 
officer, at rate of £150. 

Royal Masonic Hosp., Ravenscourt Park, W.6.—Two res. 
surg. O’s, each at rate of £250. 

Royal Naval Medical Service.—M.O.’s. 

peOUa N Hosp., Holloway, N.7.—Pathological registrar, 

Royal Waterloo Hosp. for Children and Women, Waterloo Road, 

S.E.1.—Aneesthetist, £100. 

St. John’s Hosp. for Diseases of the Skin, 5, Lisle Street, Leicester 
Sauar. Cee GMepeuent and inpatient med. registrars, 
ea š 


lebone Borough.—M.O.H., 81350. . 
S., and cas. H.S., each at rate of £125. 
H.P., at rate of £100. 

Blythe 


officer, £600. 

Swansea General and Eye Hosp.—H.P., at rate of £150. 

OY LORD Essex.—Med. supt., £200. Also H.S., at rate of 

University College Hosp., Gower Street, W.C.1.—Two hon. 
anresthetists. 

ia Hosp. for Children, Tite Street, Chelsea, S.W.3.— 
Surgeon to outpatients. Also hon. surg. reg. 

Wakefield, Clayton Hosp. and Wakefield General Dispensary.— 
Res. surg. O., £250. 

Wales University.—Mrs. John Nixon Research Scholarship, 
£150. Lord Merthyr Research Scholarship, £200. Also 
Ewer Maclean Research Scholarship, £150. 

Walsall County Borough.—Asst. M.O.H., £500. 

Walsall General Hosp.—Res. surg. O., £300. 

Warwick, King Edward VII Memorial Sanatorium, Hertford 
Hill.—First asst. M.O., £350. ; 

West Riding County Council.—Supervisor of meals, £300. 

Woolwich and District War Memorial Hosp., Shooters Hill, 
S.E£.18.—Hon. asst. surgeon and hon. asst. obstet. surgeon. 
Also H.S., at rate of £100. 

oneer County and City Mental Hosp., Powick.—Asst. M.O., 


The Chief Inspector of Factories announces vacancies for 
E i Factory Surgeons at Uxbridge (Middlesex), 
eee Winsford (Cheshire) and Coupar 

r e 


Angus (Pe 
Medical Diary 


Feb. 20 to Feb. 25 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
` TUESDAY.—5 P.M., meeting of fellows. 

Pathology. 8.15 P.M., laboratory meeting at oup 
laboratory and central histological laboratory, Archway 
Hospital, Archway Road, N.19. 

WEDNESDAY. 

Comparative Medicine. 7.45 P.M. (National Institute for 
Medical Research, Hampstead, N.W.3), C. H. Stuart- 
Harris: Neurotropic Strain of Human Influenza Virus. 
J. R. Perdau: Comparison of Experimental Lesions in 
Louping-ill and Australian X Disease. F. B. Gordon: 
Toxoplasma-like Parasite in the White Rat. A.S. Parkes: 
Experimental Hyperfcetation in the Rabbit. R.E. Glover: 
Cultivation of the Virus of Aujeszky’s Disease. 


THURSDAY. 

Urology. 8.30 P.M., Mr. D. S. Poole Wilson: The Treat- 
ment of the Incompletely Descended Testis. Dr. Ian 
Donald : New Automatic Bladder Irrigator. 

FRIDAY. 

Disease in Children. 4 P.M., mecting at the Hospital 
for Sick Children, Great Ormond Street, W.C.1. 

Epidemiology and State Medicine. 8.15 P.M., Dr. Alfred 
Cox, Dr. Andrew Topping, Dr. Lindsey Batten, Dr. Frank 
Gray, and Dr. E. R. C. Walker: The Proper Sphere of 
State Medicine. 

Odontology. Combined meeting of Odontological Societies 
at Birmingham. 


ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
WEDNESDAY.—2.30 P.M. (11, Chandos Street, W.1), Dr. D. R. 
MacCalman: Present Status and Functions of the Child- 
Guidance Movement in Great Britain and its Possible 
Future Developments. 8.30 P.M., (joint meeting with medical 
section ofthe British Psychological Society at B.M.A. House, 
Tavistock Square, W.C.1), Dr. A. A. W. Petrie, Dr. J. Ivison 
Russell, Dr. R. D. Gillespie, and Dr. Noel Harris: Mental 
Nursing. : 
Pathological, Bacteriological and Biochemical Subcommittee. 
TUESDAY,.—8 P.M. (Central Pathological Laboratory, Denmark 
Hill, S.E.5), Dr. A. E. Evans, and Dr. W. M. Ford 
Robertson: The Pathological Significance of Recovery 
from Long-standing Psychoses. 


MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 
MONDAY.—9 P.M., Prof. G. Grey Turner: Surgery of the 
Gall-bladder and Bile-ducts. (Lettsomian lecture.) 


CHELSEA CLINICAL SOCIETY. 


TUESDAY.—8.30 P.M. (Rembrandt Hotel, Thurloe Place, 
S.W.7), Captain Alex, S. Mackay : Lighthouses. 
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EUSTON MEDICAL SOCIETY. 


THURSDAY.—9 P.M. (Euston Hotel), N.W.1, Mr. A. G. Wells: 
Medical Treatment of Deafness; Mr. H. A. Cowan will 
show a film of the mastoid operation. 

ST. JOHN’S HOSPITAL DERMATOLOGICAL SOCIETY, 
5, Lisle Street, W.C.2. 

WEDNESDAY.—4.30 P.M., clinical cases. 5 P.M., Dr. F. F. 

Hellier: Environment and Constitution in Dermatology. 
MEDICO-LEGAL SOCIETY. 

THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Mr. D. 

Harcourt Kitchin : The General Medical Council. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1. 
THURSDAY.—-5 P.M., Dr. Do Stewart: Industrial 
Incapacity and Modern Medicine. (Milroy lecture.) 


BRIE oe MEDICAL SCHOOL, Ducane 
oad, W.12. 

TUESDAY.—4.30 P.M., Dr. S. Levy Simpson: Diseases of 
Endocrine Glands. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. T. C. Stamp: Passive Immunisation 
in Therapeutics. 3 P.M., clinical and pathological con- 
ference (surgical). 4.30 P.M., Prof. E. C. Dodds : Hormones 
in Relation to Medicine and Pathology. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 3.30 P.M., Dr. A. S. Parkes, F.R.S.: 
The Anterior Pituitary Hormones. 

FRIDAY.—2 P.M., clinical and _ pathological 
obstetrics and gynecology). 2.30 P.M., Mr 

homas: Empyema and Abscess of the Lung. 

Daily, 10 A.M. to 4 P.M., Medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

TAVISTOCK CLINIC, Malet Place, W.C.1. 

MONDA cae P.M., Dr. H. V. Dicks: Sexual Maladjust- 
ments. 

THURSDAY.—4.30 P.M., Dr. T. W. Mitchell: The Psycho- 
neuroses. 

ST. GEORGE’S HOSPITAL, S.W.1. 

THURSDAY.—5 P.M., Dr. E. Guttmann: psychiatric demon- 
stration. 

OO FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—3 P.M., Dr. E. A. Cockayne: The Di 0sis 
of the Leuksmias in Childhood. 3 P.M., Mr. Charles 
Donald : Swellings and Sinuses in the Neck. 

Outpatient clinics daily at 10 a.M., and ward visits at 2 P.M. 


MAIDA, VALE HOSPITAL FOR NERVOUS DISEASES, 
THURSDAY.—3 P.M., Dr. Blake Pritchard: clinical demon- 


conference 
C. Price 


stration. 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.3. 
WEDNESDAY.—4 P.M., Dr. Rickword Lane: Side-room 


Tests in Genera] Practice. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn Road, W.C.1. 
FrRmay.—4 P.M., Mr. Harold Kisch: Frontal Sinusitis— 
Diagnosis and Treatment. 
NATIONAL HOSPITAL, Queen Square, W.C.1. 
MONDAY.—3.30 P.M., Mr. G. Elmquist: demonstration of 
remedial exercises. ; 
TUESDAY.—3.30 P.M., Dr. Purdon Martin : Neurosyphilis (4). 
WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: clinical 
demonstration. 
THURSDAY.—3.30 P.M., Dr. Gordon Holmes, F.R.S.: Cere- 
bellar Tumours. 
FRIDAY.—3.30 P.M., Dr. E. A. Carmichael: 
Diseases (2). 
Outpatient clinic daily at 2 P.M. 
DONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, 
W C. 


TUESDAY.—5 P.M., Dr. Hugh Gordon: Treatment of Acne. 
THURSDAY.—5 P.M., Dr. Arthur Burrows: Malignant Condi- 
tions of the Skin. (Chesterfield lectures.) 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1. 
FRIDAY.—3.30 P.M., medical registrars: Electrotherapy 
and Hydrotherapy in the Rheumatic Diseases. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Dr. Temple Grey: The Difficulties of Death 


Certification. 
FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SATURDAY.—INFANTS HOSPITAL, Vincent Square, 
S.W.1, all-day course in children’s diseases.—ST. MaARY’S 
HosPITAL, Paddington, W.2, Tues. and Thurs. 8 P.M., 
clinical and pathological M.R.C.P. course.— BROMPTON 
HosPITAL, S.W.3, 5.15 P.M., twice weekly, M.R.C.P. course 
in chest diseases. Mon., Wed., Fri., 5.15 P.M., primary 
F.R.C.S. physiology course at 11, Chandos Street, W.1.— 
St. JOHN’S HOSPITAL, 5, Lisle Street, W.C.2, afternoon 
course in dermatology. (Open to non-members.) 
LEEDS GENERAL INFIRMARY. : 
TUESDAY.—3.30 P.M., Dr. S. J. Hartfall: Some Aspects of 
the Treatment of Fibrositis and Arthritis. 
MANCHESTER ROYAL INFIRMARY. 
FRIDAY.—4.15 P.M., Mr. A. Graham Bryce: surgical cases, 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. i 
WEDNESDAY.—4.15 P.M. (Royal Maternity and Women’s 
Hospital), Dr. R. A. Lennie : Antenatal Care. 


Deficiency 
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NOTES, COMMENTS, AND ABSTRACTS 


THE PREVALENCE OF CONTRACEPTION 
RAYMOND PEARL’S STUDY | 


STUDENTS of population are generally agreed 
that the decline of the birth-rate in the Western 
World should be attributed mainly, if not entirely, 
to the practice of contraception. But it is only 
within recent years that attempts have been made to 
ascertain the prevalence of contraception in a given 
community as a whole or in separate sections, or to 
relate varying prevalence to differences of economic 
status, race, or religion. Statistics on such subjects 
have been published, but for the most part they are 
based on the records of birth-control clinics, and the 
women attending these clinics form a selected group, 
heavily overweighted with multipare and of relatively 
high fertility. Such objections do not, however, 
apply to a remarkable investigation recently under- 
taken by Prof. Raymond Pearl, and explained in his 
Heath Clark lectures delivered in the London School 
of Hygiene and Tropical Medicme in the autumn 
of 1937, now published in book form.? 

The investigation, which in extent and significance 
is far in advance of anything previously attempted 
in this field of inquiry, was carried out in 26 large 
American cities east of the Mississippi and north of 
the most southern tier of states. The cost of the 
investigation was largely defrayed by the Milbank 
Memorial fund. Particulars were obtained of 30,949 
women, 25,316 white and 5633 negro, living in these 
cities each of whom gave birth to a baby in the 
obstetric department of a hospital during 1931-32, 
the number of hospitals participating being 139. 
The particulars included (a) the entire reproductive 
history, (b) the use of contraceptives, (c) statements 
concerning health, religion, and racial, educational, 
and economic status. The information was obtained 
and recorded by the medical officers of the hospitals, 
all of whom were specially trained in obstetrics. 
They worked under the general direction of Prof. 
Pearl, in whose opinion the data may “ be accepted 
with a considerable degree of confidence as indicative 
of conditions in the general population, and particu- 
larly of the urban population, of the United States.” 

Two classes of women of childbearing age were, 
however, not represented in the sample: (1) those 
physiologically incapable of bearing children, and 
(2) those voluntarily infertile for the period covered 
by the investigation. Of the white women, 54 per 
cent, said that they had never practised contraception, 
and the investigators found no reason to doubt their 
statements; 3°2 per cent. said the same, but there 
were reasons for doubting their veracity ; 42-7 per 
cent, said that they had practised contraception. 
The corresponding percentages in the negro group 
were 83-0, 16:4, and 0-6. Pearl gives reasons for 
thinking that the percentage of white women 
definitely recorded as practising contraception is 
below the corresponding percentage for the popula- 
tion from which the sample was drawn, which he 
estimates at from 55 to 60. 

One object of the inquiry was to ascertain the 
relation between the prevalence and efficiency of 
contraceptive practice and the fertility of classes 
differing in economic status, education and religion. 
This part of the inquiry was restricted to married 
women living in wedlock, married once only, and 


1. The Natural History of Population. 
(Johns Hopkins University). 
1939. Pp. 416. 10s. 6d. 


By Raymond Pear] 
Oxford University Press. 


free from any gynecological disease recognisable in 
the hospitals in which they were delivered. The 
number of such women was 22,657, of whom 19,613 
were white and 3044 negro. They were divided 
according to economic status into four groups: 
Very Poor, Poor, Moderate Circumstances, Well-to-do 
and Rich; and the percentage of white women 
practising contraception to all white women in their 
respective groups rose from 30:0 among the Very 
Poor to 80-1 among the Well-to-do and Rich. There 
was a similar rise in the efficiency of contraceptive 
practice measured by postponement of pregnancy, the 
differences being much greater among multipare 
than primipare. The general trend in the negro 
classes was similar, but there was no negro Well-to-do 
and Rich class. Reviewing the relation between 
economic status and fertility, Pearl concludes that :— 


‘‘The results of the study make it quantitatively 
clear that the major factors immediately associated 
statistically with the observed economic class differen- 
tial fertility in this American population sample were 
(a) increasing age at marriage with advancing 
economic position; (b) increasing prevalence of 
contraceptive efforts with advancing economic status ; 
and (c) increasing effectiveness of the contraceptive 
efforts actually made with advancing economic 
status. The evidence indicates that in the absence 
of these factors there would be but little if any 
fertility differential between the several economic 
classes.” 


This conclusion is in general agreement with results 
reached by other workers. The facts elicited about 
abortion are more surprising. The number of induced 
abortions (exclusive of abortions induced for medical 
reasons) per hundred pregnancies experienced in each 
of a economic groups of white women is set out 
below :— 


Moderate 5 
Very st figs Well-to-do 
= Totals % | Poor | circum- : 
poor stances and rich 
Non-contraceptors 0°7 0:8 0:7 0-4 1-1 
Contraceptors 2-3 2:4 2-6 2-0 1-0 


In Pearl’s opinion these results, which are based on the 
women’s own statements, understate the true pre- 
valence of induced abortion. He lays stress on the 
fact that the data were all derived from married 
couples living in wedlock; and he is concerned to 
find that ‘in this large sample of respectable white 
married women already shown tobe fairly repre- 
sentative of the general population from which it 
came, those who practice contraception as a part of 
their sex life, by their own admission resort to 
criminally induced abortion about three times as often 
proportionately as do their comparable non-contra- 
ceptor contemporaries.” The explanation he gives 
is that ‘‘ criminal abortion is the last desperate remedy 
to correct the failure of contraceptive techniques,” 
and he adds that it may reasonably be deduced from 
his results ‘“‘ that for something like three-quarters 
of that part of the professional abortionist’s business 
that derives from urban American married women 
he can thank the birth controllers and the current 
imperfections in the technique of their art.” 
Abortion, however, was less frequent among the 
Well-to-do and Rich class, in which contraception 
was most prevalent and most efficiently practised, 
than among the contraceptors of lower economic 
status, and it is reasonable to infer that if the latter 
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should reach the standard of efficiency set by the 
most opulent class criminal abortion would become 
less frequent among contraceptors generally. In 
view of the improvements in contraceptive appliances 
and technique which are now being made under the 
combined efforts of scientific research and com- 
mercial enterprise such a result is not unlikely, and 
its effect on population growth in the United States, 
where the net reproduction-rate has already. fallen 
below replacement-rate, would probably be consider- 
able. This, however, is only one of many important 
questions raised by Pearl’s remarkable and significant 
investigation. 


IRON, CALCIUM ‘AND PHOSPHORUS 


A JOINT meeting of the Society of Public Analysts 
and the food group of the Society of Chemical Industry 
was held on Feb. 1 in the Chemical Society’s rooms 
at Burlington House. The subject dealt with was 
the analysis and differentiation of the composition 
of iron, phosphorus and calcium compounds in respect 
of nutritional requirements. Prof. J. C. Drummond, 
in introducing the subject, referred to the develop- 
ment of methods of assessing nutritional value since 
the pioneer work of Liebig. 
determination of the total intake of iron, phosphorus 
and calcium was insufficient. For example, the 
nutritional value of iron in red meat was very different 
from that of the iron in wheat, and methods of 
estimating ‘availability ’’ of the iron had assumed 
great importance. The problems arising in connexion 
with phosphorus and calcium were in many respects 
closely interrelated and had an important bearing 
on the function of vitamin D. At the present time 
the average intake of calcium and the Ca/P ratios 
of diets were apparently lower than they used to 
be and considerably below the optimum values, and 
this might account for the necessity of supplementing 
the normal intake of vitamin D by the use of rich 
sources of this vitamin which formerly were neither 
necessary nor available. 

Speaking on the relation of iron to nutrition, 
Dr. R. A. McCance pointed out that this metal in 
the ionisable form—e.g., as mineral salts—was utilis- 
able by the animal body to a much greater extent 
than the iron in organic combination in hemoglobin 
or hematin. Since 1930 a means of discriminating 
between these two forms of combination of iron by 
means of aa’-dipyridyl, which determined the former 
but not the latter state of combination, had come into 
use. Valuable as this method was, a critical examina- 
tion of the results obtained with it, compared with 
those of biological assays, showed wide and variable 
discrepancies, Probably the use of tripyridyl was 
preferable to that of aa’—dipyridyl, and there was 
room for great improvement in the methods of 
biological assay used in this work. It would seem 
that the iron not determined by aa’—dipyridyl could 
not be entirely accounted for as hemoglobin or 
hematin, and the nature of the fraction not accounted 
for had not yet been ascertained. 

Dealing with phosphorus, Prof. H. D. Kay pointed 
out that in certain respects the nutritive values of 
phosphorus and calcium were interdependent. In 
man, about 90 per cent. of the total phosphorus 
present was in the bones, about 8 per cent. in the 
muscles, and much smaller quantities in the brain 
and blood. The presence of precipitants for phosphates 
in the food ingested might seriousby interfere with 
absorption of phosphorus. This was strikingly shown 
by recent experiments on the effect of ingestion of 
beryllium carbonate, which owing to the almost 
complete insolubility of beryllium phosphate was 
able to prevent absorption of phosphates present in 
the food and so give rise to rickets even with diets 
rich in vitamin D. A similar precipitating action on 
phosphates would account for the fact that a large 
excess of calcium in a diet interferes with phosphorus 
absorption. 


Today the mere ` 


Dr. J. D. Robertson, speaking in place of Prof. 
E. C. Dodds, who was unable to be present, described 
the procedure employed by them in studying the 
calcium-balance in human beings over three-day 
periods, and gave details of the analytical methods 
employed. The calcium voided in such studies com- 
prised that part of the calcium ingested which had 
not been absorbed, and also the calcium from the 
system which had been excreted. Calcium absorption 
depended on such factors as the composition of the 
diet, hydrochloric acidity and the presence of certain 
substances, notably lactose. 


“THE STRONGHOLD ” 


Jobn Quickshott, the hero of Richard Church’s 
new novel of the war years (London: J. M. Dent. 
8s. 6d.), is an over-serious young man who works in 
the Customs Office and feels the call to be a doctor. 
He devotes his abundant leisure to securing a degree 
in physiology and so becomes a medical student. 
Meanwhile, for no very concrete reason, he parts from 
his lover, Dorothy Sinmer, a young woman much too 
good for him who goes to France to do war work, 
and unknown to John affords him financial help. 
After many vicissitudes the lovers are reconciled, but 
sympathy goes out to Dorothy for it is hard to believe 
that John will become either a good doctor or a good 
husband. The subsidiary characters are not altogether 
convincing: Phyllis Drayton, sensual, stupid and 
patrician, ignorant of the facts of life, seduced by a 
Guards officer, and dying of postpartum hemorrhage ; 
Matthew Brennan, purporting to be the perfect 
“ metropolitan ’’ but in fact merely a theatrical 
figure. Dorothy’s cow-like sister Mary and her 
rather ineffective little husband are more real. We 
may wonder why a third-year student suddenly 
puts in six months as a clinical clerk at the Cancer 
Hospital, or why without so much as the experience 
of a month on “district ”’ he finds it necessary to 
apply forceps to a multipara having a slightly pre- 
mature but otherwise normal labour. The medical 
reader must be ready to overlook some bad obstetrics 
and skim over a particularly purple description of an 
out aaa of the breast if he means to enjoy this 
novel. 


A NATIONAL LANGUAGE FOR INDIA 


THAT Hindustani will be the national language 
of. India, ousting English from its position as the 
normal means of both the education and the expression 
of science, is claimed by Capt. E. S. Gopalan, who 
advises scientists, especially medical men, in India 
to learn Hindustani and to publish their papers in 
that language instead of English (South Ind. Med. 
November, 1938, p. 151). His argument is special 
pleading based on dubious assumptions. For instance, 
he says that ‘‘ Hindustani is really the lingua franca 
of India”; but surely, writing from Coimbatore, he 
will be aware that Tamil (a non-Aryan language) is 
spoken by over 18,000,000 people in India, by many 
others in Ceylon, and by Tamilians in Assam, Burma, 
Malaya, and elsewhere. It is the language of the 
Carnatic coast from Madras to Cape Comorin. Besides 
Tamil there are three other chief Dravidian languages : 
(1) Telegu (Andhra), spoken by 24,000,000 people, 
the language of the Carnatic and northern Circars 
from Madras to Ganjam; (2) Canarese, spoken by 
10,500,000 people in the Deccan, the official language 
of the state of Mysore; and (3) Malayalam, spoken 
by 7,000,000 people in Travancore, Cochin, and 
Malabar—not to mention eleven other Dravidian 
languages. Where any of these is spoken as the 
vernacular, English rather than Hindustani is ordin- 
arily used as the link between European and Indian. 

Gopalan also claims that “culturally it (India) 
has been, is, and is going to be one in spite of the 
apparent diversities in religion and provincial lan- 
guages.” He seems to be one of those who believe in 
the Aryan myth despite the fact that, according to 
Slater in his ‘* Dravidian Element in Indian Culture ”’ 
(1924), the Dravidian element preponderates over all 
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other elements in the racial make-up of the people 
of India. Slater (sponsored by no less an authority 
than Prof. H. J. Fleure) says that the ‘‘ Indians cling 
to the theory that they are ‘ Aryans’ and that their 
religion and culture are ‘ Aryan.’ ... In India the 
Aryan theory rests upon a solid basis of sentiment. 
Indian amour propre is gratified by the idea that 
Indians are Aryans, so to say, of the elder line; 
British, French, and Germans Aryans of the younger 
and till lately relatively uncivilised branch.” | 

We should regard it as a retrograde step for English 
medical publications to be replaced by Hindustani. 
Science is international and the smaller its confusion 
of tongues the better for those engaged in scientific 
work, Moreover it would probably be easier to replace 
Hindustani by English in northern India than to 
teach Hindustani to southern India. 
to which English has already become the language 
of South India is amazing,” wrote Slater fifteen 
years ago. Scientific progress is obviously best linked 
with a language such as English, which, as Gopalan 
admits, is the best foreign language for the purpose, 
“as itis handled by the largest number of people in 
three continents.” 


PAIN IN CANCER OF THE CERVIX 


MODERN methods of treatment have lengthened 
the period of survival for many sufferers from cancer 
of the cervix and for that very reason there may be 
more cases in which pain is a symptom of outstanding 
importance. J. Ducuing analyses the types of pain 
encountered and the methods of treatment available 
(Tech. chir. 1988, 30, 125). He argues persuasively 
that where death is likely to be delayed for some 
time and the general health is not much affected 
the patient should be given the chance of relief 
offered by one or other of the newer methods, which 
provide an alternative to opiates. The procedures 
used with varying degrees of success include injection 
of alcohol (intraneural, epidural, subarachnoid), 
sympathectomy, nerve-root section, and chord- 
otomy. The choice between them depends partly 
on the type and origin of the pain and partly on the 
general condition. No one method is successful in 
all cases, and some of them are too risky to attempt 
where a patient is already very ill. Minor procedures 
such as intrathecal alcohol injection can, however, 
be safely performed even in the last stages of cancer 
and they sometimes give great relief. 


ANNUAL REPORT OF A G.P. 


In the belief that the flow of knowledge from 
hospital to general practitioner may be reversed 
with profit to all concerned Dr. Trier Hansen, a 
Danish general practitioner, has published a report 
on his year’s work (Ugeskr. Laeg. Jan. 12, p. 47). 
The cases he saw in his moderately large country 
practice are classified in alphabetical order in Latin 
terms, only new cases being included. The first 
year of life formed one category, and the next 
thirteen years another. There was one category for 
women and another for men; one for the cases 
referred to specialists or ambulatory treatment ; 
one for hospital admissions; one for operations ; 
and one for deaths. Under A, for example, is to be 
found angina (tonsil) with 3 cases in infancy, 48 
in childhood, 49 in women and 38 in men; 2 being 
admitted to hospital, with 1 death. Next comes 
ascariasis, represented by 23 cases in childhood and 
3 in adult life. The heading nihil is reserved for 
3 infants, 4 children, 4 women and 2 men. The 
alphabetical list ends with various forms of “ vulnus.” 
Dr. Hansen gives an imposing list of dental extractions 
classified according to the number of teeth extracted. 
He comments sorrowfully on the disinclination of 
hospital doctors to attend to their patients’ teeth. 
Prophylactic dentistry is still considered a costly 
luxury in his district, and the resultant sins of 
omission are often visited on the general practitioner. 
A study such as this is valuable by itself, but its 
value would be much enhanced if it could be compared 
with similar studies in other areas and at other times. 
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SULPHANILAMIDE ERUPTION 


WRITING in the American Journal of Diseases of 
Children (1938, 56, 1256), E. R. Schlesinger and 
W. L. M. Mitchell, jun., propose the following 
“ natural history’ of sulphanilamide eruption. 
There is, they say, a prodromal fever, sometimes 
preceded by transient leucopenia and followed by a 
morbilliform rash, often with splenomegaly. The 
eruption develops within 5-17 days of commence- 
ment of the treatment and lasts 36-96 hours. Subge- 
guany secondary leucopenia has been observed. 

ter administration of sulphanilamide has produced 
a scarlatiniform rash with fever and leucocytosis 
within a few hours, while continued administration 
has been associated with increased capillary fragility 
and occasionally arthritis.. Passage of time and 
increase of the dose for a short period, or repeated 
large doses at intervals, have decreased or abolished 
these reactions. 

_ Schlesinger and Mitchell themselves report 10 cases 
in children of ages ranging from four to eleven years. 


AN INFORMATION SERVICE IN HUMAN 
GENETICS 


LAsT year the Bureau of Human Heredity issued 
to members of their information service a bulletin to 
help those engaged in current research in human 
heredity to get in touch with other workers in the 
same subject. A second bulletin is now in prospect 
and information is already to hand from many 
research institutions as well as from individual 
workers abroad. The bureau is desirous to obtain 
the codperation of those interested in particular 
studies of human genetics in this country. Such 
workers are invited to send to the bureau an intima- 
tion of the subjects on which they are engaged, not 
to exceed 100 words, accompanied by a subscription 
of. 5s. and including their address and the name of 
the institute (if any) to which they are attached, 
The material so collected will be issued in three 
languages to subscribers only. The office of the 
bureau is at 115, Gower Street, London, W.C.1. 


_ Births, Marriages and Deaths _ 


BIRTHS 


ANDERSON.—On Feb. 8, at Glasgow, the wife of Dr. Thomas 
Anderson—a son. 

FINLAIsON.—On Feb. 9, at Burnsall Strect, Chelsea, the wife 
of Mr. F. H. Finlaison, F.R.C.S.—a daughter. 

FULLERTON.—On Feb. 11, the wife of Captain A. H. T. Fullerton, 
R.A.M.C.—a son. 

HvuaHes.—On Feb. 11, at Sutherland Avenue, Maida Vale, 
the wife of Dr. William Hughes, Colonial Medical Service, 
Nigeria—a daughter. 

KERSLEY.—On Feb. 12, the wife of Dr. G. D. Kersley of Bath— 
a son. 

THOMAS.—On Feb. 11, at King’s College Hospital, London, 
the wife of Dr. René Thomas, of York—a son. 

WHyYtTr.—On Feb. 8, at Aberdeen, the wife of Captain A. G. D. 
Whyte, R.A.M.C.—a son. 

WINTERTON.—On Feb. 8, at the London Clinic, the wife of 
Mr. Ralph Winterton, F.R.C.S.—a daughter. 


DEATHS 
CROWDY.—On Feb. 12, at Pinhoe, Exeter, Francis Demainbray 
Crowdy, M.A., M.D. Oxfd, aged 81. 


CULMER.—On Feb. 7, John James Culmer, M.R.C.S., of Nassau, 
Bahamas, aged 72. 


Dovuetas.—On Feb. 14, at Droitwich, Major-General Henry 
. Edward Manying Douglas, C.B., V.C. L.R.C.P.E., 
A.M.S. (retd.) 

Home Ross.—On Feb. 10, in London, John Ross Home Ross, 
M.B. Edin., F.R.C.P.E., of Lower Kingswood, Surrey. 
Kmsy.—On Feb. 9, 1939, at Bath, Thomas Kirby, aged 71 years. 

A governor and formerly registrar of the Royal Nationa) 


Hospital, Bath. 
McCarpizx.—On Feb. 14, at Warwick, William Joseph McCardie, 
M.B. Camb., M.R.C.S., aged 74. 
OKELL.—On Feb. 8, at Chesterton, Cambridge, Charles Cyril 
Okell, M.C., M.B., Sc.D. Camb., F.R.C.P., aged 50. 
N.B.—A fee of Ts. 6d. is charged for the insertion of Notices of 
Births, Marriages and Deaths. i 
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A NUMBER of theories have been put forward to 
explain the action of sulphonamide drugs in bacterial 
infections. Briefly, these theories may be divided 
into four main groups: (1) that the drugs have a 
stimulating action on the specific and non-specific 
body defences; (2) that the drugs neutralise toxic 
bacterial products; (3) that the drugs act on the 
bacteria themselves, either as germicides or in some 
more subtle fashion by interfering with invasive 
power and ability to multiply rapidly ; and (4) some 
combination of two or more of these explanations. 
The following experiments deal mainly with the 
mechanisms of bodily defence and with the action of 
the drugs on the bacteria. 


EFFECT ON SPECIFIC AND NON-SPECIFIC BODY 
DEFENCES 


The discovery that 2-(p-aminobenzenesulphonamido) 
pyridine (hereafter referred to as M. & B. 693) was 
highly active against pneumococcus (Whitby 1938) 
provided an opportunity for making more conclusive 
studies on the question of specific stimulation 
of antibodies than was possible with strepto- 
coccal infections. This was because active and 
passive immunisation in the mouse is easy to 
accomplish with pneumococcus and the active 
immunity induced is reasonably durable. Orthodox 
methods of immunisation may therefore be compared 
as to efficiency and speed of production with the 
immunity created by treatment of infected animals 
with M. & B. 693. . 


Effect on leucocytes and phagocytes.—Rabbits fed 
intensively with M. & B. 693 over a period of four 
days show no changes in the leucocyte count. The 
drug, therefore, does not act as a simple leucocytic 
stimulant. Mice inoculated with living pneumococci 
become leucopenic if the infecting dose is sufficient 
to produce symptoms of illness; if the dose is so 
small that no illness is produced, the leucocytes 
remain at a normal level. The same features can be 
observed in mice and rabbits inoculated with large 
doses of living pneumococci and protected with 
M. & B. 693. Those animals which survive have a 
normal leucocyte count throughout (not leucocytosis), 
whereas animals which the drug fails to protect have 
leucopenia; but, if recovery occurs without the 
aid of M. & B. 693, a leucocytosis is observed. In 
mice and rabbits, therefore, exhibition of the drug 
is not associated with stimulation of leucocytes ; 
the blood picture is an inert one which implies neither 
stimulation nor depression of the marrow. 

During the course of numerous experiments we have 
examined sections of the spleens of animals inoculated 
with living cocci and protected with M. & B. 693. 
We have never been able to demonstrate anything 
more than a few phagocyted cocci at any stage in the 
recovery period. Stimulation of the phagocytic 
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activity of reticulo-endothelial cells has been said 
to occur in rabbits treated with sulphanilamide 
(Finklestone-Sayliss, Paine, and Patrick 1937), but 
we have found no evidence of this feature in mice 
treated with M. & B. 693. Splenectomised mice are 
readily protected against 10,000 lethal doses of 
pneumococci, provided that feeding with the drug 
is prolonged. Feeding up to the 4th day is sufficient 
to eradicate the infection in ordinary circumstances, 
but with splenectomised animals, if feeding is stopped 
on the 4th day, a considerable number of animals 
die on the 6th, 7th, or later days. The spleen would 
thus appear to play some part in completing 
the clearance of the infection. Gross, Cooper, and 
Peebles (1937) also found that splenectomy did not 
prevent the protective action of sulphonamide in 
mice infected with streptococci; protection was the 
same as with normal mice. 


Specific antibodies and specific protection.—The first 
point to receive consideration was the efficiency of 
the immunity conferred by active immunisation with 
killed vaccine as compared with that found in animals 
inoculated with living pneumococci and afterwards 
saved by the oral administration of M. & B. 693. It 
is not possible to immunise actively with small doses 
of living pneumococci, because with a virulent strain 
the animals are unable to survive an inoculation 
which theoretically contains no more than one 
pneumococcus. In a series of experiments it was 
readily shown that mice which survive inoculation 
with 10,000 lethal doses of pneumococci, having been 
treated with 30 mg. of M. & B. 693 as previously 
described (Whitby 1938), are, one week later, com- 
pletely immune to a second inoculation with as 
much as 1,000,000 lethal doses without further treat- 
ment. This immunity, at the end of one week, is not 
due to retention of M. & B. 693 in the body, because 
none can be demonstrated in the blood; nor is the 
immunity due to any subtle action of M. & B. 693 
on the immunity-producing mechanism, because 
mice which have a parallel course of M. & B. 693 
but receive no inoculation with pneumococci are not 
immune at the end of a week. Furthermore, the 
immunity produced by saving infected mice with 
M. & B. 693 is definitely related in a quantitative 
manner to the. infecting dose. Thus, mice infected 
with 100 lethal doses of cocci and saved with 
M. & B. 693 are not nearly so immune to subsequent 
inoculation as are those infected with 10,000 lethal 
doses of cocci. This solid immunity to pneumococcus 
is specific for pneumococcus and specific for type in 
the same way as when immunity is created on 
orthodox active lines, despite the fact that M. & B. 693 
acts on numerous types of pneumococci. 

Turning now to the question of active immunisation 
with killed pneumococci, it was found that 1,000,000 
lethal doses of killed pneumococci—an antigen of 
approximately the same size as 10,000 lethal doses of 
living cocci, because the latter undergo multiplication 
during the first few hours of the experiment (see 
table II)—provides, at the end of a week, immunity 
to inoculation with between 10,000 and 1,000,000 
lethal doses of living cocci, an immunity which is as 
efficient as that found in mice which are saved with 
M. & B. 693, as described above. Finally, mice 
immunised with killed cocci and given a course of 


-M. & B. 693 are not more effectively immunised. 


The above series of experiments was then extended 
to compare the speed of production of immunity, 
especially as to whether the administration of 

H 
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M. & B. 693 increased the speed. Five batches of 

six mice for each of the following groups were used :— 
(1) Receiving 1,000,000 lethal doses of killed cocci. 
(2) Receiving 1,000,000 lethal doses of killed cocci 

and a daily dose of 30 mg. M. & B. 693. 

` (8) Receiving 10,000 lethal doses of living cocci 

and a daily dose of °30 mg. M. & B. 693. 


The development of immunity was tested by 
taking daily a batch of six mice from each group 
and inoculating the batch with 10,000 lethal doses 
of living pneumococci. Thus, batches of six mice 
from each group were tested for immunity on the 
Ist, 2nd, 3rd, 4th, and 5th days after primary 
inoculation. Analysis of the results showed clearly 
that no immunity developed in any group until the 
3rd day, and that there was no solid immunity until 
between the 4th and 5th days. Since the result was 
the same in each group, it may be concluded that 
M. & B. 693 does not affect the speed with which 
immunity is produced, Furthermore, the serum from 
mice cured of infection with M. & B. 693 showed 
protective power for other mice treated with it when 
such serum was derived from mice killed about the 
5th day. Serum from mice inoculated with 1,000,000 
dead bacteria also developed protective powers about 
the 5th day, irrespective of whether the mice were 
just vaccinated or also given M. & B. 693 as well as 
vaccination. 

The speed of production of immunity has also been 
investigated from the aspect of agglutinin production 
—a phenomenon of immunisation which is demon- 
strable in vitro. Pneumococcal infections in mice 
as well as active immunisation with doses of killed 
cocci of the size described above do not produce 
agglutinins of titre high enough to allow of clear-cut 
deductions. We therefore used a living Vi strain of 
Bact. typhosum. With this strain 10° bacteria were 
100 per cent. lethal to mice, whereas 10° were just 
sublethal. With a dose of 10? bacteria, 33 per cent. 
of mice could be protected by the administration of 
50 mg. of sulphanilamide distributed in five doses 
over 3 days. Two groups, each of eighteen mice, 
were examined for Vi, O, and H agglutinins on different 
days after inoculation. One series received an 
inoculation of 10° living bacteria only—the maximal 
sublethal dose. The other series received a similar 
inoculation but were also treated with five doses of 
sulphanilamide (10 mg.) over a period of 3 days. In 
both groups agglutinin production to all three types 
of antigen was not detectable until the 3rd day after 
inoculation; thereafter the titre increased on the 
4th, 5th, 6th, and 7th days. Further observations 
could not be made, because sufficient blood for a 
satisfactory test involved killing the animals. The 
experiment provided a clear-cut result showing that 
animals treated with sulphanilamide develop agglu- 
tinins neither earlier nor in higher titre than those 
which did not receive the drug. 

Oonclusion.—The administration of sulphonamide 
drugs has no stimulating action on the body defences, 
nor does such administration affect the quality, 
quantity, or speed of production of recognised 
specific antibodies. 


EFFECT ON BACTERIAL GROWTH IN VITRO AND 
IN VIVO 


Effect on the appearance of the organism.—That 
sulphanilamide may cause capsular degenerative 
changes in streptococci was first observed by Levaditi 
and Vaisman (1935). The phenomenon is more easily 
observed with pneumococcus. After the intra- 
peritoneal inoculation of pneumococci into mice, 
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samples have been withdrawn and examined at short 
intervals for evidence of capsular and other changes, 
This has been carried out in mice treated with 
M. & B. 693, both prophylactically and at the time 
of inoculation, as well as in untreated controls, In 
both types of treated animals, at the end of about 
two hours the capsule of the pneumococcus appears 
to be enlarged and to have a rough crenated edge; 
the number of such cocci increases after four hours 
until most of the organisms show this change. In 
large numbers of cocci no capsule can be found by 
staining methods; but we have not been able, in 

mice, to demonstrate that this apparent capsular 
loss is accompanied by loss of type specificity as did 
Telling and Oliver (1938) in the human subject. 
Furthermore, cocci cultivated from blood-stream 
infections late in the course of a treated infection 
(see below) have shown neither capsular loss nor 
loss of virulence. The explanation of this apparent 
discrepancy will be discussed later. 

Effect on multiplication at the site of inoculation.— 
In mice inoculated intraperitoneally with pneumococei 
and protected with M. & B. 693, given prophylactically 
and at the time of inoculation, the organisms multiply 
for the first few hours after inoculation, but not nearly 
to the same extent as in unprotected controls. No 
cocci can be found in peritoneal samples of protected 
mice at the end of twenty-four hours after inoculation. 
There is no evidence that this multiplication within 


TABLE J—-BACTERIA PER 0.0M. OF BLOOD, IN TREATED 
AND UNTREATED RABBITS, AT VARIOUS TIMES AFTER 


INTRAVENOUS INOCULATION OF 10,000,000 sLrviNG 
PNEUMOCOCCI 
Exp. 246/38 1 hour 3rd day 4th day 5th day | 6th day 
1875 5000 3200 1500 Dead 
Treated 
th 338 4 0 0 0 
M. & B. 693 | 
1288 156 0 0 0 
Untreated 82 1672 7400 -— Dead 
controls 26 E 


Dead -— -— 


the first few hours is in any way due to lag in absorp- 
tion of the drug; comparable multiplication oceurs 
in animals which receive the drug prophylactically. 
Furthermore, it is obvious from blood-culture results 
(see below) that pneumococci inoculated into the 
peritoneal cavity enter and multiply in the blood- 
stream for a few hours. Indeed in a high proportion 
of rabbits inoculated with pneumococci intravenously 
the blood-stream multiplication of the coccus appears, 
for a period of a few hours, to be even more rapid m 
animals treated with M. & B. 693 than in control 
animals (table I). 

Effect on invasive power.—When mice are inoculated 
intraperitoneally with living cocci, there follows an 
invasion of the blood-stream which quickly leads to 
the death of the animals. Mice protected either with 
Felton’s serum or with a previous infection cured by 
M. & B. 693 do not suffer blood-stream invasion 


after intraperitoneal inoculation (table II). But, 
when mice are inoculated intraperitoneally with 
10,000 living pneumococci, M. & B. 693 does not 


prevent blood-stream invasion, whether the drug is 
given prophylactically or at the time of inoculation ; 
blood-stream multiplication also occurs for a period 
of at least seven hours, but it is definitely held in 
check and occurs only for a limited period. In animals 
which recover, the blood-stream becomes clear in 
about twenty-four hours. It is evident, therefore, 
that any bactericidal action of the drug does not 
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TABLE JI—cOMPARISON OF THE EFFEOT OF M. & B. AND 

> OF SPEOIFIO IMMUNE BODIES IN PREVENTING BLOOD- 

© STREAM INVASION AFTER INTRAPERITONEAL INOCULA- 
TION WITH PNEUMOCOCCUS 


Bacteria per 0:2 c.cm. 
of blood 


7 hr. 24 hr. 


500,000 +| Dead 
500,000 +; Dead 
500,000 +; Dead 


2 hr. 


j 1500 
Controls. Bacteria only. No drug. 6500 
12 mice. 4 examined at each 4000 


period. 6000 | 500,000 +| Dead 
12 mice. M. & B. 693 given ) 30 mg. £2000 | 5000% | 50° 
at time of inoculation, | | $3000) 300%] 6” 
Immune animals from a previous Nil Nil Nil 
M. & B. 693 experiment. 6 mice. Nil Nil Nil 
Animals given 0:02 c.cm. type I 
serum 30 minutes after intra- Nil Nil Nil 
peritoneal inoculation. No drug. Nil Nil Nil 
6 mice. : 
M. & B. 693 (40 mg.) given 6 hours 800 1600 Nil 
before and again at time of 400 1000 Nil 
inoculation and 7 hours. 9 mice. 1500 4000 Nil 


* Three colonies from each of these plate counts were grown 
in broth and tested with type I agglutinating serum. Capsules 
appeared normal and type specificity was not lost in such cultures. 

Mice were inoculated intraperitoneally with 10,000 pneumo- 
cocci type I. Quantitative blood-cultures were made with 
on c-am. of blood obtained by heart puncture after kiling with 
chloroform. 


instantly become effective. Time is required for 
the infection to be overcome. Blood-cultures from 
rabbits inoculated intravenously with 10,000 pneumo- 
cocci have shown that the clearance of the blood- 
stream takes longer than twenty-four hours in such 
animals as recover after prophylactic and continuous 
treatment with M. & B. 693 (table I). 

Table II shows that M. & B. 693, given prophylactic- 
ally or at the time of inoculation, does not prevent 
blood-stream invasion, whereas passive immunisation 
with Felton’s serum or active immunisation with a 
previously cured infection does prevent such invasion. 


EFFECTS IN VITRO 


A survey of published work and of our experiments 
makes it clear that the bacteriostatic and bactericidal 
activity of these drugs varies with the medium in 
which the test is made, and it is clear that the results 
in certain laboratory media do not run parallel with 
in-vivo activity. Thus sulphanilamide is active 
against streptococci in vivo but is inactive in peptone- 
containing broth, whereas the same drug is active 
against pneumococcus type I in peptone-containing 
broth (Britton 1938) but is almost inactive in vivo. 
A summary of bacteriostatic activity in different 
media is shown in table III. 

Impressed with what may be called the “lag” 


in action of the drugs when used in living animals, 
we have been at pains to discover whether there was 
a similar lag in vitro. Table IV shows the bacterial 
population, at different times, in 2 c.cm. of citrated 
rabbit’s blood containing M. & B. 693, after incubating 
it at 37° C. with different numbers of pneumococci. 
There is also shown the concentration of M. & B. 693 
in the blood before and after the experiment, this 
concentration having been attained by feeding the 
animals before bleeding for the experiment. The 
numbers of bacteria are expressed as per cubic 
centimetre of blood. The citrated blood was obtained 
from three animals, one of them being an unfed control. 

Three points of importance arise out of table IV: 


(1) The drug is not instantly active; the bacteria 
multiply during the first two hours to about the same 
degree as in the control; the restraining action of 
the drug is apparent in six hours, and sterilisation is 
accomplished in twenty-four hours. This lag in action 
is also found in the living animal (tables I and II). 

(2) There is a suggestion that there is quantitative 
relationship between the effective concentration of 
the drug and the number of bacteria. Thus a con- 
centration of 4-2 mg. per 100 c.cm. extinguishes an 
inoculum of 500 organisms, whereas a concentration 
of 16 mg. per 100 c.cm. is effective against 50,000. 

(3) So far as can be ascertained from the quanti- 
tative diazo colour test, the concentration of 


TABLE JTII—BAOTERIOSTATIO ACTIVITY OF M. & B. 693 


AND SULPHANILAMIDE, EXPRESSED AS -+, SLIGHT, 
OR 0, IN VARIOUS MEDIA IN VITRO 
Streptococcus Pneumococcus 
(Richards) (type I 
Medium TERE, 
Sulpbanil- | M. & B. | Sulphanil- | M. & B. 
amide 693 amide 693 
Blood + + | Slight + 
Serum + £ | Slight + 
Serum broth 0 0 | Slight + 
Peptone broth 0 0 | + or slight + 
| 


M. & B. 693 is the same at the end of forty-eight 
hours, whether the drug has exerted its action or not. 


An extension of these experiments showed that 
the same result could be obtained with serum as 
with citrated blood and when M. & B. 693 was added 
to shed citrated blood in the test-tube. From these 
last results it may be concluded that leucocytes are 
not necessary for the action of the drug, and that the 
drug need not be absorbed into the animal body (to 
undergo some change) before it is effective. 

Further experiments were carried out to determine 
more clearly whether there was a quantitative 
relationship between drug concentration and the 


TABLE IV—NUMBER OF BACTERIA IN BLOOD CONTAINING M. & B. 693 AFTER INCUBATION WITH PNEUMOCOOCI 


Concentration of M. & B. 693 4-2 
(mg. per 100 c.cm.) ae 
Bacteria inoculated .. 50,000 500 5 
No. of bacteria— 
hours .. 4,000,000 7000 90 
6 hours .. n +++ 8000 40 
24 hours... +++ Nil Nil 
48 hours ee os sk +++ Nil Nil 


Concentration M. & B. 69 
in 48 hours.. ‘i ws 4 4 4 


16-0 Nil 

50,000 500 5 50,000 | 500 5 
70,000 — 800 10 | 2,000,000 3000 100 
80,000 2000 100 +++ +++ ++ 
Nil Nil Nil +++ +++ ++ 
Nil Nil Nil +++ +++ ++ 
ise | 16 16 Nil Nil Nil 
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number of bacteria affected. The results are shown 
in table V. With an inoculum of 150,000 pneumococci 
(not included in table V) no effect was obtained with 
concentrations of the drug up to 16 mg. per 100 ¢.cm. 

From these results it is clear that the limit of 
activity of M. & B. 693 in a concentration of 16 mg. 
per 100 c.cm. is somewhere between 50,000 and 
150,000 pneumococci. The quantitative grading is 
well shown in tables IV and V. Thus 16 mg. per 
100 c.cm. is effective against 50,000 organisms and 
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between the effective dose of the drug and the number 
of bacteria ; (5) the fact that the drugs act best on 
young actively multiplying virulent organisms ; and 
(6) the variations in in-vitro activity according to 
the medium in which the test is made. 

Capsular degeneration is an in-vivo phenomenon 
and, by ourselves, has only been observed in peritoneal 
samples; this degeneration may as easily be nothing 
more than the final process by which the body rids 
itself of dead pneumococci as be due to a primary 


TABLE V—RELATION OF CONCENTRATION OF DRUG TO NUMBER OF BACTERIA 
Experiments with 2 c.cm. of citrated rabbit’s blood. Bacteria expressed as per c.cm. 


Size of inoculum .. 15,000 (107%) 


Concentration of 
(mg. 


ee | ree | erence | a a | eS | SS | | cS | SR 


per 100 c.cm.) .. | 16 8 4 2 0 16 
Bacteria — 7 
6 hours . ++] ++] ++] ++] ++ | 3000 
24 hours .. 2000 |10,000/ ++ | ++] ++ | Nil 
48 hours .. Nil t+] t+] tt] t+] Nil 
the lesser numbers of 15,000, 150, and 2; 8 mg. 


per 100 c.cm. is effective against 150 and 2; 4 mg. 
per 100 c.cm. just fails to deal with 150 but is effective 
against 2; and 2 mg. per 100 c.cm. is ineffective 
against even the smallest inoculum of this particular 
strain in this particular medium. Tables IV and V 
also show well the failure of the drug to be instantly 
active, even with an inoculum as small as 2 organisms 
and a concentration of the drug as high as 16 mg. 
per 100 c.cm.; in all cases there is definite bacterial 
multiplication for at least six hours. The same 
phenomenon therefore occurs in both in-vivo (tables I 
and II) and in-vitro experiments. 

Phase of the bacterium.—The in-vitro experiments 
described above were carried out with inocula from 
a six-hours’ culture in O’Meara’s broth of a highly 
‘virulent strain of type I pneumococcus. Such a culture 
“is in the active logarithmic phase of multiplication 
and is the same as that used for our in-vivo experi- 
ments. But when the virulent type I pneumococcus 
used in these experiments was subcultured until 
“ rough ” colonies could be isolated, these ‘‘ rough ” 
organisms were unafiected by M. & B. 693 under 
in-vitro conditions. This feature—namely, alteration 
in the phase or virulence of the organism—must 
explain many of the discrepancies between the results 
of different workers when reporting on in-vitro activity, 


DISCUSSION 


The experiments reported here support the view that 
sulphonamide drugs have no stimulating action on 
leucocytes, phagocytic cells, or the specific immune 
defences of the body. Furthermore, in that ‘an 
in-vitro effect can be demonstrated in serum or 
broth as well as in whole blood, it would not seem 
that leucocytes are a primary requirement. 

Concerning the action of the drugs on the micro- 
organisms it is necessary to explain (1) the capsular 
degeneration ; (2) the failure of the drugs to check 
local multiplication and to prevent invasion of the 
body; (3) the time-lag before the drugs become 
effective either in vivo or in vitro, and the tendency 
even to primary stimulation of growth which has 
also been found by us and others (Colebrook, Buttle, 
and O’Meara 1936, Finklestone-Sayliss, Paine, and 
Patrick 1937); (4) the quantitative relationship 


150 (107) 2 (1077) 
8 4 2 0 16 8 4 2 0 
8000 | 9000 | 60,000; 80,000) 100 70 7000 | 15,000/ 30.000 


Nil 20| ++] ++ | Nil | 90 | 2500; ++ | ++ 
Nit | 120| ++ | ++ | Ni | Nü | Nil | ++ | +4 
action of the drug on the organism. Telling and 


Oliver (1938) found, in a case of type III lobar 
pneumonia treated with M. & B. 693, that the sputum 
later contained a non-encapsuled coccus. It would 
appear probable that this coccus, an avirulent one, 
was present simultaneously with the original type III 
coccus but, being insusceptible to M. & B. 693, 
naturally persisted in the sputum after the virulent 
organism had been eliminated. 

So far we have been unable to determine any 
definite fixation of the effective substances by the 
bacterium in vitro, for, even when considerable 
concentrates of the microbes were added, no appreci- 
able loss of the drug could be determined after the 
micro-organisms had been removed by centrifugalisa- 
tion. It is too soon to say whether this fact. 
in any way removes the action of these drugs 
from the conception envisaged by Ehrlich for 
chemotherapeutic remedies in general. 

One explanation of the six points set out for 
discussion would be that in the sulphonamide drugs 
have at last been found substances which exert a 
simple germicidal action in vivo as well as in vitro. 
Such an explanation would mean that the action 
is in striking contrast with that of the germicides 
phenol, acriflavine, and brilliant green, which we 
have tested and found to show no evidence of a 
“lag” in action and certainly no tendency to exert 
an initial stimulation on the organism. Furthermore, 
it is hardly probable that a protoplasmic precipitant 
or coagulant would so carefully differentiate between 
an identical organism at different phases of growth 
or between different strains of 8-hemolytic strepto- 
cocci in the same way as sulphonamide (Hoare 1938). 
The action appears therefore to be much more subtle 
than that of a simple germicide. The failure of the 
drugs to check the initial local multiplication and 
invasion is obviously due to the “lag” in action, 
and the lag suggests a slow combination or neutralisa- 
tion by the drug operating on some essential food 
substance or enzyme. The initial growth of the 
bacterium would then depend on the carrying over 
in the inoculated bacteria of the essential . factor, 
because even very small numbers of bacteria with 
a high concentration of the drug nevertheless exhibit 
the lag. That combination or neutralisation occurs 
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is suggested by the quantitative relationship between 
drug and bacterium. The final pointer is given by the 
variability in action of the drugs on bacteria according 
to the phase of growth, according to the individual 
strain tested, according to whether the organism is 
-rough or smooth and according to the medium 
presented for food-supply. A reasonable interpreta- 
tion of table III is that, in the case of streptococcus, 
when either sulphanilamide or M. & B. 693 is present, 
peptone broth supplies something to the organism 
which blood lacks, whereas in the case of pneumococcus 
both blood and broth lack something essential to the 
organism. It is clear that, since peptone inhibits the 
action of both sulphanilamide and M. & B. 693 on 
streptococcus but not on pneumococcus, the two 
organisms differ in the way in which the drug acts 
on them, and, although the modes of action may be the 
same in principle, there must be differences in detail. 
The most rational explanation of these experimental 
facts is that the sulphonamide drugs in some way 
block the vital food-supply of bacteria, both drugs 
being equally effective in blocking the vital food 
for streptococcus but M. & B: 693 being decidedly 
more effective than sulphanilamide in blocking 
that for pneumococcus, It is hardly conceivable that, 
in an abundant medium such as an animal’s blood. 
stream, an actual food factor should be destroyed or 
fixed, but it is conceivable that the bacterial enzyme, 
of which this food factor.is the substrate, should 
be inactivated. Rough and avirulent organisms, 
themselves insusceptible to these drugs, have 
not the exacting food requirements of virulent 
bacteria, and the failure of the sulphonamide drugs 
to affect virus infections, as found by ourselves and 
others, could be explained by the feeble enzymatic 
action which viruses are known to have. 
appear therefore that the mode of action of the 
sulphonamide drugs is most probably bound up with 
the inactivation of bacterial enzymes, but for the 
complete solution of the problem we must depend on 
activities of the bacterial chemist. In this conclusion 
we are in agreement with Lockwood (1938) and Locke, 
Main, and Mellon (1938). 


SUMMARY 


(1) Sulphonamide drugs do not stimulate leucocytic 
or phagocytic activity. 

(2) Sulphonamide drugs do not affect the speed of 
production or the quantity and quality of specific 
immune bodies. 

(3) Sulphonamide drugs, both in vivo and in vitro, 
are not instantly active, and there is a quantitative 
relationship between the effective dose of the drug 
and the number of bacteria affected. 

(4) Sulphonamide drugs are active on highly 
virulent organisms and those in the logarithmic 
phase of multiplication; they are inactive on 
“rough ”’ organisms. 

(5) Sulphonamide drugs are not simple germicides. 
They probably act by neutralisation of some metabolic 
function or enzymatic activity. 
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_TRIAZOL 156 IN CHRONIC 
SCHIZOPHRENIA 


By I. ATKIN, M.D. Lond., D.P.M. 


DEPUTY MEDIOAL SUPERINTENDENT, PARK PREWETT 
MENTAL HOSPITAL, BASINGSTOKE 


‘THis report deals with 254 convulsions elicited 
in twelve female patients suffering from schizophrenia 
of two to eighteen years’ duration (average eight 
years and eight months). It was particularly desired 
to find whether any amelioration of symptoms could 
be effected in chronic cases. 


TECHNIQUE 


Each patient treated was given a thorough physical 
examination to exclude organic disease. This included 
blood-tests (Meinicke and Kahn), routine investiga- 
tion of urine, and a four-hourly temperature record, 
the last being continued throughout the treatment. 
The injections were administered in a common dormi- 
tory, the beds being separated by screens, except 
where a patient proved nervous or resistive, when a 
single room was utilised. A 5 c.cm. syringe graduated 
in fifths or a 2 c.cm. syringe graduated in tenths was 
used according to the amount of Triazol required. 

I have not found that premedication with a sedative 
necessitates an increased dose of the convulsant. 
If, therefore, the patient was very resistive or unduly 
apprehensive, an injection of morphine sulphate 
gr. + with hyoscine hydrobromide gr. 1/100 and 
atropine sulphate gr. 1/150 was given half an hour 
previously. This, however, was only occasionally neces- 
sary. Breakfast was omitted, but a drink of sweetened 
tea or lemonade was allowed early in the morning. 

An attempt was made to elicit a convulsion every 
fourth day (two days’ interval), and at least twenty 
convulsions were elicited before all hope of improve- 
ment was given up. Circumstances necessitated a 
fortnight’s interval in the middle of the course, and 
this, as will be explained below, accounts for the final 
effective doses being lower than they would otherwise 
have been. 

l INTRAVENOUS DOSAGE 


By intravenous injections 120 convulsions were 
elicited in six patients. The minimal convulsant 
dose used was 0:7 c.cm. and the maximal 2:3 o.cm., 
the range of effective initial doses being 0:7—1:1 c.cm. 
Our experience made it the practice to begin with 
1 c.cm.,* since below this amount there are too many 
initial failures. If no convulsion resulted, the dose 
was increased by 0:2 c.cm. at a time, The left and 
right arm were injected alternately, pressure was made 
with a swab immediately the needle was withdrawn, 
and a bandage was applied. In this way bruising 
was always avoided. 

The first sign of the drug’s action was twitching of 
the eyelid muscles. Then generalised muscular 
spasms appeared, 5-30 seconds after the injection. 
After an interval of less than a minute in 79 per cent. 
of treatments (exceptional times were up to twelve 
minutes) there was a typical epileptic fit. When 
the interval was more than one minute, an increase 
by 0-1 c.cm. or 0-2 c.cm. on the next occasion usually 
brought on the fit more quickly, and this was always 
considered desirable. On the other hand, if the 
fit was regarded as too powerful, or if two occurred, 
the subsequent dose was diminished by 0-1 c.cm. 


* Further experience has shown that with patients of small 
build an initial dose of 0'5 c.cm. may produce a convulsion. In 
such cases it is now my practice to commence with 0°7 c.cm. 
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With regard to the dosage in succeeding injections, 
a definite but variable tolerance to the drug developed 
in five of the six patients, necessitating a final effective 
dose of from one and a half to more than twice the 
initial dose. Such tolerance does not last long and 
disappears partly or completely if the drug is with- 
held for two weeks. If treatment is resumed after 
such an interval, one should start with the original 
effective dose; otherwise a batch of fits will result. 
This aspect is dealt with in more detail in the next 
section. 

INTRAMUSCULAR DOSAGE 


We used intramuscular injections when there were 
no convenient veins available, or when the patient 
was excessively resistive, and 134 fits were thus 
elicited. The minimal effective dose used was 
0-9 c.cm. and the maximal 2-8 c.cm., the range of 
successful initial doses being 0:9-1:8 c.cm. Our 
experience led us to begin with 1:3 c.cm., and the 
principles of increase or diminution of dose in sub- 
sequent injections are the same as for the intravenous 
route. 

. In the great majority of instances the fit was 
preceded by a period of myoclonic movements, which 
began 3-12 minutes after the injection and lasted 
2-18 minutes. On only five occasions (4 per cent.) 
did the fit occur after half an hour from the time of 
injection (32, 35, 47, 50, and 60 minutes were the 
exceptional instances). Occasionally there was no 
myoclonus, the fit occurring suddenly, and in such 
cases the reaction time was very short. During the 
incubation period the patient appeared only partly 
conscious, and, as with the intravenous route, there 
was no subsequent memory of it. 

Development of tolerance was the rule here. The 
following is an illustrative series (each + denotes a 
fit): 1-5 (++), 0-9, 1-1, 1:3: (+), 1:3, 1:5 (+), 1:5, 
1-7 (+) 1:7 (+), 18, 20 (+), 20, 22 (+), 22, 
2-5 (+). 

. It will be noted that the first dose of 1-5 c.cm. 
was too high and produced two fits. On the seventh 
occasion, however, this dose proved ineffective, and 
the amount had to be worked up to 2:5 ccm, At 
this stage there was an interval of two weeks, after 
which a dose of 1:5 c.cm. produced a single fit only, 
showing that tolerance had considerably decreased 
during this interval. In two other cases the dose 
last used was repeated after a similar interval, with 
the result that batches of three and four fits occurred, 
succeeding each other at intervals of 10-15 minutes. 
The possible beneficial effect of multiple fits has been 
suggested by Walk and Mayer-Gross (1938b), but the 
aim in this series of cases was to obtain one fit only 
at each treatment. 


SUPPLEMENTARY DOSE WHEN NO FIT OCCURS 


It is generally accepted’ that to obtain the best 
results a convulsion should be elicited at each séance. 
Since, in contrast to Cardiazol, triazol disappears 
comparatively slowly from the blood, the second dose 
should be less than the first if it is given after only 
a short interval. The system of dosages suggested 
here is necessarily tentative and will no doubt have 
to be modified with further experience, but so far 
it has worked in the great majority of instances, 
As regards the intravenous route, several tests have 
shown that very little of the triazol disappears 
in 5 minutes. An example is given in table I. 
After 10 minutes, however, there appears to be an 
appreciable destruction or excretion of the drug, 
at least sufficient to make the difference between 
the occurrence and non-occurrence of a fit. An 
example is given in table II. 


The practice followed was that if no convulsion 
occurred after 5 minutes a supplementary dose of 
0-2-0-6 c.cm. was given in the other arm. Smaller 
amounts were used when myoclonus still persisted, 
and larger amounts when tle effect of the first 
injection was slight. With the intramuscular route 


TABLE J—TO SHOW THAT VERY LITTLE TRIAZOL 
DISAPPEARS IN FIVE MINUTES 


eae Dose (c.cm.) Effect 
Aug. 16 1-8 Fit after 25 sec. 
» 19 1:8 z 11 min. 


» 22 0:9 followed by Fit 20 sec. after second 
1-0 er 5 min. injection 


» 25 2:0 Fit after 20 sec. 
» 29 2:0 D 30 sec. 
Sept. 1 1-1 followed by Fit 23 min. after second 
1-0 after 44 min. injection 


z 4 2-0 Fit after 4 min. 


d 


TABLE II]—TO SHOW APPRECIABLE DISAPPEARANCE OF 
TRIAZOL AFTER TEN MINUTES 


Dose (c.cm.) Effect 


1-2 i Fit after 34 min. 


0:8 followed by 
0-4 atten tt min 


No convulsion 


Fit after 30 sec. 


eee 


it was found that a second dose equivalent to a third 
of the first, repeated after half an hour, was generally 
successful in producing a convulsion. At first a 
quarter had been tried, but this was ineffective ; 
and half the first dose sometimes resulted in two 
fits. By following the above system of supplementary 
injections there will be very few failures in eliciting 
a convulsion. 
SPECIAL FEATURES 


(1) With an inadequate dose, muscular spasms 
only occurred. Sometimes there was a state of 
excitement and aimless restlessness. 

(2) With a dose somewhat beyond the adequate 
one, two or three convulsions resulted. 

(3) On one occasion, when an injection was 
inadvertently given subcutaneously, the patient 
became emotionally agitated and, besides exhibiting 
infrequent myoclonic movements, talked continu- 
ously in a disjointed manner for about an hour 
concerning her past life. It is. possible that useful 
psychological material may be elicited in this manner 
for purposes of psychotherapy. 

(4) The tendency to post-convulsion vomiting was 
very variable, some patients being more sensitive 
than others in this respect. In all but one case the 
vomiting centre soon became tolerant, and this 
symptom ceased to be bothersome. In this single 
patient premedication with atropine was tried, as 
suggested by Walk and Mayer-Gross (1938a). A 
dose of gr. 1/50 was found to be effective in preventing 
vomiting. 

COMPLICATIONS 

There were no fractures or dislocations. With 
the intravenous route no thrombosis or sclerosis was 
noted ; with the intramuscular route there were no 
local reactions. No cardiac arrhythmias occurred. 
One patient exhibited a tendency to ‘ swallow” 
her tongue immediately after the fit and at times 
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became very cyanosed ; this was immediately relieved 
by pulling the tongue out with forceps. The only 
complication was the development of acute pul- 
monary tuberculosis. 

The patient had shown no pyrexia or other signs 
before the treatment or during the first eight weeks 
of treatment. After the fourteenth convulsion, 
about two hours after the injection, she became 
cyanosed, with shallow breathing. Oxygen relieved 
her condition, and she seemed her usual self in the 
evening. The next day her temperature was 100° F., 
and she was troubled by a dry cough. Crepitations 
in the right lung were noted, the temperature began 
to swing, and she died twenty-six days after the 
fourteenth convulsion. Sputum was not available 
for examination, but tubercle bacilli were found 
in the urine nine days before death. 


This suggests an acutely severe bacteræmia, and 
there is no doubt that the fit activated an old healed 
lesion in the lungs. The possibility of such a danger 
has been referred to by Cook and Ogden (1938), 
and in chronic schizophrenics, who are said to be 
unduly liable to tuberculosis, it would be advisable 
to examine the chest radiographically ł before 
starting convulsive treatment. Whether the old 
lesion in this particular case would thus have been 
made apparent it is impossible to say, because no 
autopsy was permitted. Fortunately this fatal 
outcome was not so tragic as it may appear, since 
the patient had been under certificate for over 18 
years, was noted as very regressed in 1921, and a 
recovery was hopeless in the ordinary way. 

A similar case during treatment with cardiazol 
was reported by Harris and Birnie (1938). Such a 
complication is therefore not peculiar to triazol but 
may occur in any form of convulsive therapy. I 
am not aware that any special explanation has been 
offered for this eventuality ; I regard it as comparable 
to the awakening of a latent pulmonary focus, such 
as not uncommonly happens as a sequel to whooping- 
cough. In both instances there is a great strain 
on the pulmonary tissues, and it is possible that the 
hyperventilation which follows a fit brings about 
a rupture of an old healed lesion, thus setting tubercle 
bacilli free into the system. 


RESULTS 


No very startling results could be expected in this 
series, recoveries being very uncommon with any 
form of treatment in cases of over two years’ duration. 
Three out of the twelve cases showed some improve- 
ment, this consisting of much lesser degrees of 
dependence, employability of a higher grade, and 
increased alertness. The following is an example 
of a pronounced effect. 

The patient, aged 45, was under certificate for 
six-years and four months. There was a history of 
a previous mental attack at the age of 18. She 
had been ina state of katatonic stupor for over five 
years. She was mute, destructive, and unemployable ; 
she ate like an animal and was terribly filthy in habits. 
Her progress under treatment was as follows :— 

Aug. 27-Sept. 16, 1938. Six convulsions elicited. 

Sept. 18. Habits clean. Not destructive. Washes 
herself. Uses knife and fork. Has begun to speak 
but in a very disconnected manner, 

Sept. 22—Oct. 28. Five convulsions elicited. 

Oct. 28. Has been helping in wardwork and 
occupies herself knitting in the arts and crafts class. 

Nov. 4-7. Two convulsions elicited. 

Nov. 9. Able to talk about her past, life but in a 
very rambling manner. Answers many questions 


t Since the above was written, Dr. J. C. Speers, in a paper 
read before the S.W. division of the Royal Medico-Psychological 
Association on Oct. 27, 1938, has recommended routine radio- 
graphy of the lungs. 
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relevantly but often incorrectly—e.g., gives her age 
as 26. Has written a letter home for the first time 
since admission. 

Nov. 10-29. Seven convulsions elicited. 

Nov. 29. Maintains improvement. Has written 
another two letters home. 


Though none of the patients recovered, such 
improvement as is illustrated by this case is a great 
boon in a mental hospital, where a large proportion 
of the chronic inmates are schizophrenics. 


SUMMARY 


(1) A system of triazol dosage for intravenous and 
intramuscular injection is outlined, based on experience 
from the production of 254 convulsions. : 

(2) A proportion of chronic schizophrenics are 
benefited, and this would make the treatment worth 
while from the subsequent ease in the nursing of such 
patients. | 

(3) The danger of awakening latent pulmonary 


tuberculosis is illustrated by a case which ended 


fatally. 

(4) Triazol is a reliable convulsant for both intra- 
venous and intramuscular use, a series of fits having 
been successfully induced in all the cases tried. It 
is without danger in subjects free from organic 
disease, in whom no complications or sequela were 
noted. 

I wish to express my thanks to Dr. V. L. Connolly, 
the medical superintendent, for permission to carry 
out this investigation ; to Dr. T. Gilchrist for helping 
me with the injections ; to the nursing staff for their 
enthusiastic coöperation ; and to C. H. Boehringer 
Sohn of Nieder-Ingelheim for giving us a liberal 
supply of triazol. 
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REMISSIONS IN SCHIZOPHRENIA 


INSULIN AND CONVULSION THERAPIES COMPARED WITH © 
ORDINARY TREATMENT 


By Harry STALKER, M.B. Edin., D.Psych. 


SENIOR ASSISTANT PHYSICIAN TO THE ROYAL EDINBURGH 
HOSPITAL FOR MENTAL DISORDERS ; LECTURER IN 
PSYCHIATRY, UNIVERSITY OF EDINBURGH ; AND 


W. Marcom Marar, M.B. Edin, 
AND 
J. M. Jacoss, M.B. Edin. 


ASSISTANT PHYSICIANS TO THE HOSPITAL 


TH1s paper describes briefly and compares the 
results obtained in the treatment of 218 cases of 
schizophrenia divided into three series . according 
to whether treatment was by ordinary hospital 
methods, by hypoglycemia, or with convulsant 
drugs. Results from the two special treatments in 
other psychiatric illnesses are also described. Diag- 
nostic terms are used in the sense given to them 
by Henderson and Gillespie (1936). In particular, 
paranoid reaction-types are grouped separately from 
schizophrenia. This is a preliminary report, and we 
hope to publish at a later date detailed analyses 
of each series, giving criteria of diagnosis, technical 
information about treatment, and reports of cases. 

It was possible to follow up the first series for periods 
varying from three months to five years after dis- 
charge and the second series for three to nine months ; 
the third series has no follow-up. The results in 
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each series are classified in five parallel and nearly 
comparable groups :— 

Group I (complete remission).—These are the 
patients in each series showing absence of all 
symptoms and having insight into the illness. They 
have been discharged from hospital and are leading 
a normal social life. In the first two series the 
patients have returned to their usual occupations. 

Group II (social remission).—This applies to the 
first two series only and means those patients who 
are leading a normal social life and following their 
usual occupations but continue to show some schizo- 
phrenic symptoms, varying from lack of insight 
to hallucinations. 

Group III (at home improved).—These are patients 
who have shown definite improvement and have 
been able to return home. All such patients in 
the first and second series have been at home for at 
least five months, except one in the second series. 

Group IV (remitted and relapsed).—This applies 
only to patients treated by ordinary hospital methods. 
They have had a remission of any degree which has 
allowed them to be at home for at least three months, 
but they have now relapsed. 

Group V (unimproved).—These are patients who 
have not had a remission of at least three months. 


TREATMENT BY ORDINARY HOSPITAL METHODS 


The patients in the first series were treated by 
investigation, understanding and discussion of the 
patient’s personality, environmental difficulties, and 
habits of reaction ; attempts at resocialisation in the 
hospital and on discharge; occupational therapy ; 
and, when necessary, attention to the physical health, 
especially to focal sepsis. All first admissions for 
schizophrenia during the five-year period from 
Aug. 1, 1932, to July 31, 1937, have been investigated. 
There were 133 such cases, of which 129 have been 
traced. For the follow-up some patients were 
personally interviewed by the psychiatrist; in 
other cases a relation was interviewed ; and in others 
one had to depend on a written report by the patient 
or arelation. This follow-up was begun in September, 
1938, fourteen months after the last case had been 
admitted. The results are as follows: 


Group rapt 
1—Complete remission .. ie .. 165 (12) 
11—Social remission es : 11 (8) 
1mi—At home improved .. rae +n (:) 
Iv—Remitted and relapsed .. ee 27 (21) 
v—Unimproved.. oe ee .. 64 (50) 


Total .. «2 .. 129 


Of the 15 complete remissions 12 patients have 
kept well for over two years and 1 for over a year, 
and 2 had a second attack from which they again 
recovered. Death resulted in 1 case in group IV 
and 5 cases ingroup V. In analysing the records of the 
patients with complete remissions it was found that 
7 of them had suffered from an acute schizophrenic 
illness which could not be fitted into any of the 
standard subgroups, Recoveries occurred, but much 
less frequently, in the simple, catatonic, paranoid 
and hebephrenic subgroups; the remission-rates 
within each subgroup were much the same, 


TREATMENT BY HYPOGLYCEMIA 


Since March, 1936, insulin treatment, according 
to the method of Sakel (1935), has been used in this 
hospital, Patients were treated with or without 
shocks according to the type of illness, The number 
of shocks given varied from 3 to 60; the duration 


DRS, STALKER, MILLAR & JACOBS: 


REMISSIONS IN SCHIZOPHRENIA [FEB. 25, 1939 
of treatment varied from 15 to 94 days. In most 
cases 30 shocks were. given unless improvement 
occurred earlier, The follow-up consisted of a 
personal interview in each case. This series includes 
50 cases, of whom 48 suffered from schizophrenia 
and 2 from anxiety states. The results in schizo- 
phrenia are as follows :— 


Group ar Dear a 
1—Complete remission .. 6 (13) 
m— Social remission .. ee .. 6(13) 
11— At home improved .. oe e- §& (10) 
v—Unimproved .. oe oe - 31 (64) 


Total Be og -. 48 


Of the anxiety states 1 showed a social remission 
and the other no improvement. Analysis of the 
remitted cases showed that 4 belonged to the paranoid 
subgroup, 1 to the simple, and 1 to the catatonic 
subgroup. In all but one case the illness began with 
depression ; in 4 cases it began within six months 
of admission. | 


TREATMENT WITH CONVULSANT DRUGS 


In July, 1938, Cardiazol and Triazol therapy was 
begun. Since then 68 patients have been treated, 
of whom 41 suffered from schizophrenia and 5 from 
paranoid reactions. Full convulsant doses were 
aimed at, and the number of fits given varied from 
2 to 35; the lower numbers apply to patients who 
made a quick recovery or refused further treatment. 
Treatment was refused by 15 patients; 17 others 
disliked the treatment but did not refuse it. Complica- 
tions included 3 cases of dislocation of the jaw, 
one of extrasystoles persisting for three days, one of 
double vertebral compression fracture (Stalker 1938), 
and several of temporary impairment of memory. 
The results are as follows :— i 


SCHIZOPHRENIA 


Group pe ea 
1—Complete remission .. e - 4(10) 
m1—At home improved .. ae .. 13 (32) 
v—Unimproved .. és os .. 24 (58) 
Total ee ee , eo 4l 
PARANOID REACTIONS 
Group Cases 
I—Complete remission oe os os 3 
111—At home improved es I 
v—Unimproved ac oe “6 1 
Total o e o ee 5 
DEPRESSIONS OF VARIOUS TYPES l 
Group Cases 
I—Complete remission Ae bce wie 0 
11—-At home improved Sa si tee 3 
v—Unimproved T a T Ex 7 
Total- 10 
PSYCHONEUROSES 
Group Cases 
1—Complete remission ; 2 
1m1—At home improved T T ats 3 
v—Unimproved 5 
Total . o oe LE 10 


One case of psychopathic state was treated 
without improvement. We have found that the 
mental symptoms are occasionally aggravated by 
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this treatment. This happened particularly in a 
case of mania. Of the four complete remissions 
in schizophrenia two were stupor reactions. Three 
of the five cases of paranoid reaction showed com- 
plete remissions. We have found that cases of 
psychoneurosis—anxiety states, hysteria, and obses- 
sive states—which did not respond to prolonged 
psychotherapy yielded fairly good results with 
convulsant drugs. 


COMPARISON OF RESULTS IN SCHIZOPHRENIA 


The above-mentioned results of the three methods 
of treatment of schizophrenia are compared in the 
accompanying table. 


Ordinary 


Hypo- 
treatment 


Convulsant 
glycemia drugs 


Group 
_ Cases and per cent. 
I—Complete remission .. 


15 (12) 6 (13) 4 (10) 

m—Social remission 11 (8) 6 (13) 0 (0) 

‘q—At home improved .. | 12 (9) 5 (10) | 13 (32) 

1v—Remitted and relapsed | 27 (21) 0 (0) 0 (0) 

v—Unimproved .. 64 (50) | 31(64) | 24 (58) 
Total aes su 48 41 


CONCLUSIONS 


(1) There is no significant difference in the numerical 
' results obtained in schizophrenia by ordinary hospital 
treatment, hypoglycemic treatment, and convulsant 
treatment, 218 cases are considered. 


(2) Spontaneous remissions occur most often in 
acute schizophrenic illnesses which cannot be fitted 
into the standard subgroups, and in cases in which 
the affect is well preserved and there is little or no 
disharmony between mood and thought. 

(3) Hypoglycemia gives the best results in the 
paranoid subgroup and in cases in which the affect 
is well preserved. There are no complications of 
importance. 

(4) Convulsion therapy appears to be best suited 
for stupor reactions. It is also useful in cases of 
-psychoneurosis resistant to psychotherapy. The 
disadvantages of the treatment are that about half 
the patients object to it and that injuries can occur. 
Occasionally cases are made worse mentally. 

(5) We believe that the field of the special treat- 
ments is very limited, but that each should be used 
in the special types of case indicated above. They 
afford the best chance of recovery to a potentially 
recoverable patient whose illness is dragging on. 
They reduce the average duration of hospital 
treatment, 


We thank Prof. D. K. Henderson for his advice 
and for his constant interest in this work. 
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Corrigendum.—On page 373 of our last issue the 
Hunterian Orator alluded to the lymphatic work of 
“the late Prof. Jamieson of Leeds.” Few readers 
will, we hope, need to be reminded that Prof. Jamieson 
now holds the chair of human anatomy and embryology 
at Trinity College, Dublin. 
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CARDIAZOL THERAPY OF 
SCHIZOPHRENIA 
SOME STATISTICAL DATA 


By FRANCIS REITMANN, M.D. Budapest 
(From the Maudsley Hospital, London) 


Tue following report on the results of Cardiazol 
therapy in schizophrenia is based on the therapeutic 
results of American and European authors, some of 
them already published and others privately com- 
municated to Dr. L. von Meduna. The various 
authors classify their published cases so différently 
that it is very difficult to use them as a homogeneous 
group in which the therapeutic results can be 
for example, 
report the number of acute, subacute, and chronic 
cases treated, but do not say what the therapeutic 
results in the separate groups (acute, subacute, and 
chronic) have been. Other authors, again, report 
only percentages. The classification of the remissions 
is rather loose—e.g., the very relative notion of 


TABLE J—-RESULTS OF CARDIAZOL THERAPY IN 


` SCHIZOPHRENIA 
| Cases i Full 
No Hospital Acute aaber 
Total and 
SE subacutej| per cent.) 
Buffalo City Hospital .. 58 31 19 (61) 
2 | Chicago State Hospital 208 127 95 (74) 
3 | Columbus State Hospital.. | 30 12 5 (42) 
4 | Elgin State Hospital 156 27 16 (59) 
5 | Galveston State Hospital.. 22 7 4 (57) 
6 | Illinois Psych. Institute .. 69 41 16 (39) 
7 | Longview Hosp. (Cincinn.) 55 14 4 (29) 
8 | Peoria State Hospital ..| 32 8 4 (50) 
9 | Philadelphia General Hosp. | 52 29 2 (7) 
10 | Torrance State Hospital .. 41 11 3 (27) 
11 | Young Hospital (Omaha).. 13 6 6 (100) 
12 | Ypsilanti State Hospital .. 32 10 3 (30) 
13 | Westport Sanatorium — 17 11 6 (54) 
14 | Lipótmezö and Angyalföld, 

Budapest ag es 30 74 48 (65) 
15 | Lipétmezé, Budapest 106 58 24 (41) 
16 | Lipótmezö, Budapest ia 24 15 11 (70) 
17 | Egy. Klinika, Szeged i 73 31 11 (36) 
18 | Bexley Hospital, Kent .. 27 13 9 (69) 
19 | Brentwood Hospital, Essex 44 18 (22) 

20 | Burghölzli, Zürich .. | 50 17 (29) 
21 | Waldau, Bern 112 34 17 (50) 
22 | Am Feldhof, Graz 100 51 23 (45) 
23 | Univ. Klinik, Vienna oe 30 13 9 (69) 
24 | 22 hospitals in Germany .. 262 96 36 (38) 
25 | Univ. Klinik, Frankfurt .. 18 12 7 (58) 
26 | Univ. Klinik, Kiel.. ii 30 21 8 (38) 
27 | Palermo (Italy) 120 53 42 (79) 
— Total 2011 | 840 |437 (52) 


Standard deviation from the mean = 3-8 per cent. 


a 
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“ social remission’’ or “very good improvement” 
is used. Other sources of divergence in assessing 
the results—e.g., lack of psychotherapy, differences 


TABLE JI—RESULTS OF CARDIAZOL THERAPY IN DIFFERENT 


COUNTRIES 
Cases . Full 
Country Total Acute and (aomberand 
subacute | per cent.) 
Austria ve pa 130 64 32 (50) 
England oe acs 71 31 13 (41) 
Germany .... 310 129 51 (39) 
Hungary .. .. 433 178 94 (53) 
Italy .. oe ee 120 53 42 (79) 
Switzerland .. ai 162 51 .22 (43) 
U.S.A. is si 785 334 183 (54) 
Total .. oe 2011 840 437 (52) 


in method, and number of shocks given—have been 
emphasised by von Meduna several times. | 

In the present report, to have approximately 
homogeneous groups, all cases with less than eighteen 
months’ illness have been classified in one group 
(acute and subacute). Of the remissions only full 
remissions have been noted, as assessed at the time 
of discharge. With this standard the complete 
remissions are 52 per cent., with a standard deviation 
from the mean of 3-8 per cent. (see table I). The 
standard deviation would have been lower had it not 
been for the results given by the Philadelphia General 
Hospital (table I, No. 9), which showed a remarkably 
poor recovery-rate. When the data are grouped 
according to countries (table II), there is considerable 
agreement, except with the Italian figures. The 
percentage of full remissions given in tables I and II 
refers only to the acute and subacute cases. The 
chronic cases are left out because various authors 
include cases of 14-10 years’ duration. It is well 
known how hopeless are cases of more than 6 or 
7 years’ duration; arrest of the progress of the 
illness is all that can be expected, and the resulting 


TABLE III—MALZBERG’S RECOVERY-RATE FOR 
SCHIZOPHRENIOS TREATED WITH INSULIN 


vot gyi ctpersons | caos | ctor 
1 month T we 55 g 7 8 (429) 
3 months oe aie .. 99 33 (33-9) 
6 months ee os - 92 19 (20:7) 
6 months-1 year oe es 119 19 (16:0) 
1 year-2 years oe oe 368 45 (12-2) 


defect is difficult to judge in its quality and not of 
great practical importance. | 

The recovery-rate (52 per cent.) closely agrees with 
that quoted in Thomas and Wilson’s (1938) report 
(53 per cent.). It also confirms the results of von 
Meduna reported at the Amsterdam congress: “In 
the . . . so-called new cases, with an illness of not 
more than eighteen months’ duration, the number of 
complete remissions is 53 per cent.” Although von 
Meduna regards this figure as, if anything, an under- 
estimate, it is high in comparison with Malzberg’s 
(1938) recovery-rate for schizophrenics treated with 
insulin (table ITI). 


In conclusion it should be stated that, even if the 
different authors have perhaps used the term “full 
remission ”?” too generously, with the result that the 
strict recovery-rate would, in fact, be slightly lower 
than the figures here recorded, it would still be 
sufficiently high to justify cardiazol treatment. 


I wish to express my thanks to my former chief, 
Dr. L. von Meduna, for providing me with some 
hitherto unpublished results and with the manuscript 
of his lecture in Amsterdam. 
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BOECK’S SARCOIDOSIS 


A CASE-RECORD 


By H. B. STALLARD, M.D. Camb., F.R.C.S. 


ASSISTANT OPHTHALMIC SURGEON, ST. BARTHOLOMEW’S HOSPITAL, 
LONDON ; OPHTHALMIO SURGEON, MOUNT VERNON HOSPITAL ; 
LATE SURGEON AND PATHOLOGIST, ROYAL LONDON 

OPHTHALMIO HOSPITAL ; AND 


C. B. V. Tart, M.B., B.S. Lond., D.O.M.S. 


SENIOR CLINICAL AND REFRACTION ASSISTANT, ST. BARTHOLO- 
MEW’S HOSPITAL ; CONSULTING OPHTHALMIC SURGEON, 
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(From the Ophthalmic Department, St. Bartholomew's 


Hospital, London) 


THE terms lupus pernio, Besnier-Boeck’s disease, 
Boeck’s sarcoidosis, and Shaumann’s benign lympho- 
granuloma are synonyms for a disorder of parts of the 
reticulo-endothelial system characterised by nodular 
lesions composed of a central mass of endothelial 
cells surrounded by a fringe of lymphocytes and, 
very rarely, a giant-cell of Langhans type. Caseation 
is never seen in these lesions, tubercle bacilli are not 
evident in specially stained sections, and inoculation 
of material from these nodules into a guinea-pig gives 
a negative result, 

Some authors have suggested that this disease 
and uveoparotitis are a tuberculous or so-called para- 
tuberculous manifestation, but there seems to be no 
definite clinical or experimental evidence to support 
this conception. Syphilis has also been blamed, 
but without good reason.. However, the cause of this 
disease remains so far unknown. On histological 
grounds it appears to belong to a group of diseases 
of the reticulo-endothelial system in which may be 
included uveoparotitis (Heerfordt), lymphadenoma 
(Hodgkin), and certain other allied disorders. Uveo- 
parotitis and Boeck’s sarcoidosis run a chronic benign 
course but terminate, except for the ocular sequels 
in some cases, in complete recovery after a number of 
years, whereas lymphadenoma is malignant and fatal. 

The lesions of Boeck’s sarcoidosis are found in the 
lymph-nodes, spleen, skin, lungs, parotid and lacrimal 
glands, bones of the fingers, the conjunctiva, cornea, 
the uveal tract, and more rarely in the optic nerve, 
chiasma, breasts, testicles, upper air-passages, and 
hypophysis. All these tissues may not be affected 
during the course of the disease, which manifests 
itself in some only. Healing may occur in one 
group of structures and on remission the disease 
appear in another, Lymphadenopathy is evident 
in all cases at some stage and may be generalised or 
affect only one group of lymph-nodes, which become 
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enlarged, discrete, mobile, painless, and insensitive. 
Splenomegaly is also apparent in a number of cases. 
The skin lesions are bizarre. For descriptive purposes 
they may be grouped as follows :— 


(1) Miliary lupoid.—(a) Small reddish-brown hemi- 
spherical papules and nodules, the size of a corn seed, 
soft, and with a smooth surface, which shows light 
desquamation and hyperkeratosis in some cases. 
These may become flattened, spread out, depressed 
in the centre, and ultimately cicatrised atrophic 
plaques. (b) The nodular variety is rarer, and the 
lesions are larger than those just described, some 
being 5 cm. in diameter during the stage of eruption. 
They affect first the cheeks and are also found on the 
nose, shoulders, extensor aspects of the upper 
extremities, and the knees. They are smooth, 
slightly elevated, and bluish red. The florid stage 
may last twenty years and the lesions become 
violaceous and have a telangiectatic surface. ing 
involution the centres become flattened and depressed, 
the margins telangiectatic and pigmented, and the 
spots annular. 

(2) Lupus pernio.—The skin of the cheeks, nose, 
and sometimes the lobes of the ears and the skin 
of the fingers over an associated osseous lesion is 
diffusely infiltrated, with a sharp border and a 
burnished surface. 

(3) Angio-lupoid.—Soft infiltrated violet-red plaques 
showing many telangiectases are found on the side 
of the root of the nose in middle-aged females. 

(4) Erythrodermie sarcoidique.—Large superficial 
po piemous red areas affect the front of the legs and 
thighs. 


The lung fields on X-ray examination show diffuse 
mottling resembling miliary tuberculosis but coarser 
and less regularly disposed. The mediastinal and 
hilar lymph-nodes are enlarged, and in some cases 
there are basal crepitations and cough. There may 
be enlargement of the lacrimal and parotid glands, 
the latter being associated with facial palsy. The 
phalanges of the hands and feet show in some instances 
painful fusiform swellings, which radiographically 
appear as a lace-like network with small areas of 
rarefaction surrounded by a zone of increased density. 
These osseous lesions may lead to mutilation or heal 
with some deformity of the nail when the terminal 
phalanx is affected. 

The ocular manifestations associated with Boeck’s 
sarcoidosis are not common. Blegvad (1931) states 
that iridocyclitis occurs in 10 per cent. of the cases, 


Fic. 1—Photomicrograph (X 290) of tissue from right 
breast, showing giant-cell surrounded by endothelioid 
cells and a fringe of lymphocytes. 
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Fie. 2—Photomicrograph ( x 290) of tissue from a cervical 


lymph-node, showing a mass of endothelioid cells 
surrounded by lymphocytes, 


but it seems that the incidence may be less than this, 
between 5 and 10 percent. Blegvad (1931), Schoeppe 
(1920), Seefelder (1932), and Coppez and Dujardin 
(1938) have noted multiple translucent yellowish 
projecting follicles in the palpebral conjunctiva and 
upper fornix, some of which formed a conglomerated ` 
mass resembling a fungating meibomian granuloma. 
Stumpke (1913) has seen keratitis, consisting of small, 
superficial, corneal opacities, associated with the 
cutaneous lesions of Boeck’s sarcoidosis, and this 
complication occurred in the case reported here. 
Iritis, iridocyclitis, and uveitis have been noted by 
a number of authors, and Bering (1910) and Coppez 
and Dujardin (1938) have reported greyish nodules 
in the iris. These bear some resemblance to tuber- 
culous iritis; they are more frequently disposed at 
or near the periphery of the iris and more rarely near 
the pupil margin. They may disappear and reappear 
with remissions of the disease. The iritis is relatively 
painless. Some of the cases of iridocyclitis recover 
and have a reasonable degree of vision, but others 
end in atrophy of the globe; this disastrous sequel 
has been recorded by Habermann (1927), Schoeppe 
(1920), Mylius (1928), and Fraenkel (1922) and occurred 
in our patient. 

Reis and Rothfeld (1931) have described the case 
of a girl, aged 17, who suffered from Boeck’s sarcoidosis 
and had bilateral papilledema and subsequent optic 
atrophy. Necropsy revealed well-defined follicular 
infiltration of the left optic nerve, left papilla, and 
chiasma with endothelioid cells which extended 
to the cerebral peduncle and left temporal lobe. 
There were no areas of caseation, no necrosis, and 
no giant-cells. Meningeal symptoms and signs and 
right hemicrania were present in a patient whose 
case is reported by Coppez and Dujardin (1938). 
These authors comment also on the slow course of 
Boeck’s sarcoidosis and the exacerbation of symptoms 
at the menses. Anzmia is mild or absent, a moderate 
mononucleosis and eosinophilia and an increase of 
plasma globulin being present in some cases. In 
our case there were lesions in the breasts. 


CASE-RECORD 


The patient was a woman aged 44. In August, 
1932, when aged 38, she noticed a painless lump in 
ber right breast, situated in the 10 o’clock meridian 
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and 3 in. from the nipple. It was ovoid, 14 by 2 in., 
well defined, hard and mobile in the breast, and had 
a smooth surface, and the underlying skin was normal. 
There was some enlargement of the axillary lymph- 
nodes on the same-side. In the left anterior and 
posterior triangles of the neck there were many 
discrete enlarged cervical lymph-nodes, both super- 
ficial and ‘deep, which were elastic and mobile. These 
had no deep fixation, and the overlying skin was 
normal. The enlarged nodes were said to have been 
present since the age of 14 and to have changed little 
insize. On Oct. 3, 1932, the growth in the breast and 
a lymph-node in the left posterior triangle of the neck 
were excised. Histological examination of these 
revealed the structure of sarcoid tissue (fig. 1). 

In 1933 she was under treatment at the Royal 
London Ophthalmic Hospital (Moorfields) for irido- 
cyclitis of both eyes. On Sept. 4, 1934, she attended 
the ophthalmic department at St. Bartholomew’s 
Hospital ; complicated cataract, lowered intra-ocular 
pressure, and chronic uveitis were noted. On Oct. 4, 
1934, an excess of fluid was noted in both knee- 
joints. She was readmitted to St. Bartholomew’s 
Hospital on Feb. 8, 1935, because of enlarged nodes 
in the left side of the neck, swelling in the left parotid 
gland, and left facial paresis. Some lymph-glands 
were removed from the left side of the neck and 
eo the characteristic features of sarcoidosis 
(fig. 2). 

The vision at this time was found to be reduced 
to perception of light only, owing to bilateral irido- 
cyclitis and complicated cataract. The iridocyclitis 
was plastic, with posterior synechie. Right iris 
bombé was present and the intra-ocular pressure on 
_both sides was raised. There were no definite 
nodules on the iris. For the relief of the secondary 
glaucoma left iridectomy was performed by one of 
us (C. B. V. T.), but the coloboma gradually became 
occluded by fresh exudate. 


Fig. 3—General development and myxcedematous appear- 
ance of a woman, aged 44, with Boeck’s sarcoidosis. 
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Investigations carried out at this time yielded 
negative results for the accessory nasal air sinuses, 
and the Wassermann and sigma reactions and clinical 
examination of the chest gave no positive signs. 
Radiograms of the chest suggested healed sarcoidosis 
lesions in the right lung. 

On Jan. 30, 1936, at the age of 42, the left eye was 
soft and atrophic. There was keratitis in the right 
eye with ring staining and vascularisation of the 
cornea. The patient now had the classical features 
of myxcedema and bilateral cervical and axillary 
lymphadenopathy. 

Present condition.—Fig. 3 illustrates her general 
development and myxcedematous appearance. She 
has a high colour, a brownish skin with multiple 
melanomata, clinically benign, of various sizes, 
scattered over dorsal, lumbar, and pectoral regions, 
the left anterior axillary fold, the left antecubital 
fossa and forearm, and the abdominal wall. In the 
right hypochondrium there is a brownish-purple 
vascularised cutaneous lesion, which is thought to be 
a miliary sarcoid. 

In the right eye the cornea has vascularised opacities, 
the anterior chamber is of average depth, the iris 
is bound down to the lens capsule, and the iridectomy 
coloboma is occluded with fibrous tissue. The 
lens is densely opaque from complicated cataract, the 
intra-ocular pressure subnormal, and projection of 
light inaccurate. Vision is reduced to perception 
of light. The left eye is shrunken and atrophic, 
and there is no perception of light. 

In the left posterior ‘triangle of the neck there are 
three oblique scars of incisions made for the removal 
of enlarged cervical lymph-nodes. There is a mass 
of enlarged lymph-nodes in the left supraclavicular 
space. These are mobile under the skin and over 
the deep tissues. They are smooth and are firm and 
elastic. The overlying skin is normal. In the upper 
and outer quadrant of the left breast there is a craggy 
ill-defined mass of tissue about 3 by 2 in., which is 
not tender to touch. The liver and spleen are not 
enlarged. Some tapering of the index finger and 
thumb of each hand is evident, but the overlying 
skin is normal and there is no radiographic evidence 
of osseous disease. A blood-count gave the following 


results : 
Red cells .. e» 3,180,000 Polymorphs .. ~- 50% 
White cells ss 3200 | “ Band ” forms .. 16% 
Heemoglobin 7 92% | Lymphocytes -- 20% 
' Monocytes .. sè 4% 
Eosinophils .. as 1% 


| 4s Squashed ” forms.. 9% 


SUMMARY 


A case of Boeck’s sarcoidosis with lesions in the 
cervical lymph-nodes, breasts, skin, and eyes is 
described. The eyes were affected by keratitis, 
uveitis, complicated cataract, and secondary glaucoma 
ultimately ending in phthisis bulbi. Myxæœædema 
became added to the clinical picture. 


We express our thanks to Dr. R. Bodley Scott for his 
advice about this case. 
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ATMOSPHERIC AND SURFACE 
STERILISATION BY AEROSOLS 


By R. J. V. Putvertart, M.D.Camb., F.R.C.P. 
G. C. Lemon, F.Ph. Soc. 
AND , 
J. W. WALKER 


(From the John Burford Carlill Laboratories, West- 
minster Hospital School of Medicine) 


LISTER introduced the carbolic spray into the 
operating-theatre in 1871. After many years of 
controversy he abandoned it in 1887, not because 
he came to the view that air-borne bacteria were 
unimportant but because he felt that his methods 
were inadequate. In this he was justified ; a concen- 
tration of phenol capable of sterilising air is quite 
intolerable to human beings. 

Air-conditioning, and to some extent air-filtration, 
represented in modern theatres the last heritage of 
Listerian, technique until recently, when Hart (1938) 
introduced ‘bactericidal radiation’’ into thoracic 
surgery and believed that thereby he had lowered his 
level of operative sepsis. The cocci of air, he believes, 
are the cocci of wounds; and many surgeons are of 
opinion that there is a risk of air-borne infection in 
prolonged operations such as those on the thorax 
and cranial cavity. 

Although the surgeon was the first to appreciate 
the risk of air-borne infection, other branches of 
medicine have concerned themselves more intimately 
with the problem. Scarlet fever streptococci have 
been isolated from the air of fever wards (Brown 
and Allison 1937); droplet infection is considered 
to be the main vehicle in respiratory infections 
generally, in some virus disorders, and in meningo- 
coccal meningitis ; tubercle bacilli have been isolated 
from the air of sanatoria. The nursing of premature 
and marantic infants is often complicated by broncho- 
pneumonia, and the causative organisms are probably 
derived from the respiratory tract of attendants. 
Many research workers are inconvenienced by air 
bacteria. Tissue culture and all cultural methods 
which involve the use of non-autoclaved material 
would be much facilitated if work could be done in 
a sterile atmosphere. In many industrial processes, 
too, stray contamination from the air is a serious 
problem. 

The public is perhaps a little more disturbed about 
air-borne infection than the medical profession. Some 
attempt is often made to sterilise the air of cinemas 
and theatres by the use of small quantities of scented 
sprays. Useless as this method is, it must be admitted 
that at any rate in times of epidemic respiratory 
disorder daily sterilisation of the air of places of 
amusement or public congress would be valuable. 

The methods of air-sterilisation in common use 
are, firstly, antiseptic vapours. It is possible to obtain 
a sufficient concentration of a volatile antiseptic to 
kill bacteria in air. Formalin is most often used for 
this purpose and is effective ; so also is phenol vapour, 
if the phenol is volatilised at a high temperature. 
Antiseptics so employed are either in a state of 
molecular dispersion in the air or as in the case of 
phenol exist as small suspended particles. In both 
cases a concentration in air is required which no 
human being could tolerate even for a few seconds, 
and some considerable time, probably an hour, is 
necessary for effective sterilisation. A second method 


is by means of ultraviolet light. This is only effective 
in the area radiated, but the method lacks the 
objections of the first. A third method, that of 
steaming the room, is sometimes used by bacterio- 
logists, but in our experience is devoid of any effect. 

If it is agreed that air-sterilisation is an objective ` 
worth pursuing, the requisites for an entirely 
unobjectionable method may be listed. 

(1) The method must be effective against all 
ria particularly those affecting the respiratory 

ract. 

(2) The whole of the air of the room to be sterilised 
must be simultaneously treated. 

(3) The time taken to sterilise must be short. 

(4) The method should not render the room 
uninhabitable during sterilisation or afterwards; in 
other words, it must not in any way affect living 
human tissues. 

(5) The method should not affect the efficacy of 
culture media and the like. 

(6) The apparatus should -be portable and the 
reagents inexpensive. 


PROPERTIES OF AEROSOLS 


The introduction by Trillat (1938) of the conception 
of “‘ aerosols” for the purpose of air-sterilisation 
opens up a new field of bactericidal agents. We have 
tested the claims he makes for his method, and can 
fully confirm his findings. We consider that this 
method has already gone a long way towards satisfying 
the ideal specifications listed above, and that further 
modifications are likely to make it entirely satisfactory. 

The word ‘ aerosol” is not a precise term, but it 
has a value as indicating the analogy between small 
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Fie. 1—Diagrammatic representation of a bactericidal 
aerosol in contact with air-borne bacteria. The particles 
are actually separated by spaces of 100-200 diameters. 


particles suspended in air and colloidal solutions. 
The method consists essentially of extremely fine 
atomisation of bactericidal solutions, and this can 
be carried out by an apparatus known as the 
‘‘Phantomyst.’”’ An electrically operated scent spray 
forces a jet of atomised fluid against the blades of a 
fan, which in its rapid rotation still further breaks 
up the droplets. The emerging mist is forced against 
a series of baffle plates and the final product is of 
extreme tenuity. If water is nebulised the resulting 
mist will not wet glass; if paraffin is nebulised it will 
not ignite. The mist is highly persistent: in an 
unventilated room definite traces remain in suspension 
after 48 hr. Since many factors determine particle 
size no definite figure can be given, but the order of 
their size is 5 u (fig. 1). 

' Such a mist has interesting physical properties. 
First and foremost is the large surface area of a small 
total concentration of antiseptic solution. We find 
that 10 c.cm. of a certain antiseptic will sterilise a 
room of 2000 cu. ft. capacity. In this there will be 
150,000 million particles of antiseptic solution, having 
a surface area of 118,500 sq. cm. The ultimate size 


~ 


444 THE LANCET] DR. PULVERTAFT AND OTHERS : ATMOSPHERIC STERILISATION BY AEROSOLS - [FEB. 25, 1939 


of the particle depends upon a number of factors. 
The humidity of the room affects the particle size if 
the solvent is water; if a volatile solvent such as 
alcohol is used particle size is much smaller. If a 
, hygroscopic fluid such as glycerin is incorporated 
atmospheric humidity will not be of such importance, 


and particle size may be altered by varying glycerin ~ 


Again, the incorporation in an 
alcoholic 
solution of a 
non-volatile 
solvent such 
as benzyl 

.alcohol or 
xylenol-A 
serves to 
modify the 
final particle 
size (fig. 2). 

Fie. 2—Effect of a plasticiser—i.e., a small Surface ten- 
proportion of non-volatile liquid in aerosol “07 38 obvi- 
mainly composed of volatile liquid such 9U8ly an 
as benzyl alcohol or xylenol-A in ethyl important 
alcohol. feature, and 

this may be 
modified at will by surface-tension reducers such as 

sulphonated oleic acid or sodium lauryl sulphate (fig. 3). 
The nature of the surface is again modified by the 
presence in the solution of oils, which form mono- 
molecular surface films, or soaps, which in the 
presence of traces of calcium may form surface films 
of insoluble soaps. These last two factors render the 
aerosol ineffective (fig. 4). 

There are obviously many factors limiting the use 
of antiseptics in this method. However, the important 
fact emerges that by this method any soluble anti- 
septic may be kept in suspension in air. This extends 
the field of air-sterilising 
agents beyond the volatile 
antiseptics. It must also 
be stressed that each particle 
in the mist or aerosol has 
an initial concentration of 
antiseptic comparable to that 
of the antiseptic solution 
nebulised. When a room is 
filed with such a mist a 
lattice-work of antiseptic 
particles permeates the 
atmosphere, Each particle 
has a bactericidal concentra- 
tion, and whether it is effec- 
tive or not depends upon 
the nature of the surface 
of the particle and whether 
the particle does or does 
not make contact with the 
bacillus. 

In our view the mechanism of aerosol sterilisation 
is of this kind, and the clearest distinction must be 
made between the effects of volatile antiseptics and 
of aerosols. A volatile antiseptic must have a concen- 
tration in ajr of the same order as that effective in 
aqueous solution, but we have found that chloramine-T 
is effective as an aerosol in an atmospheric concentra- 
tion of 1 in 12 million. Trillat suggests that the 
efficacy of aerosols is due to the fact that bacteria in 
air are themselves in a highly vulnerable condition, 
so that minute traces of antiseptic are effective. 
Total atmospheric concentration is not in ques- 
tion; the important factors are the antiseptic 
concentrations in each aerial particle and the nature 
of the surface of the particle (fig. 1). 
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Fia, 3—Diagrammatic 
representation of the 
effect of a surface. 
tension reducer on an 
aerosol particle. 


The total atmospheric concentration of antiseptic 
becomes important, however, when we consider its 
effect on the human being and on culture media, 
Among the antiseptics which we have found of value 
are resorcinol and chloramine-T, and at the necessary 
concentrations these do not affect the respiratory 
tract or inhibit growth when plates are exposed to 
them. On the other hand, up to the present we have 
not succeeded in finding an effective aerosol devoid 
of visible mist and wholly devoid of smell. It is 
possible to obtain an effective aerosol which is 
invisible. Para-chlor-meta-xylenol in 50 per cent. 
water, 45 per cent. ethyl alcohol and 5 per cent, 
xylenol-A forms an aerosol of this kind, but it has 
an offensive odour. The other effective aerosols have 
a visible mist and a slight odour. We have worked 
in such mists daily for eight months, and have kept 
mice in them, without any deleterious effects, or 
indeed any 


PARTICLES OF 
observable ANTISEPTIC AEROSOL 
effects at 
all. For 


many pur- 
poses the 
psycho- 
logical Fia., 4—Efect of addition of small quantity 
effects of of oil to the antiseptic solution before 
the mist nebulisation. 

and the 

slight odour (which is only experienced on first entering 
the room) may deter workers unnecessarily. It is 
more than probable that further research will elaborate 
an invisible and odourless mist, since the number of 
known antiseptics is legion. 


MONOMOLECULAR 
FILAIS OF Oh 


TECHNIQUE 


In the majority of our experiments, numbering in 
all over a hundred, Bacillus prodigiosus has been used 
as test organism. A suspension in water is sprayed 
into a living-room through a throat-spray, so that 
approximately 500,000 million organisms are sus- 
pended in the air. It is obvious that bacterial 
concentrations vastly in excess of any likely to occur 
under practical conditions have been used. All the 
experiments with this organism have been carried 
out in living-rooms, and controls have invariably 
been performed in rooms of similar cubic capacity— 
as a rule 2000 cu. ft. Staphylococcus albus has also 
been used in living-rooms, but the pathogenic bacteria 
have been used in a special small chamber. Thus our 
experiments have been strictly quantitative with 
regard to antiseptic concentration only with B. pro- 
digiosus and Staph. albus. In the other cases such 
minute amounts of antiseptic are necessary that 
figures are unreliable. 

The selected antiseptic is then nebulised and allowed 
to operate for variable times, For one antiseptic 
10 min. was found to be entirely effective; in 
this time 10 c.cm. of antiseptic solution is used. 
Shorter periods certainly lower the number of colonies 
grown but are not entirely effective The mist is 
allowed to operate for 15 min. after the nebulisation 
has ceased and plates are then exposed on the floor. 
Again, shorter periods have marked a definite effect 
but do not achieve full sterilisation The plates are 
then incubated for 48 hr. and the colonies are 
counted. 

It may be objected that this method does not 
count the bacteria in the air but only those that fall, 
and that the mist might only maintain the organisms 


1. Recent experiments indicate that. 2°5 c.cm. of the resorcinol 
solution will sterilise 2000 cu. ft. of air. 
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in suspension. We have attempted to count the 
bacteria by sucking the air through powdered sugar 
and counting the colonies in cultures after dissolving 
the sugar in water. By this means it was found that 
no colonies grew in the test rooms; on the other hand, 
very few colonies grew in the control rooms. In former 
experiments on the bacterial content of air near refuse 
dumps we were led to doubt the efficacy of this 
method, which other authors have also criticised. 
The only other method is with the air-centrifuge, 
which we do not possess, and which has also been 
criticised. Most authorities have recently used the 
open plate method in their experiments. 

That the bacteria are killed and not kept in 
suspension is probable for the following reasons : 

(1) Plates exposed for 24 hr. fail to grow any 
organisms. By this time the mist has very appreciably 
diminished. 

(2) Aerosols which are effective are rare. Pure water 
aerosols are useless, but 5 per cent. aqueous chloramine 
is effective. The addition of chloramine is not likely 
to keep bacteria in suspension. Similarly, glycerin 
by itself is ineffective whereas glycerin and resorcinol 
is effective. Here the same argument applies. 


It may also be objected that the aerosol may 
condense on the culture plates thereby inhibiting 
growth, but as has been stated earlier, plates exposed 
to the aerosols at their exit from the phantomyst 
for periods of 10 min. or longer and then exposed 
to bacteria in control rooms show no inhibition of 
growth. Moreover, plate cultures exposed to the 
aerosol can be readily subcultured. 


RESULTS 


Water, glycerol, alcohol, acetone, 10 per cent. 
Soluseptasine, lysol, Monsol, Dettol, and the sodium 
salt of ortho-phenyl-phenol are more or less ineffective. 
The makers of the phantomyst market a solution 
known as Aeryl which is completely effective against all 
the organisms we have used—namely, B. prodigiosus, 
Staph. albus, Streptococcus hemolyticus, pneumococcus, 
and Oorynebacterium diphtherie. Trillat states that 
it is effective against the influenza virus and 
many other organisms. The formula of this solu- 
tion as stated by the makers is a supersaturated 
aqueous solution of resorcinol with glycerin. We 
have also found that 5 per cent. chloramine-T, 
made up according to a formula given below, is 
effective. Both these aerosols have a slight odour 
which is perceptible on entering the room and a 
persistent mist. They have proved quite innocuous 
in use over a period of months. 

A solution of 0-5 per cent. parachlor-meta xylenol 
in 50 per cent. water, and 45 per cent. ethyl alcohol 
and 5 per cent. xylenol-A, with 0-1 per cent. sodium 


-~ lauryl sulphate, is effective, but the aerosol is most 


offensive. When benzyl alcohol is used instead of 
xylenol-A the aerosol is inoffensive but also ineffective. 

The Rideal-Walker coefficient of ‘‘ aeryl”’ is 0-1 and 
that of the chloramine-T solution (described below) 
0:02. At a dilution of 1 in 6 aeryl kills B. prodigiosus 
in 5 min.; at dilutions of 1 in 60 and over it is quite 
without etfect.2 Therefore a concentration of these 
antiseptics 100,000 times smaller than that necessary 
in aqueous solutions is 100 per cent. effective. 


STERILISATION OF SURFACES 


An attempt has been made to make use of the 
properties of an aerosol for the purpose of the 
sterilisation of surfaces. The problem was first 
presented in a practical form for the disinfection of 


2. The chloramine-T solution is ineffective in dilutions 
greater than 1 in 2. 


DR, PULVERTAFT AND OTHERS: ATMOSPHERIC STERILISATION BY AEROSOLS 


[FEB. 25, 1939 445 


civilian gas masks after use when there was a prob- 
ability that infective material had been left after 
expired droplets had dried. With this purpose in 
mind a series of experiments was devised in which 
pieces of rubber fabric, such as were used in the 
construction of the masks, were used for test surfaces. 
A special chamber was constructed for the purpose 
of the tests and all experiments on surface sterilisation 
were carried out therein. It consisted of a galvanised 
iron box containing two compartments, The larger 
of these was the actual test chamber and was about 
90 litres in capacity. It was fitted with an airtight 
door containing a glass window. The second chamber 
was just large enough to contain an apparatus capable 
of converting 1 c.cm. of liquid into aerosol in 1 min. 
The aerosol was led directly into the top of the 
test chamber by means of a pipe and was redrawn 
into the smaller chamber through two small holes 
at the bottom of the partition. This arrangement 
ensured an even distribution of aerosol throughout 
the test chamber. | 

The general technique of the experiments was as 
follows :— 

A number of test surfaces (pieces of rubber fabric 
about 3 cm. by 2 cm.) were infected with a saline 
suspension of the test organism and were allowed 
to dry at a temperature of 37° C. At the beginning 
of the experiment one of these was pressed on to a 
plate of appropriate medium and another was placed 
in a sterile dish and treated similarly at the end of 
the experiment. This latter procedure was to ensure 
that the organism, when in the dry state, was not 
destroyed by the time interval alone. The remaining 
test surfaces were placed in the test chamber and 
the airtight door closed. The nebuliser was operated 
until the required concentration of aerosol within 
the chamber was reached. The test surfaces were 
removed from the chamber at desired intervals, and 
after any moisture had been allowed to evaporate 
under sterile conditions (which took place very 
rapidly), the test surfaces were pressed on to plates 
of medium in the same way as the controls. Whenever 
the test chamber was opened for the purpose of 
removing a sample the nebuliser was operated for 
a period of 30 sec. in order to compensate for the 
resulting fall in the concentration of aerosol. 

In the first instances such common disinfectants 
as formalin, lysol, Neomonsol, dettol, phenol solution 
and mercuric chloride solution were used for the 
production of aerosols. It was found however that 
in every case but that of formalin little bactericidal 
action could be obtained unless the concentration of 
the aerosol was raised until the dew-point was reached, 
at which stage the test surfaces became flooded 
with a heavy deposit of the disinfecting liquid—a 
condition tantamount to painting on the fluid by 
means of a swab. In the case of formalin very efficient 
bactericidal action was obtained with the aerosol 
but the method suffered from the disadvantage of 
the grossly irritant action of formalin aerosol which, 
in the case of its practical application to gas masks, 
rendered the method useless owing to their retaining 
the irritant property for a considerable time after 
disinfection. 

An attempt was then made to evolve a new mixture 
the aerosol of which would have a similar bactericidal 
action to that of formalin without its highly irritant 
properties. A mixture was compounded of acetone, 
alcohol, water and hydrogen peroxide but this was 
found to have but little effect. It was, however, 
deemed possible that the addition of some substance 
which would reduce the surface tension of the liquid 
would possibly cause it to have some affinity for 
the infected surfaces, and in order to achieve this a 
small quantity (0:5 per cent.) of sulphonated oleic 
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acid was added to the mixture. The effect of this 
addition was remarkable. If a test surface was 
infected in patches, and these patches allowed to 
dry prior to the exposure of the surface to the aerosol, 
it was found that after a short period of such exposure 
these patches had again become moist while the 
remainder of the test surface remained dry. After 
being allowed to dry under sterile conditions such 
surfaces were pressed on to the surface of an gppro- 
priate medium and this was found to remain sterile. 
The optimum conditions for such sterilisation were 
found to be a concentration of 1: 18,000 of aerosol 
(obtained by the operation of the nebuliser for 5 min. 
in which concentration the test surfaces were left for 
a period of 20 min. 

This technique was found to be completely 
bactericidal to B. prodigiosus, staphylococci, strepto- 
cocci and pneumococci. In the case of C. diphtheria 
however no satisfactory bactericidal action could 
be obtained. It was therefore necessary once again 


to modify the bactericidal mixture and to this end . 


the hydrogen peroxide was replaced by chloramine-T 
(5 per cent.). 

This new mixture, referred to as ‘‘G.M.2,” was 
found to act efficiently under the conditions outlined 
above and was also found to be effective against 
O. diphtheria. In all, the following organisms were 
found to be destroyed by the aerosol of “G.M.2” 
when present on surfaces under the conditions 
described : B. prodigiosus, staphylococci, streptococci, 
pneumococci, O. diphtheria, Vibrio cholere, Pasteurella 
pestis, B. typhosus and B. coli. It was not found 
possible to destroy spore-bearing organisms such as 
B. subtilis entirely, though as many as 50-70 per cent. 
of them were destroyed by this treatment. 

The action of the aerosol of ‘“‘G.M.2” was found 
to be efficiently bactericidal only when the infectious 
material had been allowed to dry. If the test surfaces 


were exposed to the action of the aerosol while the | 


infectious material was still wet the results were 
never uniform, probably because of the introduction 
of a dilution factor. Controls similar to those carried 
out with the aerosol of aeryl were made of the action 
of the ‘“‘G.M.2” aerosol on the surface of culture 
media. Agar plates were exposed to the action of the 
aerosol in the test chamber and were subsequently 
sprayed with a suspension of test organisms. Abun- 
dant growth of the organism was obtained. It is 
important in carrying out this control that the 
concentration of the aerosol is not raised so high that 
the dew-point is reached, otherwise the surface of 
the plate will be flooded with liquid ‘‘ G.M.2,”? which 
will effectively render it non-nutrient. The control 
was elaborated further by suspending test surfaces 
in the aerosol until such time as the bacteria were 
deemed to be destroyed and then immersing these 
pieces of rubber in broth. In a high percentage of 
cases the broth was found to remain sterile. 

A plate culture of B. prodigiosus exposed to the 
action of the aerosol of ‘‘G.M.2’’ was shown upon 
subculture to be unaffected. A mouse subjected 
to the aerosol for a period of 30 min. was not 
obviously affected nor were laboratory workers who 
remained in constant contact with the aerosol. 


A minimum number of three experiments was 


carried out with all the organisms listed above but 
in certain cases the number was larger. This included 
12 in the case of B. prodigiosus, 7 with staphylococci, 
6 with streptococci and 8 with O. diphtheria. 

Some of the experiments were repeated on other 
test surfaces, including glass, woollen cloth, metal, 
leather, wood (unvarnished) and paper. It was found 

that, even if the concentration of the aerosol is 


increased and the time of exposure lengthened, as 
soon as any degree of porosity in the test surface 
was reached the efficiency of the method declined 
steeply. The only bactericide which appeared to be 
effective under such circumstances was formalin, 
Such surfaces as glass and metal could be treated 
with as great efficiency as rubber. 


SUGGESTED APPLICATIONS 


(1) Air-sterilisation of operation theatres, cinemas, 
public halls, restaurants and so on. In all these cases 
the presence of a visible and odorous mist is likely 
to be to a greater or less degree a deterrent. In 
operation theatres its use during operations would 
only be objectionable in a psychological sense, but 
perhaps surgeons are not sufficiently impressed by 
the danger of air-borne infection to develop the 
method. A compromise would be to fill the rooms in 
question with the aerosol, leave them filled for a period 
of one hour, and then to ventilate them and remove 
the mist. This would at least ensure the intermittent 
sterilisation of the air, and might well be employed 
between “houses” at theatres. No residual smell 
remains when the mist is removed by ventilation. 

(2) Prevention of air-borne infections in dormitories.— 
Epidemics of meningococcal meningitis and infantile 
paralysis are fortunately rare, but arise mainly in 
institutions when the inmates sleep in dormitories, 
and infection is believed to occur there. Less vital 
but of great importance are the other juvenile infec- 
tions and influenza. It might well be of great value 
to maintain the mist in suspension in the air during 
the night under such epidemic conditions ;` but here 
again intermittent disinfection would be better than 
nothing. | 

(3) Prevention of case-to-case infection in hospitals.— 
In the event of serious epidemics of air-borne diseases, 
such as influenza at its worst, this method should 
have great value. Whether patients would learn to 
tolerate the mist and odour under less urgent 
conditions is a matter for experience. Similarly the 
nursing of premature infants in such mists might be 
advantageous ; on the other hand they might prove 
more sensitive than adults to the aerosol. 

(4) Economic bacteriology.—All industries dependent 
on bacteria, such as the butter, brewing and cheese 
industries, and all in which bacterial contamination 
from the air is a disadvantage, might well consider 
this method, since it is not liable to transmit any 
disadvantageous taste or odour. | 

(5) Laboratory work.—The sterilisation of the air 
in media rooms and vaccine rooms is an obvious 
application. 

(6) Aerosols have also been adapted to the 
deodorisation of air and the killing of insects, including 
mosquitoes and bedbugs. 

(7) Surface sterilisation is possible by aerosols 
within limits; non-absorbent surfaces are alone 
affected. Even so, particular problems are likely to 
present themselves where the method has a use. After 
the removal of all bedding and so on rooms might so 
be sterilised up to a point after infectious cases. 
The bacteria in large dust masses are unlikely to be 
affected. 


Our thanks are due to the staff of the pharmacological 
department of Westminster Hospital; to Mr. H. Berry, 
Dean of the college of the Pharmaceutical Society, for 
many helpful suggestions; and to Andre (Components) 
Ltd., for the gift of the Phantomyst apparatus. 
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HÆMATOMA OF THE FLEXOR TENDON 
SHEATHS OF THE HAND ' 
FOLLOWING PENETRATING WOUNDS 


By E. A. DEvVENISH, M.S. Lond., F.R.C.S. 


FIRST ASSISTANT IN THE SURGICAL UNIT, UNIVERSITY 
COLLEGE HOSPITAL, LONDON 


Two cases seen at the whitlow clinic of University 
College Hospital presented a syndrome which I 
believe to be due to hæmorrhage into the flexor 
tendon sheaths of the hand. The condition, though 
rare, merits recognition, because it is likely to be 
mistaken for infective tenosynovitis, unlike which 
ea a good prognosis. I can find no previous account 
of it. 


THE TWO CASES 


CASE 1.—A male machinist, aged 37, was admitted 
to hospital on April 18, 1936, complaining of severe 
throbbing pain, bad enough to keep him awake at 
night, in the left thumb and wrist. One blade of a 
pair of scissors had penetrated the outer side of hbis 
thumb near the distal flexor crease a day before 
admission. The wound had been dressed in casualty 
soon after its infliction. 

On admission his temperature was 97:4° F. and 
pulse-rate 64. The fingers and thumb of his left hand 
were held semiflexed. The fingers could be passively 
extended, but not fully without pain at the wrist. 
The thumb was more resistant to extension; it was 
impossible to extend it fully and any attempt to do 
so caused severe pain. There was slight swelling of 
the thenar eminence with tenderness along the 
palmar aspect of the thumb and over the flexor 
tendons at the wrist. There was a small cut on the 
outer side of the thumb near the distal flexor crease. 
There were no other abnormal physical signs. 

An unpadded plaster cast fixing the wrist and 
thumb was applied and the patient was put to bed 
with the limb elevated. Seven hours later he com- 
plained of numbness of the index finger. The plaster 
was removed and on examination there was slight 
bruising of the skin over the volar aspect of the wrist, 
complete anæsthesia of the left index finger to touch, 
pinprick, and sense of position, and impairment of 
sensation to touch and pinprick in the thumb and 
middle finger. The limb was placed in a sling without 
a@ splint, and was again elevated. 

Next day the bruising was more obvious, but the 
pain was less severe and slight sensation was returning 
to the fingers and thumb. On the 20th the swelling 
and tenderness of the thenar eminence were less 
and the pain had vanished, but there was still slight 
tenderness over the volar aspect of the wrist. On the 
21st the thenar eminence was no longer swollen 
but it was still slightly tender and the bruising was 
most obvious on the ulnar side of the wrist just 
proximal to the head of the ulna. Radiography of 
the hand and forearm failed to show any crack or 
fracture of the bones. The patient was discharged. 
During his three days in hospital his temperature 
and pulse-rate remained within normal limits. 

He was seen again a week after the date of the injury, 
when he had the full use of his hand. Anssthesia of 
the terminal phalanx of the index finger was still 
present, but sensation in the middle finger and thumb 
was normal. The bruising had practically disappeared 
and there was still slight tenderness of the palmar 
aspect of the thumb. Five days later—i.e., twelve 
days after the date of the injury—sensation in the 
index-finger had returned to normal and the patient 
was passed as fit. ; 


It is possible that the incomplete median nerve 
lesion which this patient developed was due to the 
plaster splint preventing swelling as the splint encircled 


the forearm to the wrist. It is also possible, however, 
that the damage was produced by compression of 
the median nerve in the carpal tunnel, for such 
median nerve injury is rarely caused by a plaster 
cast even in cases of severe injury. 


CASE 2.—A male metal-reclaimer, aged 37, was 
first seen at University College Hospital on 
Aug. 17, 1938, when he complained of severe 
pain in the left hand, particularly in the thumb and 
little finger, and inability to use the hand. He had . 
cut himself with a piece of glass five days before, 
receiving a penetrating wound.on the palmar aspect 
of the thumb opposite the metacarpo-phalangeal 
joint. He went immediately to another hospital,- 
where the wound was sutured. The day after the . 
accident being Sunday he did not use the hand much, 
but he went to work on the next two days. His thumb 
became increasingly painful and by the fourth day 
after the accident the pain was severe enough to keep 
him awake at night. 

On Aug. 17 his temperature and pulse-rate 
were normal, The fingers and thumb of his left hand 
were held semiflexed. Passive extension of the index, 
middle, and ring fingers caused pain at the wrist, 
but these fingers could be fully extended. Attempted 
extension of the thumb or little finger produced 
severe pain and full extension was impossible. There 
was a small cut on the palmar aspect of the base of 
the thumb just opposite the metacarpo-phalangeal 
joint, but there was no redness round the cut and 
no discharge from it. The left hand and forearm were 
placed in a sling and he was sent home. 

On the 18th the thumb and thenar eminence, the 
little finger, and the volar aspect of the wrist were 
tender and slightly swollen. Attempted passive 
extension of the fingers and thumb was still painful. 
There was no bruising of the hand or wrist and no 
aneesthesia of any of the digits. Onthe 19th the swelling 
had disappeared and the only abnormality present 
was painful limitation of passive extension of the 
little finger and thumb. On the 24th the cut on his 
thumb was practically healed. There was slight 
greenish discoloration of the skin of the volar radial 
part of the forearm just above the wrist. There was 
no swelling, tenderness, or limitation of movement, 
active or passive, of the digits, and a radiogram of 
the hand and forearm showed no crack or fracture 
of the bones. The patient was discharged. 


This patient was not admitted to hospital, the only 
treatment given being rest of the limb in a sling and 
analgesic drugs. His temperature and pulse-rate 
were never found raised and he was discharged fit 
twelve days after the receipt of the injury. The 
bruising in this case was much less marked than in 
case 1, but it is likely that this was because the hand 
was never elevated and the blood in the tendon 
sheaths only slowly diffused out. 


DISCUSSION 


The features of the syndrome in these two cases 
were: (a) pain, swelling, and loss of function in the 
distribution of the flexor tendon sheaths ; (b) delayed 
bruising appearing where the sheaths are near the 
surface and dependent on posture; and (c) rapid 
recovery. 

To establish the suggested explanation of hæmor- 
rhage into the sheaths it must be shown first, that 
the site of the lesion was the flexor tendon sheaths ; 
secondly, that there was blood in the tendon sheaths ; 
and thirdly, that there was no acute infection of the 
tendon sheaths. 

The arrangement of the flexor tendon sheaths of 
the hand is briefly as follows. The tendon sheath 
of the flexor pollicis longus extends from the base 
of the terminal phalanx of the thumb to a short 
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distance proximal to the transverse carpal ligament. 
The tendon sheaths of the index, middle, and ring 
fingers end in the palm at about the level of the 
inetacarpal heads. The tendon sheath of the little 
finger extends into the wrist as the common flexor 
sheath which often communicates with the proximal 
end of the sheath of the flexor pollicis longus. Thus 
fluid entering the tendon sheath of the thumb may 
flow into the common flexor sheath and even down 
the flexor sheath of the little finger, according to the 
position in which the hand is kept. Further, owing 
to the depth at which the sheaths lie in the fingers and 
palm, the thickness of their walls in the fingers as 
compared with the relative thinness of the sheaths 
in the forearm, and their comparatively superficial 
position there, one would expect bruising to appear only 
in the forearm, and its appearance to be accelerated 
by elevating the hand. 

That the site of the lesion was the thenar and 
common flexor sheaths is shown by the fact that the 
distribution of the pain, swelling, and tenderness 
and the limitation of function produced were identical 
with those found in acute suppurative lesions of 
these tendon sheaths. The pain and swelling of 
the little finger in case 2 are explicable only on the 
supposition that blood had trickled down its tendon 
sheath. This did not happen in case 1 probably 
because his hand was kept elevated for three days. 

That there was a collection of blood in the tendon 
sheaths is shown by the presence of a wound capable 
of providing a source of the blood and of opening 
the tendon sheath, the appearance of bruising at the 
wrist or forearm—i.e., where one would expect to 
find it—and the absence of any other: cause of the 
bruising—i.e., a fracture. 

What there was no acute infection of the tendon 
sheaths is shown by the absence of a raised temperature 
or pulse-rate. The rapidity with which the patients 
recovered also suggests that infection had not 
occurred. 

In both cases the mimicry of early acute suppurative 
tenosynovitis was close. The chief points of differentia- 
tion were the absence of a raised temperature and 
pulse-rate and the swelling of the affected parts 
of the hand and wrist was less than one would expect 
with acute suppurative tenosynovitis. However, 
some cases with an uninfected hematoma of 
the tendon sheaths may be expected to have a 
raised temperature and: pulse-rate, for hematomas 
elsewhere may be accompanied by both. The 
appearance of bruising is too late to be of much use 
in making an early diagnosis, but its appearance 
may be accelerated by keeping the hand continuously 
elevated. In doubtful cases the patient should be 
admitted to hospital and the hand elevated; at 
the end of 24 hours the diagnosis should be 
obvious. 

Treatment should consist of resting the limb in 
a sling and giving analgesic drugs for the pain. 
Splinting of the hand is unnecessary because the 
pain on attempted movement of the fingers will 
effectively keep them at rest. 


SUMMARY 


A syndrome has been observed after penetrating 
wounds of the hand consisting of: (a) pain, swelling, 
and loss of function in the distribution of the flexor 
tendon sheaths ; (b) delayed bruising appearing where 
the sheaths are near the surface and dependent on 
posture ; and (c) rapid recovery. 

The syndrome is attributed to hemorrhage into 
the flexor tendon sheaths. 
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INTRODUCTION OF AN IODISED OIL 
INTO THE TRACHEOBRONCHIAL TREE 


By Pmr ELLMAN, M.R.C.P. 


PHYSICIAN TO THE ST. JOHN CLINIO AND INSTITUTE OF PHYSICAL 
MEDICINE, LONDON ; CONSULTANT PHYSICIAN TO THE 
RHEUMATIC UNIT, ST. STEPHEN’S HOSPITAL (L.C.C.) 


' BRONCHOGRAPHY is now regarded as essential in 
the diagnosis and treatment of certain chronic 
pulmonary diseases. Since it was first introduced 
by Sicard and Forestier in 1921 much has been 
learnt of the early stages of such diseases as bron- 
chiectasis, pulmonary abscess and new growths, 
and it is extremely important that this procedure 
should be made available to general clinicians and not 
limited to specialists, 

Various methods have been employed for the 
injection of the oily iodised solution—Lipiodol (Lafay) 
or Neo-hydriol (May and Baker)—into the bronchi 
(see Ellman 1932), but in my view they all have 


certain disadvantages from the point of view of. 


simplicity. Direct injection by the cricothyroid 
route is an operation not altogether free from risk 
and not really suitable for out-patients. The oral 
route, whereby after preliminary anssthetisation 
the oil is poured over the base of the tongue, often 
involves swallowing some of the oil. The intra- 
laryngeal route requires skilful use of the laryngeal 
mirror and good anesthesia of the laryngo-pharynx. 
The bronchoscopic route requires a trained broncho- 
scopist. 

The obvious way of approaching the tracheo- 
bronchial tree is via the commencement of the 
respiratory tract—i.e., the nose. Franklin and 


‘Orley (1931) introduced a rational method of injecting 


the oil by a nasal catheter along the floor of the 
nose and into the larynx and trachea. This has the 
disadvantage of not infrequently inducing laryngeal 
spasm, and at the suggestion of my friend Dr. Forestier 
I have adopted, and somewhat modified, a method 
first introduced by him which I have found to be 
much simpler. | 
TECHNIQUE 


The iodised oil is injected directly into the nostril 
from an ordinary 20 c.cm. syringe, no nasal catheter 
being required, Preliminary anæsthesia of the nostril, 
pharynx, and larynx is usually advisable although 
I have obtained excellent bronchograms in coéperative 
patients without. When the tongue remains in its 
natural position in the mouth the hypopharynrx 
is open and fluid can be readily swallowed (fig. 1). 
In this method the tongue is protruded and held 
firmly there by the operator or the patient, as in a 
laryngeal examination. The whole of the larynx, 
including the epiglottis, is thus elevated, thereby 
closing the hypopharynx and keeping the upper end 
of the oesophagus closed. In this way the normal 
act of deglutition is made impossible. <A radio- 
gram readily shows the oily solution dropping auto- 
matically into the small pouch of the hypopharynx 
and flowing over the brim into the larynx and 
trachea (fig. 2). 

The requirements for this method are of the 
simplest. Sensitivity to cocaine and iodine is first 
tested. A few days previously a hypodermic injection 
of cocaine, gr. 1/10, is given and the pulse is taken at 
intervals of ten minutes for half an hour. If there is 
no appreciable increase in rate and no faintness there is 
usually no abnormal sensitivity to cocaine. A mixture 
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A a B 
Fia. 1—Radiograms taken with syringe in position. A, 
with tongue in mouth ; B, with protruded tongue held. 


containing pot. iod. gr. 5-10 is given daily, for three 


e days and if this is not followed by skin eruption or 


catarrh of the conjunctiva or nasal mucosa the 
patient may be assumed to react normally to iodine. 
The instruments required are a De Vilbiss spray 
No. 15 and a 20 or 25 c.cm. syringe to which is attached 
a small nasal olive! which occupies the nasal orifice 
and prevents regurgitation of the oily solution. 
A few c.cm. of equal quantities of a 10 per cent. 
solution of cocaine hydrochloride and 1 in 1000 
adrenaline are placed in the bottle of the De Vilbiss 
spray. The oily solution is usually warmed to body 
temperature though better pictures are often obtained 
without heating the oil. As a rule 20 c.cm. of the 
oil (10 c.cm. for each lung) is all that is needed, 
although as much as 20 c.cm. for each lung may 
sometimes be necessary, The quantity is easily 


1. The special syringe and nasal olive have been made for me 
by Messrs. Allen and Hanbury. 


.with the cocaine-adrenaline solution. 
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Fie, 2—Diagrams illustrating fig. 1. In a the oil injected 
into the floor of the nose is dropping down the open 
hypopharynx and into the esophagus. In B the hypo- 
pharynx is closed and the oil is flowing into the larynx 
and trachea. (E=epiglottis; H=hypopharynx; L= 
larynx ; S=syringe; T=tongue.) 


regulated by screen examination, to which this 
method readily lends itself. | 

The patient sits in the upright position and is 
instructed to grasp the tongue firmly. This position 
is maintained throughout. The nostril with the 
freest airway is chosen and is sprayed several times 
The back of 
the tongue and the pharynx and larynx are then 
similarly treated. After an interval of 5-10 minutes 
the warm oily solution is injected from the 20 c.em. 
syringe. To fill the lower lobes the patient remains 
seated with the head thrown back and the body 
well tilted to the affected side. Tilting is especially 
necessary in the case of the left lung, since the right 
bronchus is in more direct line with the trachea. 
To inject the upper and middle lobes the patient lies 
on his back on the X-ray table—a tilting table¥is 
preferable though not essential—with the opposite 
shoulder well raised by one or more pillows, and is 


Fic. 3—Bronchogram showing blocked bronchus on right 
side characteristic of bronchial carcinoma, and normal 
bronchial tree on left side. 


Fie. 4 
Bronchogram showing saccular bronchiectasis of the left 
lower lobe. 


/ 
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tilted to the right or left according to the lung being 
treated. 

For successful results the complete coöperation 
of the patient is essential and I find that a preliminary 
explanation of the whole procedure best secures this 
end. In a highly nervous patient a sedative such 
as heroin, gr. 1/8, might be given half to one hour 
before the injection. While the oily solution is being 
injected the protruded tongue must be firmly held 
to prevent deglutition, and the patient must be 
instructed not to cough until the photographs have 
been taken. During the whole of the operation the 
patient should be encouraged to breathe naturally 
and quietly. Before taking photographs I usually 
screen the patient to ensure that the area under 
observation is adequately filled. Photographs are 
usually taken with the patient erect in the antero- 
posterior and lateral positions, although it is some- 
times necessary to take them also in the recumbent 
position, | 


MEDICAL 


ROYAL SOCIETY OF MEDICINE 


SECTION OF RADIOLOGY 


AT a meeting of this section on Feb. 17, Dr. H. K. 
GRAHAM-HopGson, the president, being in the chair, 
a discussion on the 


Radiology of Acute Respiratory Diseases 


was opened by Dr. PETER KERLEY. He began by 
pointing out that for the radiological examination 
of these diseases a portable apparatus was generally 
essential and as the films were not infrequently 
taken in an emergency by laymen and passed on to 
radiologists to interpret, it was important to lay down 
practical rules for the technique of portable apparatus. 
He believed that there was nothing to be gained by 
making the work elaborate, The less fuss and bother 
there was in the room and less formidable the apparatus 
looked the better for a patient who was grievously 
ill. Fine detail was rarely required and speed was 
important if not vital. A working distance from two 
and a half to three feet was ample. He laid stress 
on careful screening and his usual procedure was to 
let the patient lie back against the screen in the 
sitting position. When the shadow of a consolidated 
base merged with that of the diaphragm or when the 
respiration-rate was too high or the patient too ill 
or too young to coédperate a screen examination might 
be decisive. For this work he believed the manu- 
facturers had made a mistake in making portable 
sets too portable and thereby restricting screening 
facilities. With regard to films his advice was to 
take plenty and always to over-expose or over- 
penetrate two, since these would be the pictures on 
which fluid or consolidation might be differentiated. 
Again, the radiologist should never leave the room 
without taking a lateral view. 

The best-recognised though not the commonest acute 
respiratory disease in childhood the speaker con- 
sidered to be miliary tuberculosis. It was not possible 
radiologically to determine the method of. spread, 
but the usual appearance in infants up to nine months 
or so in age was a fairly large caseating pneumonic 
area in one lung with widespread dissemination of 
fairly large round foci all over both lung fields ; 
whereas in older children and in adults there was 
a widespread infiltration of millet seed or larger 
shadows but seldom a pneumonic area, He believed 
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I have now used this technique in some 50 cases 
with almost invariably good results (figs. 3 and 4). 
The whole procedure takes little more than 15—20 
minutes ; the apparatus required is simple and the 
technique is such that any practitioner, observing the 
precautions here outlined, can soon learn to obtain 
satisfactory bronchograms. 


SUMMARY 


A simplified technique is described for introducing 
an iodised oil into the tracheobronchial tree by 
direct nasal injection under local anesthesia, The 
method causes the patient the minimum of dis- 
comfort. No special apparatus or skill is required 
and the method is suitable for the general clinician. 
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that only three of the recorded cases of recovery 


satisfied the essential diagnostic criteria. The patho- 
logical significance of difference in size of the individual 
lesions was not clearly established, but he did not 
believe that the finer and more discrete the lesions the 
better the outlook as had been stated by some 
authorities. With regard to pneumonia in children, 
broadly speaking infants tended to exhibit localisa- 
tion to the paravertebral sulci and older children 
a more diffuse type of shadow. The dominant 
feature in infants was a dense homogeneous opacity 
with a well-defined outer border running parallel 
to the mediastinum and extending from apex to 
base, usually some two inches wide. The homogeneity 
of the shadow, the sharp outer border, and the 
distribution transgressed the lobar divisions of the 
lung, and indicated a mediastinal effusion which 
appeared to be a frequent complication of para- 
vertebral pneumonia in young children. Between 
the ages of 2 and 10 two types of bronchopneumonia 
could be recognised. In one the foci were large and 
ill defined and might coalesce but did not extend into 
the root of the lung as in lobar consolidation ; in 
the other the foci were sometimes referred to as a 
miliary bronchopneumonia and appeared to be 
common following measles. The X-ray appearances 
of bronchiolitis were not well known and in view 
of the probability of the congenital cystic nature of 
the condition the term bronchiolitis should be 
abandoned, as should bronchiolectasis; The com- 
plications of bronchopneumonia and lobar pneu- 
monia in children were collapse and fluid. The 
former could be detected by the abnormally low 
position of the interlobar fissure, the opacity of the 
lobe and the displacement of the mediastinum to the 
diseased side. With fluid, it was not possible to 
determine by the radiogram whether the fluid was 
purulent or not; all one could do was localise the 
collection. In young children mediastinal effusions 
were frequent, whilst in older children the ordinary 
axillary type was commoner. Occasionally a lamellar 
effusion was seen with a very thin pleural line running 
up the outer border of the chest wall, and the 
amount of fluid might be larger than the X-ray 
appearance suggested. The picture of interlobar 
collections of fluid resembled that in adults. Empye- 
mata occurred in odd situations and might be over- 
looked, and sometimes pseudo-cavities, due, the 
speaker suggested, to acute vesicular emphysema, 
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occurred both in lobar and bronchopneumonia in 
children. All these conditions were difficult even 
for a skilled radiologist to interpret .and radiograms 
taken by a layman and interpreted by a general 
practitioner could lead to disastrous results, Ring 
shadows or pseudo-cavities in radiograms of lobar 
pneumonia had been described of recent years. They 
had been regarded by American writers as areas of 
aseptic or aputrid necrosis, Rabin regarded them 
as due to an arteritis with thrombosis and subsequent 
infarction in the centre of the pneumonic area. 
Dr. Kerley emphasised the fact that they were a 
purely radiological discovery and had never been 
confirmed post mortem. He suggested that they 
might be due to delayed resolution following collapse 
of a large segment or of a lobe. Emphysema was a 
natural reaction to collapse and there was no reason 
why over-distended lobules should not contain fluid 
levels. 

Dealing with influenzal bronchopneumonias the 
speaker regretted that we had no reliable X-ray 
records of the last great pandemic of 1918-19. In 
more recent epidemics the radiological appearances 
suggested an area of intense hyperemia with small 
pea-sized foci of consolidation not tending to coalesce. 
In the 1936-37 epidemic he saw some 40 cases and 
the left base was affected three times more often 
than the right. Recovery followed in all but one 
case. Postoperative chest complications for which 
the radiologist was consulted were generally collapse 
and infarction. Collapse showed a homogeneous 
opacity with a sharp edge, but in infarction there was 
no well-defined margin and clear vascular markings 
were very obvious, and in thrombosis the affected 
vessels did not change in different phases of respira- 
tion. The thickest part of the vessel lay at the apex 
of the infarct. Tomography he believed to be 
superior to all other methods of investigation in lung 
suppuration. Not only did it reveal the site of the 
abscess cavity but it showed the calibre and site of 
. the drainage bronchi. In pulmonary hemorrhage 
inhaled blood might be spattered into alveoli exactly 
like Lipiodol. In conclusion Dr. Kerley cited a 
small group of cases of lesions of the bony thorax 
simulating acute chest conditions. The paper was 
illustrated with a series of lantern slides. 

Dr. F. G. CHANDLER followed with a short 
paper from the standpoint of the physician. He 
believed that the time had come when the great value 
of the portable X-ray plant in hospital and private 
practice could be fully demonstrated. Inflammatory 
areas, infarction, with their distribution, partial 
pneumothoraces, massive collapse, interlobar effusions, 
deep-seated abscesses, focal atelectasis and many 
other conditions could be brought to light by its use. 
And not least of all, the earlier diagnosis of pulmonary 
carcinoma was becoming possible, especially in those 
cases in which it lay at the root of pulmonary suppura- 
tion, and other acute conditions. During the last 
fortnight he had seen four cases of acute febrile 
conditions where the diagnosis was in doubt but 
which might be labelled severally pleural effusion, 
atelectasis, bronchiectasis and pneumonia with a 
sudden shift of the mediastinum to the affected side ; 
yet in each one of these cases there was a strong 
suspicion of a carcinoma as a basic cause. In all 
this the taking of an X-ray in a very sick patient might 
prove an exhausting procedure. The picture should 
be taken with the patient propped up by pillows in 
the half-recumbent position to allow of fluid levels 
being demonstrated. He must lie absolutely square 
with the position of arms and legs symmetrical. 
The cassette should then be slipped behind the patient 


and the tube orientated appropriately. Although 
this gave a posterior view when we would rather 
have an anterior it was easier for the patient. A 
true lateral view with the patient lying on the affected 
side, again half-recumbent only, was much more 
difficult for all concerned, but it was often an essential 
piece of evidence and must be aimed at. Oblique 
views, in his opinion, added little of value in these 
acute diseases. In conclusion the speaker showed 
a number of lantern slides illustrating these points. 

A short discussion followed in which a number of 
practical points were emphasised. Dr. E. W. 
TWINING spoke of the value of the oblique view 
and discussed the relationship of the ring shadows 
and acute vesicular emphysema.—Dr. C. G. TEALL 
thought that the portable apparatus though very 
valuable did not always permit of fast enough 
exposures for children and in hospital it was some- 
times best to take the child down to the X-ray depart- 
ment in its cot. Sometimes in taking a lateral view 
it was better to shift the apparatus rather than the 
patient. 


ASSOCIATION OF CLINICAL 
PATHOLOGISTS 


A MEETING of this association was held at the 
National Hospital, Queen Square, London, on 
Feb. 4, with Dr. J. G. GREENFIELD, in the chair. A 
discussion on the diagnosis and treatment of 


Streptococcal and Pneumococcal Infections 


was opened by Dr. V. D. ALLISON speaking on the 
grouping and typing of streptococci. He began by 
pointing out the importance in midwifery practice 
of being able to differentiate those hemolytic strepto- 
cocci that produce definite puerperal infections from 
those occasionally found as saprophytes in the genital 
and upper respiratory tracts. Lancefield has shown 
by chemical analysis that B-hemolytic streptococci 
of human origin contain immunologically differentiated 
substances—namely, (a) a type-specific protein, M, 
which distinguishes types conforming with the 
results of agglutination tests; (b) a non-specific 
nucleo-protein, P, which gives  cross-precipitin 
reactions with similar substances from Sir. viridans, 
pheumococcus and staphylococcus; (c) a non- 
type-specific carbohydrate, C, upon the nature of 
which the classification of hzemolytic streptococci 
into groups by the precipitin reaction is based. 
Nine groups, A, B, C, D, E, F, G, H and K, had been 
described by Lancefield and by R. Hare and more 
recently two further groups, L and M, had been 
added by Fry and T. Hare. Members of group A 
(Sir. pyogenes) are by far the most important from the 
standpoint of the clinical pathologist, for they are 
those most likely to cause serious human infection 
and are of considerable epidemiological significance. 
Statistics show that upwards of 97 per cent. of 
strains of hæmolytic streptococci from human 
infection belong to group A. Biochemical and other 
tests do not differentiate hæmolytic streptococci, 
but the Lancefield test enables the pathologist to 
recognise pathogenic and potentially pathogenic 
strains with considerable precision and makes it 
possible to eliminate as non-pathogenic many strains 
found in the upper respiratory tract, feces and 
vagina, Griffith has shown by serological analysis 
that strains belonging to group A comprise a number ` 
of well-defined types identified by agglutination with 
specific sera. Some 26 types have been identified 
and no one type is exclusively associated with a 
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characteristic syndrome. Serological typing is of 
considerable value in tracing the sources and spread 
of group A infections, but is not yet a routine 
laboratory procedure. 


STREPTOCOCCI IN RELATION TO PUERPERAL FEVER 


Dr. R. M. Fry said that hemolytic streptococci 
are much the commonest cause of severe puerperal 
infections. 
of grouping is one of the most important advances 
in the work on hemolytic streptococci. This method 
has been used as a routine at Queen Charlotte’s 
Hospital for nearly three years, and during this 
period over 90 per cent. of severe and moderate 
infections have been due to group A streptococci— 
which according to evidence collected by Lancefield 
and Hare are not normally inhabitants of the female 
genital tract. Four group B infections, all fatal, 
included three cases of endocarditis and one of 
subphrenic abscess and liver abscesses. Among 
seven group C infections six were fatal; one was a 
case of endocarditis, and was a pure infection, but 
the rest were all mixed with other organisms which 
certainly contributed to the severity of the disease. 
Five group G cases, of which three were fatal, were 
all mixed infections. Dealing with the diagnosis 
of hemolytic streptococcal infections in the puer- 
perium, Dr. Fry pointed out that group A infections 
generally show a heavy, nearly pure culture from the 
genital tract. If only a small number of hemolytic 
streptococci, mixed with many other organisms is 
seen, it is wise to suspect some other group. He 
laid stress on the importance of the soluble hemolysis 
test, especially if grouping is not done, for by this 
means a rough guess can often be made as to the 
group, with the help of colonial differences. Anaerobic 
cultures, he thought, should always be put up, because 
of the occasional tendency for a hemolytic strepto- 
coccus to appear as a green streptococcus in aerobic 
culture. This is especially noticeable with group A, 
although other groups sometimes show the change. 
He concluded with a brief description of the anaerobic 
streptococci found in puerperal fever, and said that 
these organisms accounted for 6-8 cases of septiczemia 
each year at Queen Charlotte’s isolation block. 
They are sometimes difficult to isolate, for they grow 
slowly and are very intolerant of aerobic conditions. 
Although they are apparently a mixed group of 
organisms he thought that those concerned in fatal 
infections are probably closely allied, since the 
anatomical changes are very similar in all these cases. 


STREPTOCOCCAL INFECTIONS IN INFANTS 


Dr. A. G. SIGNY pointed out that immunological 
reactions in infants differ from those of older children 
and adults. He instanced immunity of infants to 
many exanthemata, due to passive immunity. 
Although some immune bodies derived from the 
mother last only one or two weeks, others—like the 
scarlet fever (Dick) antitoxin and the diphtheria 
antitoxin—are known to persist as long as six months. 
In discussing upper respiratory infections of infants 
Dr. Signy spoke of the theory of middle-ear infections 
as the cause of infantile diarrhea and vomiting. He 
said that in 70 post-mortem examinations on infants 
under one year, of whom more than half had died of 
primary or secondary diarrhea and vomiting, pus 
was found in one or both ears, proving that aural 
infection is a very common terminal infection in 
babies. In septicemia a higher mortality is found 
in staphylococcal cases in infants, butin older children 
the mortality is higher in streptococcal infections. 
Discussing the sequence of events in streptococcal 
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He considered that Lancefield’s method - 
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infections of the nasopharynx in older children, 
Dr. Signy pointed out that a long latent period 
may elapse between an infection and a subsequent. 
nephritis or attack of rheumatism. He referred to 
the few proven cases of streptococcal erythema 
nodosum, and ended with a plea that all who have to 
deal with infants should wear efficient masks, composed 
of cotton-wool between two layers of gauze. 


EPIDEMIOLOGY OF STREPTOCOCCAL INFECTIONS 


Dr. F. E. Camps (Chelmsford) read a paper on the 
epidemiology of streptococcal infections with special 
reference to scarlet fever. In assessing the epidemio- 
logy of streptococcal infections, he said, all diseases 
due to the organism must be taken into consideration. 
Infections of the same type may or may not produce 
a rash, according to the immunity of the patient to 
the Dick toxin and/or the toxin-producing power of 
the particular strain of Str. pyogenes (group A); 
hence scarlet fever is merely a syndrome. The mode 
of spread is chiefly by droplets and by the hands, 
utensils, toys and food. Dr. Camps went on to 
outline particular types of epidemics, discussing those 
occurring in hospitals, cross-infections in fever 
hospitals, outbreaks in schools, infections in the 
community and milk-borne infections. In con- 
clusion he said that the control of the disease depends 
on the appreciation of the various manifestations of 
infections due to Str. pyogenes; these are really 
the same diseases, whether there is a rash or not, 
and as a rule the infection is originally spread by 
droplets. He suggested that future progress depends 
on the discovery of some form of active immunisation. 


STREPTOCOCCAL INFECTIONS AND RHEUMATIC 
DISEASES 


Dr. SINCLAIR MILLER (Harrogate) confined his 
observations to rheumatic fever, rheumatoid arthritis, 
and osteo-arthritis. This last, he said, would be 
rapidly dismissed, for the joint changes were largely 
the results of degeneration and trauma, not of infection. 
He accepted a streptococcal origin for rheumatic 
fever, but said that the type of streptococcus involved 
and the mode of action are still shrouded in mystery. 
He regarded the hemolytic streptococcus as the most 
likely causal agent but emphasised the occurrence 
of three phases in the development of the attack— 
namely, an initial infection in the throat or upper 
respiratory tract, a silent period of apparent recovery, 
and finally the onset of rheumatic fever. During 
the silent phase there are changes in the body 
immunity which allow the development of the 
rheumatic attack. As regards rheumatoid arthritis 
the consensus of opinion favours a. streptococcal 
infection as the causal agent, though many claim that 
tissue sensitivity plays an important part. Dr. 
Miller pointed out that rheumatic fever and rheuma- 
toid arthritis have many factors in common, including 
a preceding infection of the upper respiratory tract 
and similar streptococcal immunological reactions. 
It is impossible, he said, to assess the exact ætio- 
logical significance of these various findings; he 
suggested that judgment should be reserved and 
investigations should be continued energetically and 
critically without attempting, at present, too much 
interpretation of the results. 


TREATMENT 


Dr. L. E. H. WHITBY gave a short account of the 
sulphonamide compounds available for clinical use, 
and indicated their range of activity and efficiency. 
Early bacteriological diagnosis is important not 
necessarily as a prelude to immediate empirical 
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treatment but for the rational control of treatment 
when the infecting organisms have been definitely 
identified. The main principle to bear in mind when 
using sulphonamide drugs is that the appropriate 
drug must be absorbed into the blood-stream in 
an effective concentration and that this concentra- 
tion must be maintained for a reasonable period. 
Clinical pathologists must be prepared to estimate the 
concentration of these drugs in the blood and spinal 
fluid, and Dr. Whitby described a number of methods 
for the purpose. The choice of compound for a 


particular case is a matter for experience and judgment. . 


As a general rule the oral preparations have the 
advantage of being well absorbed, and of maintaining 
a steady concentration in the blood. Soluble prepara- 
tions are quickly absorbed but quickly excreted ; their 
use demands numerous and frequent inoculations. 
They are useful however for beginning treatment 
and for supplementing oral preparations where 
absorption is poor and they are obligatory when 
nausea and vomiting prohibit oral administration. 


Methazemalbumin (Pseudomethaemoglobin) 


Dr. N. HAMILTON FAIRLEY outlined the investiga- 
tions leading to the synthesis of pseudomethemo- 
globin—a pigment which he and Bromfield first 
recognised in the plasma of patients suffering from 
blackwater fever, and which they have recently 
demonstrated in incompatible blood-transfusion, 
nocturnal hemoglobinuria and fluid from pancreatic 
cysts. It was first found that pseudomethemoglobin 
appeared within forty-eight hours when hemoglobin 
‘was incubated at 40° C. with human and simian 
plasma, but not with plasma of other animals. Later 
it was discovered that pseudomethemoglobin was 
produced when alkaline hematin was added to 
human and simian plasma, but not to that of other 
animals. In serum protein fractions prepared by 
C. Rimington from man and monkeys (Macacus 
rhesus) pseudomethsmoglobin was produced with 
the albumin fraction, but not with the pseudo- 
globulin or euglobulin fraction. When alkaline 
hematin was added to the different proteins contained 
in the albumin fraction of human serum—i.e., cryst- 
albumin, globoglycoid and seroglycoid prepared by 
L. F. Hewitt—pseudomethemoglobin was formed 
only from crystalbumin. In view of these findings 
and the general similarity in chemical behaviour 
to methemoglobin, ‘pseudomethemoglobin has been 
recently renamed ‘‘methemalbumin.” Finally, in 
both man and monkeys, methemalbumin produced 
by the intravenous injection of alkaline hematin was 
found to be present in the albumin fraction. It 
proved to be identical with the methemalbumin 
precipitated in the albumin fraction of human serum 
derived from a patient suffering from hemolytic 
anemia and splenomegaly. Methxemalbumin is 
never formed within the corpuscles, said Dr. Fairley, 
and cannot function as a respiratory pigment. It 
is derived from circulating extracorpuscular hæmo- 
globin and when present in plasma affords a new 
index to intravascular hemolysis. During the extra- 
cellular katabolism of extracorpuscular hemoglobin, 
hematin is produced; this unites with human and 
simian albumin to form methemalbumin, the molecular 
size of which renders it impermeable to the kidney. 
For this reason it never appears in the urine. 


The Xenopus Pregnancy Test 


Dr. E. R. ELKAN gave an account of his experiences 
with the xenopus pregnancy test and said that in his 
opinion this test has not received the attention it 
deserved. Independent observers in South Africa, 
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London, Edinburgh, and Aberdeen have carried out. 
many tests with this animal and had found that it had 
many advantages. Xenopus (the S. African toad), has 
been a “ pathologist’s pet ” since Hogben in 1930 dis- 
covered that the ovulation mechanism in these batra- 
chians is highly sensitive to the injection of anterior- 
pituitary extracts, or to pregnancy urine containing 
gonadotropic hormone, The reaction-time depends 
on the temperature at which the animals are kept. 
It is quite easy to get reliable results in the course of 
one night. The eggs laid are easily visible with 
the naked eye. The animals, after a resting period 
of about one month, can be used again. They are 
easy to obtain and easy to keep and to feed. They 
are difficult to breed, but these difficulties could be 
overcome if suitable aquariums were used. Pregnancies 
can be tested with this method as with the Aschheim- 
Zondek or Friedman method as soon as there is a 
sufficient output of hormone in the urine. Since 
the laboratory does not always get exact data on 
the duration of the suspected pregnancy two pre- 
cautions ought to be taken. Firstly, urine extracts 
only should be tested, and secondly, patients should 
be told to have as little fluid as possible the day before 
collecting the urine. Dr. Elkan said that in a series 
of 360 tests done on 2291 frogs he had not seen one 
wrong positive. Negatives may have to be repeated 
if the first test is done too early. Landgrebe has 
recently reported on a series of 279 tests where 
comparisons were made with the Aschheim-Zondek 
technique. There were only 6 discrepancies. The | 
xenopus pregnancy test in Dr. Elkan’s opinion seems 
to be as reliable as can possibly be expected of any 
biological method. 


MANCHESTER MEDICAL SOCIETY 


AT a meeting of this society on Feb. 1 a paper on 
Breathing Machines 


was read by Prof. L. J. Wirts (Oxford). 

No-one, he said, could pretend that the best solution 
had yet been found of the problem of prolonged 
artificial respiration and the organisation of apparatus 
for this purpose. Few people in this country could 
have any extensive practical experience of these 
problems and it was therefore most important that 


` such experience as was available should be collected 


and collated. The subject of artificial respiration 
apparatus had been much in the news of late owing 
to the epidemics of poliomyelitis in Australia and 
Great Britain and to Lord Nuffield’s offer to supply 
a Both apparatus to any hospital with over 100 
beds. Names such as “iron lung” or “ wooden 
lung ” were not sufficiently comprehensive, and to 
avoid confusion with other forms of respiration 
apparatus and respirators Dr. Edgar Schuster had 
suggested the name ‘‘ breathing machines.” 

These machines had been classified under the head- 
ings of methods involving complete enclosure of the 
patient’s body, such as the Drinker and Both machines; 
methods involving partial enclosure of the patient, 
such as the Bragg-Paul Pulsator, the Burstall jacket 
and the Biomotor ; methods depending on variations 
in the posture of the patient, such as the Eve tilter ; 
and methods of insufflation such as the McKesson and 
Oxford respirators. (By permission of Prof. R. R. 
Macintosh, Prof. Witts showed a film made in the 
Nuffield department of anzsthetics which illustrated 
various types.) Machines could also be classified 
according as they exercised positive or negative 
pressure on the chest wall, but these terms were 
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often confused when applied to insufflation. More- 
over, in some machines, such as the Drinker and 
Laffer-Lewis modification of the Burstall cuirass, 
both positive and negative pressure could be applied. 
The relative merits of positive and negative pressure 
were still unsolved. Nature abhors a vacuum and 
all negative-pressure methods were fraught with 
inherent difficulties in the nursing of the patient 
and the application of the machine. Positive- 
pressure methods offend the physiological conscience, 
and are too often condemned on a-priori reasoning. 

Current statistics, said Prof. Witts, were hardly 
worth analysis and it was impossible to compare the 
more optimistic data with the grim figures from 
America, where 60 per cent. of the patients died in the 
Drinker, and half the remainder were dead in eighteen 
months’ time. What was urgently needed was the 
assessment of different methods on similar clinical 
material by the same observer. Another vexed 
question was the value of breathing machines for 
acute emergencies such as drowning, poisoning and 
electric shock. There was a risk that they might 
do more harm than good if people interrupted the 
well-tried manual methods of artificial respiration 
to fiddle about with unfamiliar apparatus. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


AT a meeting of the section of surgery on Jan. 13, 
with Mr. R. ATKINSON STONEY in the chair, Dr. OLIVER 
CHANCE and Mr. F. J. MoRRIN presented a report on 


Carcinoma in the Buccal Cavity 


Dr. CHANCE pointed out that buccal cancer is 
relatively uncommon, roughly 200 cases being seen 
yearly in Eire. From 1930 to 1936 he had kept notes 


of 539 cases, most of which were far advanced when . 


first seen. In treating the primary growth, radiation 
therapy, usually by the implantation of radium 
needles, was preferred, but in a limited number of 
cases surgery was indicated. The treatment of the 
glandular field was primarily a surgical problem, but 
when surgery was out of the question radiation, 
_ particularly with deep X rays, had its uses. As 
intensive radiation was comparable in its severity 


with major surgery, considerable responsibility rested - 


on the radiologist ; he had to decide whether to push 
treatment to the limit, in the hope of effecting a cure, 
or to aim at palliation. Dr. Chance described the 
methods of keeping notes and of following up cases 
in use at St. Anne’s Hospital, and reviewed the 
results obtained in the 178 cases treated more than 
five years ago. These showed an absolute survival- 
rate of 13-5 per cent., a crude survival-rate of 15-7 per 
cent., and a net survival-rate of 18-8 per cent. The 
importance of early diagnosis and early treatment 
was illustrated by the fact that when glands were not 
palpable 27-3 per cent. of patients survived five 
years, whereas when they were palpable and operable 
only 6-5 per cent. survived. A very grave responsi- 
bility rested on the doctor or dentist who first saw 
the case. Unfortunately some seemed to be unaware 
of the awful results that followed procrastination. 
Mr. Morrin said he was satisfied that in the treat- 
ment of the primary ulcer radium therapy had dis- 
placed surgery, and he thought in time to come it 
would probably be used throughout. At the moment, 
however, block dissection of the glandular areas gave 
the best prognosis. The operation he performed was 
either a bilateral submaxillary dissection or a unilateral 
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complete dissection from the clavicle to the base 
of the skull, depending upon whether the upper deep 
cervical glands were enlarged or not. 

The CHAIRMAN said his first recollection of buccal 
cancer was forty years ago, when as a student he had 
seen a surgeon remove half the tongue. Kocher’s 
submandibular excision simply opened up a large 
space of infection, though soon after the late war 
he had found that with B.I.P.P. it was possible to 
get a more or less primary closure of the neck wound. 
With regard to modern methods, an important 
question was the order of treatment. Was it better 
to first irradiate the primary growth, or should one 
first remove the cervical glands ? 

Dr. R. R. Woops said that the problem of buccal 
carcinoma was primarily a problem of secondaries. 
It was therefore desirable that both the public and 
the medical profession should be educated as to the 
absolute necessity for early treatment. 

Mr. J. H. COOLIcAN also emphasised the need for 
early diagnosis and said that attendance at radium 
centres should be made compulsory for all students. 
In his experience very little shock was produced by 
gland dissections largely thanks to the use of intra- 
tracheal anzsthesia. 

Mr. T. A. BOUCHIER-HAYES said that at present 
students seldom saw these cases till they had reached 
an advanced stage. They should be given plenty of 
opportunity for seeing early cases. 

Mr. A. B. CLERY commended the very fine 
follow-up system in use at St. Anne’s Hospital. As 
regards anssthesia for cervical dissections, he himself 
used Avertin preceded by scopolamine, and combined 
with local anesthesia. 

Dr. J. M. BRADY mentioned the value of contact 
therapy as compared with interstitial radiation. 
He had found this treatment very satisfactory. 

Dr. T. J. GILMARTIN said that for gland dissections 
he preferred intratracheal gas and oxygen to local 
anesthesia, especially in debilitated and nervous 
patients. 

Mr. J. C. FLOOD said that the reaction of carcinoma 
to any treatment depended upon the nature of the 
growth and its grade of malignancy. He thought 
it desirable that these growths should be graded before 
treatment began. 


THE LANCET 100 YEARS AGO 


February 23, 1839, p. 813. 

From an account of malaria given by Dr. Addison 
at a meeting of the Westminster Medical Society. 

. . . Look, too, at the absurd situations in which our 
aristocracy built their mansions. The houses of Sir R. 
Peel and the Duke of Buccleugh faced the river, looking 
upon the mass of mud left by the receding tide. He could 
not believe that these positions were harmless, or that 
the individuals residing in them escaped entirely from the 
effects of the miasma. It must not be forgotten that these 
aristocratic tenants were free from the hardships and 
exposures which, in the poor, led to the full development of 
miasmatic poison; and hence the escape of the former 
from its more fearful effects. Look at the mansion of the 
Duke of Northumberland, at Charing-cross, the only 
open front of which faced the river; while the opposite 
side was well guarded from the entrance of any breezes 
from the north or west. But the situations of all these 
places were nothing compared to the site of Buckingham 
Palace. Dante, himself, ‘when writing the ‘‘ Inferno,” 
would have been pleased with the view of this miserably 
situated edifice, as taken from Piccadilly by twilight, 
the lamps flitting in the perpetual fog, like so many evil 
spirits. On a beautiful morning when all around was 
bright, Buckingham Palace was enveloped in fog and 
smoke. 
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REVIEWS AND NOTICES OF BOOKS 


Syphilis, Gonorrhæa and the Public Health | 


By NELS A. NELSON, M.D., F.A.P.H.A., director, 
division of genito-infectious diseases, Massachusetts 
department of public health; and GLADYS L. 


CRAIN, R.N., epidemiologist in the division. 
London: Macmillan and Co. 1938. Pp. 359. 
12s. 6d. 


Dr. Nelson’s forceful opinions and his outspoken- 
ness on the subject of the venereal infections have 
exercised an important influence on methods devised 
for the control of these diseases in the United States, 
and his views are here set out in a readable fashion. 
The authors believe that the first step in a successful 
programme of control is to re-educate the public and 
the medical profession to look upon these diseases as 
illnesses rather than evidence of sexual misbehaviour. 
They deplore the use of the traditional term “‘ venereal,” 
which to most minds connotes lasciviousness, and 
suggest that the word “‘ genito-infectious”’ should 
be substituted. 

The early chapters of the book deal with the 
diagnosis and treatment of syphilis and gonorrhea, 
and are necessarily limited in scope since the book 
is intended for nurses, social and public-health workers 
and the general public as well as medical men, Never- 
theless they are fully adequate to enable the reader to 
appreciate the inherent complexities and difficulties, 
which are without parallel in other branches of public- 
health work. The remaining chapters review all 
aspects of the control of these diseases in the light of 
a far-seeing comprehension of the issues involved 
and a wide practical experience. Dr. Nelson believes 
that notification is an essential part of the programme 
for control, since the health officer must know, if 
he can, what his programme is accomplishing and 
he must be able to keep the public informed. Practical 
suggestions are made for forms of notification which 
are, as he puts it, so simple, so available, so easily 
filed out and so conveniently returned that the 
physician will be willing to send them in, and which 
do not require the identity of the patient to be dis- 
closed. On the other hand, compulsion is held to 
have no important part in case-control, for real 
success is only possible with the patient’s coöperation, 
in the attainment of which sympathy and under- 
standing is more effective than the strictest 
regimentation. 

Altogether a timely book. 


Science and Art of Joint Manipulation 

Vol. I: The Extremities. By JAMES MENNELL, 

M.D.Camb., consulting physiotherapist, St. 

Thomas’s Hospital, London. London: J. and A. 

Churchill. 1939. Pp. 233. 18s. 

Dr. Mennell set himself a difficult task when he 
started out to describe in words and photographs 
the complicated movements he has evolved in the 
manipulation of joints. The ideal medium for such 
description, as he has himself discovered, is the 
cinematograph film, and the talkie film at that. 
Nevertheless, this book is definitely a success. 

The manipulator soon learns that each joint 
in the body needs an individual approach. Whereas 
early movement to an injured shoulder-joint may 
obviate months of painful’ treatment to rid it of 
adhesions, the same technique with an injured elbow- 
joint may be disastrous. Dr. Mennell prefaces his 
descriptions of manipulations by a careful account 
of each joint and in particular of the opposing 
articular surfaces. He then goes on to show the 


———— 


range of movement between the joint surfaces which, 
not being under voluntary control, can be performed 
only passively by the manipulator. The value of 
restoring this range is convincingly demonstrated 
in the effect of limitation of downward gliding of 
the head of the humerus on the glenoid in impeding 
abduction and. flexion of the shoulder-joint. He 
next deals with the ‘movements under voluntary 
control and their restoration. Where little good is 
likely to result from manipulation the author says 
so: for example, in the chronic deformities of the 
foot produced by faulty footwear, where the extensor 
tendons through long displacement have become 
insufficient. In his introduction the author defines 
the aims of manipulative surgery and—very fairly— 
its relation to osteopathy and the like, Although 
primarily intended as a textbook for massage students 
the book deserves to be read by all who are interested 
in the restoration of full function after injury. 


Nelson New Loose-Leaf Medicine 

Renewal pages. London: Thomas Nelson and 

Sons. 1938. 

THE chief adverse criticisms that could be levelled 
against the Nelson New Loose-Leaf Medicine when it 
appeared in 1937 were that some out-of-date sections 
had been retained from the original work issued in 
1920 and that the abstracts of current literature were 
rather inadequate. The renewal pages do much to 
meet both objections. The new articles include two 
on tuberculosis. The first deals with the enormous 
subject of pulmonary disease in adults as adequately 
as can be expected within the imposed limits. The 
classification adopted would not meet with universal 
approval from the expert, and is so complicated that 
it is likely to confuse the beginner. The second, on 
tuberculosis in children, by Prof. Arvid Wallgren, 
richly illustrated from the author’s long experience, 
is outstanding in its clarity and comprehensiveness. 
After these comes an entirely new article on the 
sarcoid of Boeck, a subject that has become of impor- 
tance to the general clinician since the recognition of 
the widespread manifestations of this disease. The 
older articles on diphtheria, clinical chemistry, cancer 
of the breast and uterus, and menstruation have also 
been completely replaced. In the final section of 
the renewal pages the heavy task has been undertaken 
of reviewing the ever-increasing literature on sulph- 
anilamide and on serum therapy in pneumonia. The 
sulphanilamide literature is well covered up to the 
middle of 1938, but the rapid advance of chemotherapy 
is illustrated by the fact that by then there had been 
no mention of M. & B. 693. On the whole these pages 
enhance the value of their parent volumes. 


Diets for Diabetics 

Arranged in menu form. By G. E. BEAUMONT, 

D.M. Oxfd, F.R.C.P., physician to the Middlesex 

Hospital, London. London: J. and A. Churchill. 

1938. Pp. 49. 2s. 

Tus booklet contains sixteen diets arranged in 
order of caloric value, with sufficient alternatives in 
each case to relieve the patient from the necessity 
of working out equivalent food values from tables. 
Unfortunately all are based on a low carbohydrate 
intake, for even the highest diet, with a calorie 
value of 2369, contains only 134:3 g. of carbohydrate. 
The book’s usefulness is therefore somewhat limited, 
but it will still enable many patients to introduce 
safe and attractive variation into their menu. 
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Treves’s Handbook of Surgical Operations 

(6th ed.) Revised by CEcIL P. G. WAKELEY, 

D.Sc., F.R.C.S., F.R.S.E., senior surgeon to King’s 

College Hospital, London. London: Cassell and 

Co. 1939. Pp. 563. 12s. 

THERE was always something very attractive about 
Treves’s handbook for students. It was concisely 
written, eminently practical, and contained all the 
recognised operative procedures then in vogue. 
Under the able editorship of Mr. Wakeley it has been 
brought up to date, and in such a way that its general 
character has been preserved. Indeed, reading 
some of the new matter introduced, it is difficult to 
realise that it was not penned by the original author. 
There is, however, a striking change in the illustra- 
tions, which are now mostly wash, in place of the 
original line drawings which are becoming unfashion- 
able. It is difficult to see why this should be, unless 
in this age of speed and hurry artists themselves are 
deserting the slower technique. The book is still 
an excellent guide to students preparing for the 
higher surgical examinations as well as to those who 
have passed such tests and are beginning practice. 


Relaxation in Everyday Life 

By E. J. Boome, M.B., M.R.C.P., D.P.H., T.D., 

principal assistant medical officer, London County 

Council; and M. A. RICHARDSON, speech therapist 

and lecturer, L.C.C.; late therapist, relaxation 

therapy department, Elizabeth Garrett Anderson 

Hospital. London: Methuen and Co. 1938. 

Pp. 131. 5s. 

RELAXATION as a therapeutic measure has long 
been known and practised, usually as an aid to more 
active psychotherapeutic treatments, and its value 
is well established. In this book the authors carry 
their advocacy of relaxation a stage further, recom- 


mending its sole use in severe psychoneuroses such. 


as the anxiety states. They quote cases to show 
that a fully relaxed ‚patient is able to bring into 
consciousness, without assistance, memories and 
inhibited ideas that have long been repressed. Here 
they will probably find themselves at variance with 
psycho-analysts and others who, while believing that 
relaxation assists analysis and abreaction, will be 
unlikely to agree that a patient should attempt these 
essentially psychotherapeutic measures unaided, The 
fact that their book is addressed to the man in the 
street makes this comment inevitable. 

The intervention of the ‘relaxation therapist ” 
in the treatment of patients suffering from epilepsy 
and enuresis, and the use of relaxation for conditions 
such as asthma and exophthalmic goitre, suggest 
that in such treatments the elements of suggestion 
and auto-suggestion cannot be excluded, and this 
the authors do not acknowledge as clearly as they 
might. When dealing with the effect upon the child 
of the nervous and unrestful parent, the authors are 
on ground that they obviously know very well, and a 
study of this part of the book should be of value to 
every medical practitioner. There is a special appendix 
on stammer which, while adhering closely to the 
method of relaxation for its cure, gives a useful 
summary of this difficult subject. 


Quarterly Journal of Medicine 
THE January issue contains the following papers :— 


ON SPONTANEOUS PNEUMOTHORAX. By Kenneth M. A. 
Perry (London Hospital). A survey of the literature on 
benign spontaneous pneumothorax with observations on 
85 cases admitted to the London Hospital in the years 
1924-37. Recurrence took place in 4 cases ; tense pneumo- 
thorax called for air aspiration in 3. All the evidence 
points to rupture of a subpleural air-containing vesicle, inde- 
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pendent of active tuberculosis, as the immediate cause ; 
the vesicle may arise from valvular obstruction of a bron- 
chiole, from localised emphysema, or as a congenital defect. 
Apart from immediate risks the prognosis is favourable. 

INSULIN RESISTANCE AND THE DIAGNOSIS OF THYROID 
DisEAsE. By W. J. Griffiths (St. Thomas’s Hospital). 
Capillary and venous blood-sugar levels in the arm are 
determined before and after simultaneous administration 
of glucose by mouth and insulin intravenously. An abnor- 
mally steep rise in capillary blood-sugar indicates central 
(hepatic) resistance to insulin; an abnormally small 
capillary-venous blood-sugar difference indicates peripheral 
(muscular) resistance to insulin action. Most of 17 cases 
of toxic goitre showed peripheral insulin resistance, 
returning towards normal after thyroidectomy. Most 
of 18 cases of non-toxic goitre also showed peripheral 
resistance to insulin. Some cases of both groups showed 
central resistance to insulin. The peripheral resistance 
points to a defective uptake of glucose by the muscles 
in both forms of goitre ; this phenomenon, along with the 
creatinuria and muscular weakness often observed along 
with it both in thyroid disorders and in diabetes, acro- 
megaly and dermatomyositis, suggests that a muscular 
disorder occurs in all these conditions independent of any 
disturbance of the basal metabolic rate. 

FURTHER STUDIES OF PLASMA LIPIDS IN TOxIo GOITRE : 
Evidence Suggesting a Bimodal Distribution. By Eldon 
M. Boyd and W. Ford Connell (Queen’s University, 
Ontario). Results of differential plasma-lipid determina- 
tions in 59 cases of toxic goitre are given. On statistical 
analysis they fall into two groups, a larger one with low 
total-lipid values, and a smaller one with high normal values, 

PLASMA LIPIDS IN ANXIETY STATES AND THEIR Com- 
PARISON WITH THE LIPOPENIA OF HYPERTHYROIDISM, 
By Eldon M. Boyd, W. Ford Connell and Arthur M. Doyle 
(Queen’s University, Ontario). Values found in 76 patients 
with anxiety states lay between those found in normal 
subjects and in hyperthyroid patients, but the ranges 
overlapped too much to make the determination of use 
in differential diagnosis. 

OBESITY, HYPOGENITALISM, MENTAL RETARDATION, 
POLYDACTYLY AND RETINAL PIGMENTATION. (The 
Laurence-Moon-Bied] Syndrome.) By Arnold Sorsby, 
Harold Avery, and E. A. Cockayne. Additions to the 
literature of this affection in the last four years are 
reviewed. Two new families are reported. The genetics 
of the condition are discussed, and a series of allied 
conditions described for comparison. 

SUBSTITUTION THERAPY IN HYPOPITUITARISM. By 
A. W. Spence and L. J. Witts (St. Bartholomew’s Hospital). 
In two cases of postoperative hypopituitarism treatment 
with combined thyrotropic and gonadotropic extracts 
of pig’s pituitary caused only a transient rise in the basal 
metabolic rate. In one of the patients the treatment 
relieved an obscure stiffness and spasmodic twitching of 
the legs, and during treatment a previously almost complete 
achlorhydria was replaced by a copious gastric acid 
secretion. 


Acta Medica U.R.S.S. 


WE welcome a recruit to the ranks of medical 
publications: Acta Medica U.R.S.S., published by 
the people’s commissariat of public health, Moscow. 
The first number contains 260 pages and has sixteen 
original articles: seven in French, four in German, 
and two each in Russian and English. Most of them 
deal with pain and nervous regulation ; but there is 
one on the part played by adenine nucleotide in the 
chemistry of muscle, one on a new serological test 
used in the diagnosis of syphilis, and one on lysozyme. 
The second number has much fewer pages and contains 
fifteen articles written on a greater variety of subjects: 
nine in French, three in German, two in Russian, and 
one in English. This periodical is advertised as “a 
magazine for physicians and scientific workers >° and 
as publishing articles on ‘ theoretical research and 
clinical practice,” there being four issues a year. 
The subscription is 12s. a year or 6s. for six months, 
and it is obtainable from W. H. Smith and Son, Ltd., 
Strand House, Portugal Street, London, W.C.2, or 
from Collett’s Foreign Dept., 67, Great Russell Street, 
London, W.C.1. 
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CONVULSION THERAPY 


THE Cardiazol treatment of schizophrenia has 
been following what seems the predestined course 
of any therapeutic method introduced into 
psychiatry. It has been extended to other forms 
of illness besides that for which it was proposed ; 
its theoretical basis has been questioned ; its 
efficacy and mode of action are still in doubt after 
four years of widespread trial; and it has been 
modified and combined with other methods to 
the confusion of those who would like clear 
proof of its usefulness. Many writers, such as 
VERSTRAETEN t and Cook,” have reported success 
in the treatment of involutional melancholia, as well 
as isolated cases of benefit in mania, hysteria, obses- 
sional states and other mental disorders ; indeed 
LEROY? of Liége finds it still more widely applic- 
able, since he would use it for eczema, urticaria, 
migraine and asthma. Although it was originally 
conceived because there seemed a “ biological 
antagonism ’’ between epilepsy and schizophrenia, 


the clinical observations from which this antagonism: 


was inferred are now in dispute. Explanations 
of what goes on in the cerebral tissues and the 
body fluids are numerous but there are still no 
satisfactory means of judging their correctness. 
Which type of schizophrenia does best with the 
treatment is also unsettled. Dr. Ian SKOTTOWE 
at last week’s meeting of the section of psychiatry 
of the Royal Society of Medicine suggested a 
tripartite classification in which one of the groups, 
characterised by disorder of symbolic thinking and 
expression, included those who were unlikely to 
do well with either cardiazol or insulin. Dr. John 
BRANDER, speaking after him, questioned whether 
either of these methods ever achieved results 
peculiar to them rather than to those who 
enthusiastically employed them: such scepticism 
as this would generally, however, be thought 
excessive. It is commonly supposed that cardiazol 
benefits stuporose patients chiefly, but as MEDUNA 
points out in his most recent paper‘ different 
observers have come to diametrically opposed 
conclusions. MrEpuna himself does not think 
we can yet say which groups of schizophrenics 
will respond well; as in the statistics published 
by Dr. REITMANN in our present issue, emphasis 
is rather put on the duration of the illness before 
cardiazol treatment is started. Comparison of the 
results with those obtained by other means is 
unsatisfactory, moreover, unless (among other 
things) the patient’s recovery or remission has 
always been assessed at approximately the same 
length of time after the conclusion of the course. 
Making due allowance for this, the interesting 
1. Verstraeten, P., Ann. méd. psychol. 1937, 95, 654. 
2. Cook, L. C., and Ogden, W.. Lanret, 1938, 2, 885. 


3. Leroy. A., J. belge Neurol. Psychiat. 1938, 38, 613. 
4. Meduna, L. von, Psychiat. neurol. Bl., Amst. 1938, Nos. 5 and 6. 


figures given in the paper by Drs. STALKER, MILLAR 
and JACOBS on another page, indicate that the 
benefits of shock treatment may consist rather in 
shortening the duration of the illness than in 
improving on the outcome attainable by less drastic 
methods. Various writers believe that discrepancies 
in the reported results of cardiazol treatment in dif- 
ferent centres are due in part to the differing degree 
to which psychotherapy is utilised in the procedure. 
MeEpunNA, who holds this view strongly, explains 
what lines his psychotherapy follows: it will 
appear to many that the simple and kindly 
persuasive method he employs, mainly to lead 
the patient towards insight into the morbidity 
of his former delusions and hallucinations, is hardly 
likely to affect the course of the illness or the 
statistics materially, though it would of course 
be a proper and helpful feature of the treatment. 
Among the risks of cardiazol treatment it is not 
necessary to include death: 9 fata] cases among 
2937 is not an alarming record on the whole ; though 
there have no doubt been other and unreported 
fatalities their number cannot be large, and so 
long as the selection and treatment of the patients 
is carried out cautiously there is scarcely anything 
to fear on this score. Dr. ATKIN communicates 
on another page some observations on triazol, 
the related analeptic introduced by MAYER-GRoss 
and WALK, and describes how he has given a 
supplementary dose when the first has not. sufficed 
to cause a fit—a procedure that obviously calls 
for great care if no undue risk is to be taken. He 
also mentions the possibility that pulmonary tuber- 
culosis may be stirred up by the treatment. Of the 
non-physical risks very little has been written. 
RUMKE ë of Utrecht has seen patients whose con- 
dition was made worse by cardiazol, and others 
in whom insulin had had a similar untoward effect 
—namely, that they lost some of their schizo- 
phrenic features but became apathetic and without 
initiative, monotonous, vague, and indifferent 
to social requirements. MEDUNA, however, has 
not met this. Most of those who have worked with 
cardiazol will admire MErpuNa’s honesty and 
endorse his opinion when he writes: “ As regards 
enthusiasm, I must confess that I am not myself 
enraptured with the cardiazol treatment, but 
for the present I do not know anything better 
that I can recommend. Im any case I regard it 
as my duty to work as hard as I can at devising 
a procedure that obviates the apparently violent 
shock to the patient, while utilising only the bio- 
chemical processes to which the shock gives rise.” 


BACTERIA IN THE AIR 


WE have for many decades recognised that clean 
water and milk are essential if the spread of 
intestinal infection is to be limited. The importance 
of the air, as a vehicle for those pathogenic micro- 
organisms that survive their immediate discharge 
from an infective source, has only recently received 
recognition. The state in which living bacteria 
are carried for long periods through the air is a 
matter for conjecture. There is both circumstantial 


5. Rümke, Ibid (discussion on Meduna’s paper). 
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and experimental evidence that most of the patho- 
‘genic bacteria in the air are spat, sneezed, talked 
and coughed into it from the respiratory tracts of 
men and animals. They may be as dry as dust, 
but it is more likely that the natural affinity for 
water possessed both by the bacteria and their 
enveloping mucus prevents complete drying, and 
that the particles float about in a state of partial 
hydration. Air bacteria have been removed by 
filtration and killed by ultraviolet light, but such 
methods involve the installation and maintenance 
of expensive plants. A room full of air may be 
cheaply and efficiently sterilised by some form of 
antiseptic, but unfortunately the concentration of 


an antiseptic gas or vapour that kills bacteria is 


equally poisonous for human protoplasm, and the 
air is not fit for use until the antiseptic has been 
removed. Sterility cannot be maintained while 
human beings are in the room, for hitherto any 
bearable concentration of antiseptic has been 
ineffective against the bacteria. It has now been 
found, however, that by atomising a strong anti- 
septic solution the air can be filled with a mist so 
fine that the final concentration of antiseptic is 
very small indeed, sometimes as low as one part 
in several millions. Dr. PULVERTAFT and his 
colleagues describe in this issue experiments with 
antiseptic mists, called Aerosols, that are capable 
of ridding the air of living bacteria. 

The aerosol consists of a suspension in air of 
liquid droplets about 1/200 of a millimetre in 
diameter, which are small enough to remain in a 
still atmosphere for many hours. They contain, 
in addition to the antiseptic, substances with an 
affinity for water, which prevent the rapid evapora- 
tion which would take place from the surface of a 
pure-water droplet of the same size. The con- 
centration of antiseptic in the droplets is thus 
about the same as that in the parent fluid. In the 
aerosol the distance between droplets is such that, 
supposing them to be evenly distributed and 
. immobilised in space, each droplet would have to 
account for the death of all the bacteria round it, 
in an air space about 10,000 times its own volume. 
Since the antiseptic is not volatile the sterilisation 
of the air will obviously depend on the degree of 
mixing that takes place in the mist, and the 
readiness with which the bacterial particle absorbs 
the antiseptic droplet, or the droplet the bacterial 
particle. Currents moving at a few millimetres 
per second can carry aerosol particles, and even in 
a quiet room bacteria and droplets will be con- 
tinually approaching one another. Moreover, as the 
mist slowly settles, the concentration of droplets, 
and therefore the frequency of approach, increases 
in the lower levels. Whether a bacterial particle 
coming into contact with a droplet will enter it, 
depends on the nature of the two surfaces. Two 
particles of similar electrical charge, for example, 
will repel one another. The readiness with which 
mutual absorption of the two will take place is 
determined by the physical and chemical differences 
between the bacterium and the antiseptic droplet. 
The electrical field on the surface of an aerosol 
may be changed by the addition of surface-active 
chemicals; these increase sterilising power. Steri- 


lising power is, on the other hand, decreased by the 
presence on each droplet of a surface film of oil, 
which presents to the atmosphere a particularly 
inert electrical field. Many antiseptics, highly 
lethal in bulk, are ineffective as acrosols ; and it is 
possible that they are so because they induce in 
the droplet a surface unsuitable for absorption of the 
bacterial particle. Possibly too the greater resistance 
to aerosol sterilisation that Dr. PULVERTAFT found 
in the diphtheria bacillus is due not to any inherent 
resistance of its protoplasm to poison but to a 
surface inapt for absorption into a droplet. 

The mists are innocuous to man because, being 
sparse, their average concentration in air is low; 
they are effective presumably because of their 
power of absorbing bacteria. But the very 
properties which make them effective in air render 
them inefficient for the sterilisation of solid 
surfaces. Dr. PuLVERTArFT has shown that it is 
only on glass, rubber or metal that a test dose 
of dried bacteria is killed. If the surface to be 
sterilised is porous the mist is absorbed on to it; 
if the bacteria are wet—that is, relatively hydrated 
—they will not absorb the mist, even on the most 
favourable surfaces. For similar reasons it is 
unlikely that aerosols penetrate far into cracks 
and other narrow spaces. Not only are these 
bounded by absorbent surfaces but their narrowness 
will prevent those mixing motions of the air that 
ensure contact between bacterium and droplet. It 
appears that the method may be applied with some 
certainty to large bodies of relatively still air. ~ 
The ‘case for the sterilisation of continuously 
replaced air is less well established ; it would at 
present be an expensive procedure to dose the air- 
supply, for example, of a large ward with an 
adequate concentration of antiseptic mist. 

There is need for more research into the nature 
of the colloidal forces that obtain on the surface 
of various air-borne particles. We know a good 
deal about the way in which the behaviour of a 
bacterium in fluid suspension is determined by its 
surface but very little about the physicochemical 
state of bacteria or bacteria-containing particles in 
air. Further study of these floating particles will 
no doubt remove some of the limitations of 
sterilisation by aerosols. For the present, as Dr. 
PULVERTAFT points out, even partly effective 
methods are of value; and we may be thankful 
for additional weapons against at least one kind of 
menace from the air. 


TONSILLECTOMY ON ITS DEFENCE 


In his report for 1923 as chief medical officer 
of the Board of Education, Sir GEoRGE NEWMAN 
remarked that 47,000 operations for the removal 
of adenoids or enlarged tonsils had been performed 
during the year on children in schools maintained 
by local authorities. He adjured education 
authorities and school medical officers to ensure 
that such operations were undertaken only when 
absolutely necessary. It was not sufficient, he 
said, for the school doctor merely to find local 
inflammation or even hyperplasia; he should 
satisfy himself in respect of each case that operative 
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treatment was required. A little later a depart- 
mental committee concluded that the immediate 
results of operation were favourable in the great 
majority of cases. In 1930 NEWMAN gave the 
total number of cases operated on for tonsils and 
adenoids as 97,518, 75,794 of the operations being 
done under arrangement with local education 
authorities ; this was equivalent to 55 per cent. 
of the number referred for treatment, and he 
again urged school medical officers to satisfy 
themselves, before undertaking operative measures, 
that the condition of the throat and nasopharynx 
had or was likely to have a detrimental effect on 
the child’s health. It was not until the following 
year that NEWMAN, in response to anxiety felt 
by the Board of Education at the continued increase 
in frequency of operation, felt ‘himself in the 
position to assess the situation. The immense and 
rapidly increasing number of such operations was 
bound, he said, to convey an impression that far 
too many were being performed. The lack of 
accurate knowledge on this great problem of 
school medicine, too, was surprising ; here was an 
opportunity, he suggested, for some energetic and 
alert member of the school medical service to 
play the part of a JAMES MACKENZIE and make the 
appropriate investigation in a small compact 
community. In 1932 he registered a singular 
decrease in numbers operated upon in certain 
areas, and expressed his gratification that cases 
were being followed up over a series of years. But 
it was left to Dr. J. ALISON GLOVER, as senior 
medical officer of the Board of Education, to 
provide a general review of tonsillectomy as a 
prophylactic ritual In an address to the Royal 
Society of Medicine he left the anomalies of 
incidence to speak for themselves; citing, for 
example, the fact that a child living in Rutlandshire 
or the Soke of Peterborough was nineteen times 
more likely to undergo tonsillectomy than one 
living in Cambridgeshire. He found throughout 
the country enormous variations, unrelated as far 
as anyone could see to environment, circumstances, 
efficiency of school medical or dental services, or 
indeed to any recognisable factor. He also pointed 
out that tonsillectomy is at least three times as 
common in the well-to-do classes, but without 
implying that mundane reasons influenced the 
surgeon. As he was dealing mainly with children 
attending state-aided schools his challenge was 
clearly that tonsils were being removed with good 
intent but without good cause. 

The reply was sure to come, and its delay is 
testimony at least to the skill with which Dr. 
GLOVER marshalled his facts. Dr. C. W. ANDERSON 
has come to the conclusion? that GLOVER’s 
evidence does not prove his thesis, for other 
explanations of the local and temporal variations 
of the rate are possible. In localities where it was 
formerly high the rate has, he says, been greatly 
reduced without material influence on child health, 
and this suggests to him that the former rate 
would now be excessive; it was necessary at the 


1. Glover, J. An proc. R. Soc. Med. 1938, 31, 1219; see Lancet, 
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time, but is so no longer owing to the diminution 
of throat conditions calling for operative treatment. 
Assuming that tonsillectomy can be harmful, a 
reduction of unnecessary operations should have 
improved child health; on the other hand if the 
reduction in operations has been too sweeping 
any good effects from diminishing the number of 
unnecessary operations might be masked by the 
bad effects of diminishing the number of necessary 
ones. As evidence that the state of the tonsils 
varies from year to year, ANDERSON gives the 
tonsillectomy-rates among elementary and high- 
school children in Cardiff from 1923 to 1937 (they 
are only slightly above the average for the country). 
The rate rose from 1°03 per 1000 average attend- 
ances in 1923 to 2°49 in 1931, the peak year of the 
“tonsil rush”; it fell to 0°71 in 1935, but rose 
again to 1'27 in 1937. There was no change of 
policy or personnel during the period, so he 
believes that the variation in rate reflects a genuine 
variation of the need for the operation, the criteria 
remaining constant. What applies to different years 
will apply also to places, and ANDERSON illustrates 
by a graph the connexion between the tonsillectomy- 
rate and the variation in prevalence of epidemic 
diseases which cause sore-throat. In most places 
where the rate has been drastically reduced it 
tends to rise again, which may suggest that the 
reduction had gone too far. Not only the tonsils 
but also the state of medical opinion may change ; 
undoubtedly part of the big rise was due to the 
belief that removal of tonsils might prevent 
juvenile rheumatism. Available evidence is now 
against such removal, so the number of tonsillec- 
tomies for this purpose will fall; but it was an 
honest and possibly valuable trial of a preventive 
measure. He does not deny that many tonsils 
have been removed for simple physiological 
enlargement, nor does he dispute that when 
adenoids are removed because they are causing 
obstruction the tonsils are often removed at the 
same time as a routine—both of which practices 
are unsound. Similarly in the years when there 
was a popular fear of “septic foci ” many tonsils 
were sacrificed which might have been spared. 

Dr. ANDERSON gives cogent ‘reasons for the 
rapid rise of tonsillectomies up to the peak years 
and for the fall that ensued. Some of the causes 
of the rush—the growing appreciation of the 
benefits of the operation, the provision of facilities 
formerly lacking, the accumulation of cases—will 
not reappear. Hence the figures for the peak years 
will probably remain as a record. But according 
to ANDERSON the low rates of the post-rush period 
will also pass, since they too were largely artificial. 
This remains to be seen. 


“, . . The surgical literature of today, apart 
from such textbooks as must rank as masterpieces, is 
very often mortally dull. With its desire to be impersonal, 
with its false appearance of modesty, its proper names in 
parenthesis, with its childish didacticism, and its constant 
reiterations of things already said a hundred times, with 
its mosaic of contradictory and corresponding opinions, 
it has become unreadable.” —RENÉ LERICHE in the intro- 
duction to his book “* The Surgery of Pain,” London, 1939, 


p. 18. 
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ANNOTATIONS 


CHEMOPROPHYLAXIS 


THE use of sulphonamide compounds to prevent 
possible infection has been a common practice, but 
their value for this purpose is necessarily difficult 
to assess. Specific remedies of other kinds are even 
more certain in their preventive than their curative 
action, and on theoretical grounds there is no reason 
for supposing that these drugs are an exception. 
There is also evidence that they will prevent the 
development of streptococcal infection in mice; 
this was found several years ago to be true of Prontosil, 
and Hoare! has now shown that if due regard be paid to 
questions of dosage, route of administration, and the 
solubility of the drug used, so that an adequate 
concentration is maintained in the blood, sulphanil- 
amide and M. & B. 693 will exert the same effect. 
His conclusion both from these experiments in mice 
and from observations on the bactericidal power of 
the blood in parturient women given these drugs 
prophylactically is that a dose of 1 g. three times 
daily will prevent streptococcal infection, and should 
be given when there is a special risk of this. The 
choice of suitable cases will always remain a matter 
for individual judgment, but clearly their main 
distinguishing feature should be the limitation of 
risk to a known and brief period—whether that of 
labour, of a surgical operation, or of some other known 
exposure to possible infection. There is, for example, 
a case in favour of such treatment at least in some 
cases of influenza and measles, with a view to prevent- 
ing otitis or pneumonia, because the period during 
which these complications are likely to arise is limited 
to a few days. On the other hand the protection of 
normal exposed persons against epidemic sore-throat 
or scarlet fever might have to be maintained for weeks 
unless all possible sources of infection could be 
removed; such prolonged administration may well 
be unjustified, and it is not surprising that such 
attempts, as in the experience of Smith,? have 
had disappointing results. 

It is almost universally believed that a single 
course of sulphanilamide should not last longer than 
about a fortnight, both because no purpose is likely 
to be achieved by prolonging it—although repetition 
may be necessary, as in treating gonorrhea—and 
because continuation brings added danger of toxic 
effects, particularly on the bone-marrow. In view 
of this belief, no small astonishment is likely to be 
felt at two reports from America on the prophylactic 
use of sulphanilamide in patients subject to rheumatic 
fever, since this was continued in some cases for as 
long as eight months without interruption. It is 
abundantly clear, and cannot be too strongly 
emphasised, that sulphanilamide is useless and 
indeed harmful during an attack of rheumatic fever. 
This attack may be looked upon as the sequela of a 
streptococcal throat infection, and the drug was here 
used in an attempt to prevent such infections over a 
considerable period. In several series of cases 
described by Coburn and Lucile Moore® children from 
six to fourteen years of age under care in an institu- 
tión were given 2-3 g. of sulphanilamide daily for 
eight months; Caroline Thomas and France‘ gave 
only 1 g. or 1:3 g. daily to adult outpatients for seven 
months, No ill effects were observed other than 
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some failure among the children to gain weight, and 
almost without exception the patients remained 
free from rheumatic attacks during the period of 
administration. Coburn and Moore’s cases are the 
more significant, since they were more numerous and 
more liable to attacks of streptococcal throat infection 
by reason of their age and history, and the fact of their 
confinement together in an institution where such 
infections are liable to spread. Careful studies were 
made of the sedimentation-rate and of the throat 
flora; the frequency and degree of the streptococcus 
carrier condition seem also to have been diminished. 

This work will repay detailed consideration by 
those interested in the care of rheumatic subjects. 
That it is possible to give sulphanilamide for such 
long periods is an important observation, but it is 
hard to think of any other condition in which such 
treatment can be necessary or justified. 


SPRUE 


IN an analysis of 20 cases of non-tropical sprue 
seen in Switzerland during the last four or five years 
Markoff} points out how many of the so-called signs 
of sprue are those encountered in all states of extreme 
undernutrition, the only striking difference in sprue 
being its association with anemia, though even this 
is not invariable, He seems to regard non-tropical 
sprue as merely a severe gastro-enteritis combined 
with and enhancing undernutrition. In a somewhat 
similar way Rohr? believes that the disease is the 
result of three interacting factors: first, a gastro- 
intestinal disorder ; secondly, a deficiency of vitamins, 
iron, calcium, and Castle’s principle; and thirdly, 
disturbances of endocrine function—the first being 
the most important. Attractive as the theories 
involving endocrine disturbances may be, and par- 
ticularly that of Verz&r,? it is far from proved that 
such disturbances play any part in the production 
of idiopathic steatorrhea, In a paper recently noted 
in these columns Brull, Lambrechts, and Barac * laid 
stress on the rôle of vitamin deficiencies, and Stadler 5 
also thinks that a secondary deficiency of vitamin B, 
is important. Malabsorption admittedly has much to 
do with the causation of sprue and soon leads to the 
establishment of a vicious circle, but it seems clear 
that the nutritional deficiency is relative and secondary 
to some more fundamental failure. Tropical sprue, 
for example, often attacks Europeans in India and is 
almost unknown in Africa, but the diet of Europeans 
in India normally appears: adequate and certainly is 
not obviously inferior, either quantitatively or quali- 
tatively, to that of their fellows in Africa. In the 
established disease Fairley ë has shown the value of 
compensating for deficiencies resulting from mal- 
absorption, and of alimentary rest, by restriction of 
fats and carbohydrates, in the restoration of the 
absorptive function; but the fact that these measures 
break the vicious circle and change the whole course 
of the condition does not prove that they point to 
the true etiological factor. Furthermore it is by 
no means certain that tropical and non-tropical sprue 
are essentially identical, to say nothing of cceliac 
disease. The interest that is now being displayed in 
these syndromes, however, must inevitably lead not 
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only to their elucidation but also to important addi- 
tions to our knowledge of the physiology and 
pathology of nutrition. 


A PORTRAIT 


NExT Wednesday at the house of the Royal Society 
of Medicine Dr. Robert Hutchison is to receive a 
presentation portrait from his friends. So runs the 
announcement ; but it would be more correct to say 
“from some of his friends.” There can be few men 
alive today who have had a more intimate influence 
than Hutchison on the everyday practice of medicine, 
and he has achieved it largely by the direct impress 
of personality. All over the world practitioners 
think of his precepts as they work at the bedside ; 
their faces faintly reflect his smile as they remember 
his salted sayings, and they are daily saved from 
imprudence and humbug because they were taught 
by a man with a sublime gift for common sense. 
Mr. James Gunn, who has made the portrait, has done 
well to paint the face in detail, and his study will 
interest succeeding generations in our present president 
of the Royal College of Physicians. Today we are 
concerned less with the president than with the 
pleasure of paying affectionate tribute to one of our 
greatest clinicians and teachers. By whatever title 
Dr. Robert Hutchison is known to posterity, for most 
of us it will never quite replace the title of physician, 
preceding the honest Scots names to which he has 
given distinction. 


POSTURE IN THORACIC SURGERY 


THE position of the patient on the operating-table 
does not give rise to much difficulty in the work of 
the general surgeon, but in thoracic surgery it con- 
stitutes a major problem. Most thoracic operations 
are performed on the patient’s back, and special 
arrangements have to be made to secure the greatest 
degree of comfort and convenience for both patient 
and surgeon. In operating for empyema the sitting 
or “jockey ” position has the advantage of allowing 
easy access to the correct site for drainage but in 
this position the shock produced by rib-resection 
would be likely to cause syncope. Consequently 
the lateral posture is the one most commonly 
employed. In this the site of operation is upper- 
most, and the only problem is to keep the patient 
stable and prevent him from rolling onto his face 
or back. Various attachments to the operating- 
table, such as a plate-like chest support and pelvic 
cushions, make it possible for the patient to be 
rigidly held without embarrassing his respiration. 
Critics of this position suggest that the healthy or 
underlying lung may be restricted by being lain on, 
but the spirometric observations of the late Prof. 
Jacobaeus showed this supposition to be wrong. 
On the other hand, it is a justifiable criticism that 
secretions from the side being operated on may 
flow into the healthy lung and if they cannot be 
expelled may have harmful effects. To overcome 
this difficulty Iselin and Julia! advocate placing the 
patient in the prone position. The pelvis rests on 
a large cushion and a soft support is also provided 
for the shoulder-girdle. They say that the respira- 
tory excursions on both sides are thus unimpaired, 


and that by inclining the table so that the body ` 


slopes downwards and flexing the neck secretions 
can flow from the air-tubes to the mouth without 
the effort of coughing. In thoracoplastic operations 
one of the tasks of an assistant is saved by allowing 
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the arms to hang down over the sides of the table, 
so that their weight pulls the scapule forward. 
Iselin and Julia claim that the actual operative 
procedures are easier once the surgeon has become 
accustomed to the new orientation, and that the 
patient is less liable to complications, 


SIMPLER TREATMENT OF WAR WOUNDS 


Tne Spanish war has seen a peculiar development 
in the treatment of wounds, mainly towards simpli- 
fication and partly for reasons of economy. The use 
of medicaments and cotton-wool has diminished 
enormously, and greater reliance is placed on vis 
medicatrix nature. In their Air-raid article in our 
last issue Mr. Mitchiner and Mr. Cowell discussed the 


closed method of treatment by which suppurating 


wounds and compound fractures of limbs are enclosed 
in plaster-of-paris, which is left in situ for a fortnight 
at a time; but in Spain the open method also is 
used for similar wounds. Where patients are in bed 
the wound can be protected by a metal cage ; where 
they are ambulant the same thing can be done with 
an oval or circular rampart of cardboard or other 
flexible material padded and wrapped in gauze, 
applied to the surface of the body round the wound, 
kept in position with gummed tapes, and covered 
with a layer of gauze.'! If the suppuration is excessive 


. a roll of gauze can be placed within the cage—along 


its walls, but out of contact with the wound—and 
can be removed whenever necessary. <A further 
precaution in such cases is to line the cage with 
batiste or to smear it with zinc ointment. This 
method of treatment, it is claimed, not only makes 
a great saving in the quantity of dressings used but 
also promotes more rapid healing. 


LIQUID PARAFFIN AND CAROTENE ABSORPTION 


TWELVE years ago Burrows and Farr ? showed that 
rats were unable to utilise the vitamin A of butter 
fat when it was mixed with liquid paraffin. Later 
workers found on the other hand that liquid paraffin 
had no effect on the utilisation of the vitamin A of 
cod-liver oil. The significance of this difference was 
not explained until Moore? in 1929 differentiated 
between vitamin A and its precursor carotene, and 
subsequent animal experiments have made it clear 
that whereas the absorption of carotene is seriously 
interfered with by the presence of liquid paraffin in 
the alimentary tract that of vitamin A itself is not. 
These observations have now been carried a step 
further by Curtis and Kline,* who have studied the 
effect of the administration of liquid paraffin on the 
blood-carotene in human beings. They first showed 
that in people taking a low-carotene diet the blood- 
carotene fell steadily when crystalline carotene 
dissolved in cotton-seed oil was given mixed with 
liquid paraffin, but rose rapidly when the carotene 
solution was given alone. They next gave their 
patients a high-carotene diet and found that when 
20 c.cm. of liquid paraffin was taken before meals 
the blood-carotene remained at a constant level, 
whereas it at once began to rise when the liquid 
paratin was omitted. A daily dose of 30 c.cm. of 
paraffin given at bedtime, however, when there was 
no likelihood of it becoming mixed with food, had 
little if any effect on carotene absorption. Curtis 
and Kline point out that their results apply only to 
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carotene and not to vitamin A as such, but never- 
theless their findings are an argument against the 
common practice of prescribing paraffin at meal- 
times, when many think it acts best as a laxative 
and is less liable to leak. 


A NEW NEUROLOGICAL INSTITUTE 


THE appointment of Prof. F. L. Golla as director 
of the new Burden Neurological Institute gives the 
clue to the purpose of an admirably designed surgical 
unit within the grounds of Stoke Park, near Bristol. 
The building comprises laboratories for biochemical, 
physiological and endocrinological research, together 
with two observation wards each containing 10 beds. 
It was built and equipped by Mrs. Burden, the 
benefactress of the Stoke Park mental defective 
colony, and maintenance funds have been guaranteed 
for ten years by the Burden trustees. The institute 
is under a committee which has Sir Laurence Brock 
as chairman, and with Prof. Golla are associated 
Mr. W. Grey Walter, Prof. Max Reiss, Mr. L. D. 
MacLeod, and Mr. A. H. Tingey. In the first 
instance research work will be concentrated on the 
pathological physiology of. epilepsy and the patho- 
logy of schizophrenia, a small number of cases of each 
being intensively studied. It is hoped to establish 
relations with mental hospitals in the vicinity and 
to form a centre for the promotion of scientific 
research in psychiatry. There are already clinical 
research wards at the National Hospital, Queen 
Square, and Edinburgh is famous for neurological 
research, but this institute is possibly the first example 
in this country of research laboratories with wards 
attached for the intensive study of mental and neuro- 
logical cases; for elsewhere laboratories exist as 
ancillary to the exigencies of a hospital service. 
The institute is to be opened by Sir Thomas Inskip 
early in May and Dr, Golla is resigning the chair of 
pathology of mental disorders in the University of 
London. 


HUMUS AND HUMANITY 


OF the many avoidable ills which inflict us, two 
of the more obvious are malnutrition and soil erosion, 
which are in some respects interconnected. The 
destruction and loss of soil by wind and water erosion 
as the result of faulty agricultural methods is now 
being recognised as a serious menace to the welfare 
of the inhabitants of many parts of the world, and 
particularly of Africa. It is nowhere more serious 
than in Southern Rhodesia where Mr. G. C. Watson 
lives. It is therefore not unnatural that he should 
express himself strongly on the subject in his book 
“ The Soil and Social Reclamation ” (London: P. S. 
King and Son. 1938. Pp. 173. 7s. 6d.). But 
the more urgent the problem the more essential it is 
that its significance should not be unreasonably 
exaggerated, and that any statements made should 
be based upon sound scientific knowledge. To the 
statement that ‘“‘much of the desert portions of 
Africa are man made” might in fairness have been 
added that the world’s major desert, the Sahara, 
is known to have been arid for at least five times as 
long as man has existed. That ‘‘ Diseases are now 
mainly traceable to malnutrition through faulty 
diet, which in turn is due to wrong treatment of the 
soil ”? contains much truth but as it stands is obviously 
open to exaggerated misinterpretation. The author 
would have been well advised to omit any mention 
of the scientific aspects of nutrition, a subject on 
which he is singularly ill informed. ‘‘ Cretinism and 
goitre, for example, have been traced to excess of 
lime ” is one of several statements which support 


this conclusion. On the other hand he is well aware 
of the wider significance of malnutrition in Africa 
and makes the admirable plea that employers of 
native labour should more fully realise their duty, and 
indeed their own interests, by instructing their 
employees ‘‘ with patience, with charity and by 
example” in the principles of hygiene and sound 
nutrition. 


MENOPAUSAL ARTHRALGIA 


THE existence of a special type of arthritis or 
arthralgia in women at the menopause has often been 
affirmed and often denied. Hall? of Boston has come 
to the conclusion that there is evidence for the 
existence of at least two types of menopause and 
perhaps two types of menopausal arthralgia. He has 
noted that there is a type of patient, suffering from 
either arthralgia, or atrophic or hypertrophic arthritis, 
who exhibits good evidence of coexisting thyroid 
deficiency, the correction of which always improves 
her health and often aids in controlling the joint 
disturbance ; he hesitated to name this condition 
menopausal -arthralgia, for it is often seen in younger 
people and indeed in both sexes. Hall’s second group 
displays the usual menopausal symptoms; there is 
no sign of thyroid deficiency, and the joint disturb- 
ances are those liable to follow castration. In 1934 
stimulated by the dramatic relief of all symptoms 
by giving estrogenic hormone to a woman whose 
ovaries and uterus had been removed he began to 
give cstrogens more generally and in bigger doses. 
Finding that he was often able to influence arthralgia 
and arthritis he has collected a group of 71 cases whose 
chief complaint was joint symptoms following the 
removal or destruction of the ovaries. The majority 
(53) he classified as arthralgia to distinguish them 
from 18 cases of true arthritis; their sedimentation- 
rate was normal or only slightly raised, there was no 
clinical or X-ray evidence of changes in the joints, 
and no development of true arthritis after the symp- 
toms had been present for years, The amount of 
estrogenic material needed to control arthritic 
symptoms varied considerably, and usually (though 
not always) more had to be given to control the 
arthralgia than to control the menopausal symptoms, 
As a rule 10,000 international units by intramuscular 
injection twice weekly for 4-6 weeks proved suflicient, 
but he remains doubtful about the existence of any 
true ‘‘ menopause arthritis.” 


LEAD NIPPLE-SHIELDS 


LEAD poisoning has occasionally been reported in 
children from chewing painted toys or furniture, and 
in Australia from drinking water which has run off 
leaded roofs. In America the death of an infant 
from lead poisoning was recently traced to the use 
of a lead nipple-shield by the child’s mother, and 
according to the New York state department of 
health such shields can easily be obtained, though 
actually they are not often used. The descriptive 
matter accompanying these shields states that they 
have been used since 1842 for the prevention and 
cure of sore nipples, and that their curative effect 
depends on the nipple being immersed in a solution 
of lactate of lead formed by the action of the lactic 
acid in the milk on the lead in the shield. It is said 
that the shields are in no way likely to be injurious 
to the infant, but the death referred to is evidence 
to the contrary. The public health council of New 
York has now adopted an amendment to the state 
sanitary code prohibiting the sale or use of such 


1. Hall, F. C., New Engl. J. Med. 1938, 219, 1015. 
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shields. In this country the popular forms of nipple- 
shield are either made entirely of rubber or are of 
glass with a rubber teat attached. Further, in this 
country the treatment of sore nipples does not 
usually include the use of lead as a therapeutic 
agent, since there are other local applications which 
are safe from the point of view of the baby, such as 
friar’s balsam or tannic acid. Recent correspondence 
in the British Medical Journal! shows, however, 
that Wansbrough’s metallic nipple-shield is still 
occasionally employed for cracked or sore nipples. 
Dr. Joseph Walker of Liverpool, who introduced the 
subject, suggests that although the prolonged use of 
the shield might be a source of plumbism in the infant, 
in his method of using it the danger is remote. He 
emphasises the great importance of cleansing both the 
nipple and the shield before use. At the time when 
he wrote Dr. Walker had not heard of any case of 
lead poisoning due to the shields. Now that an 
example is forthcoming it would be interesting to 
know to what extent lead nipple-shields are, in fact, 
being used. The warning from New York cannot be 
disregarded, though with proper precautions the risk 
is probably small. 


DEEP SECURITY 


A FEW weeks ago a letter appeared in the public 
press signed by members of the medical and surgical 
staffs of leading hospitals in London and other great 
cities. This letter pointed out frankly that efficient 
medical and surgical treatment of air-raid casualties 
is impossible unless bomb-proof shelters are provided 
for those who cannot be evacuated promptly from 
danger areas. However well existing hospitals are 
organised, they may become so damaged in an air- 
raid as no longer to provide either safety for the 
casualties or facilities for their treatment. Urgent 
operations upon the wounded must be performed in 
spite of continuous air-raids and cannot be performed 
without protection from shock or concussion. This 
reasonable appeal was taken up by Lord Horder in 
the course of a comprehensive debate on air-raid 
precaution policy in the House of Lords last Thursday. 
There will, he said, inevitably be a large number of 
casualties which must be treated where they arise, 
and the doctors must be there to treat them. There 
must be first-aid stations in the danger zones and 
they at all events must be in some bomb-proof place. 
Reducing it to an economic argument he pointed out 
that there is a limited number of medical experts 
available. They are valuable citizens, more valuable 
prospectively in the possible event of war than they 
are today ; and the replacements are limited. Lord 
Horder expressed a hope that the Minister of Health 
would shortly say to his colleagues in the Govern- 


ment, ‘‘ Be the policy long or be it short, I must | 


have my doctors and their work underground in the 
danger areas, and therefore let me begin forthwith 
to prepare for this necessity.” His argument was 
taken up by others who spoke after him, and led to 
an assurance from Lord Birkenhead on behalf of the 
Government that the possibilities of underground 
dressing-stations were under the consideration of the 
Minister of Health. 

On the larger issue of deep shelters for all 
dangerous areas Lord Birkenhead spoke of the risk 
of their becoming death-traps on a gigantic scale; the 
penetrating power of bombs might increase and the 
provision of shelters suitable at the present time 
would be an irrevocable commitment which to him 
would be an enormous gamble. On the other side 


1. Brit. mi J. 1938, 2, 1350 ; Jan. 28, 1939, p. 198; Feb. 11, 
p. 312. 


are the 300 doctors practising psychologiċal medicine, 
including 60 medical superintendents of mental 
hospitals, who avowed, in the newspapers of Feb. 8, 
that deep air-raid shelters are essential to avoid 
national anxiety. The peace of mind and reassurance 
so achieved would be increased by the realisation 


that the Government had done everything possible 


for the nation’s safety, and this in turn would 
improve morale and foster the sense of unity so 
valuable in warding off panic. 


DIRECTORSHIP OF WATER EXAMINATION, 
M.W.B. 


Lieut.-Colonel E. F. W. Mackenzie, R.A.M.C., has 
been appointed director of water examination to the 
Metropolitan Water Board. His appointment coincides 
with the issue of the Board’s 32nd annual report on 
the London water-supply, noticed on page 474. This 
report was written by Lieut.-Colonel C. H. H. Harold 
before his untimely death last July, and gives an idea 
of the heritage into which Colonel Mackenzie has 
now come. Various circumstances have conspired to 
enhance the importance and prestige of the M.W.B., 
which now supplies some 7,850,000 persons with water 
safeguarded by the examination department; safety 
has been put first, but that has not prevented the 
imagination of Houston and Harold from devising 
long-term policies based on biological research. 
Colonel Mackenzie’s appointment is the natural 
outcome of the opportunities he has had for research 
as an Officer of the R.A.M.C. in several parts of the 
British Commonwealth. For the last three years, 
as assistant commandant of the Army School of 
Hygiene at Aldershot, he has been responsible for the 
routine examination of the military water-supplies | 
and has himself investigated the reaction of various 
intestinal pathogens to chlorine and its compounds. 
Recently he has devised a method for purifying water 
in the field in a shorter time than is possible by the 
ammonia-chlorine process. Like his predecessor, 
Colonel Mackenzie gained experience of water 
problems in India where he was first responsible for 
the water-supply of Bombay, then detailed to make 
a survey of available water-supplies in the Poona- 
Sholapur district, and later as officer in charge of 
the water-supplies of the whole of Northern India. 
His chemical survey of the waters of the Punjab and 
of the relative efficiencies of chlorine and chloramine 
in many different types of water procured for him the 
award of the Parkes memorial medal and prize. It 
only remains to say that Colonel Mackenzie is a 
New Zealander, educated at Wellington College and 
later at Edinburgh University. 


TUMBLING IN THE HAY 


Dr. Gogarty’s latest book! is an antidote as well 
as a work of art. It is an antidote to the idea that 
big efficient countries are better than small ones, 
and London more important than Dublin. It is an 
antidote to gloom, to pomposity, and to everything 
that is flat, dull and feeble. The dose is almost 
overwhelming; for if Gogarty’s phrases are beautiful 
as only a careful craftsman can make them, his ideas 
are poured out with the carelessness of a poet who 
has vast reserves of wit and learning and gaiety. 
All these, and the resources of memory, he has used 
in depicting the life of the Irish medical student 
forty years ago ; and any who survived that alarming 
experience will, one imagines, be charmed at meeting 


1. Tumbling in the Hay. By 


Oliver St. Jobn 
London : Constable and Co. 10s. 


Gogart 
Pp. 325. 6d. fi 
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their youth again. For the rest of us Dr. Gogarty 
opens a window on to a small but very remarkable 
. world; and after a little time spent in learning to 
see it with his eyes we find it quite natural to be 
alternating rapidly from very low to very high life— 
to be prescribing for the flatulence of publicans or 
taking wine in wonderful company at Trinity. Even 
apart from the drinks, tumbling in the hay was the 
most liberal of educations. ) 


A HUNDRED BROKEN NOSES 


IN his account of 100 nasal injuries Gerrie! of 
Montreal records that 83 of the patients were males, 
and that sports accounted for 23 cases, of which 19 
were due to ice-hockey and baseball. Almost all 
nasal fractures are impacted, and Gerrie divides 
them broadly into two types. The commoner 
of the two, seen in 85 patients, he calls the lateral- 
impaction fracture. In this type the blow is received 
on the side of the nose and produces four lines of 
fracture, of which one is horizontal, towards the 
junction of the nose with the forehead, and three 
are vertical, one being near the middle line and two 
lateral. Thus two loose fragments are formed 
roughly corresponding with the two nasal bones; 
the fragment on the side away from the impact is 
driven outwards, and that on the side of the impact 
is forced inwards and impacted under the other. 
The nose assumes a characteristic zigzag appearance 
with a flat horizontal slope on the side of the impact 
and a more vertical steep slope on the other side. 
There is, strangely enough, but little swelling, although 
digital examination may elicit abnormal mobility 
and crepitus. The second type, which Gerrie calls 
the vertical-impaction or depressed fracture, is usually 
the result of a terrific head-on smash: the nose is 
“ bashed ” in and the bones fragmented and impacted 
in'a variety of positions. Damage to the soft tissues 
and bones is severe, and swelling quickly appears 
and masks the underlying deformity. Both types 
are usually compound internally, and the septum 
may assume any position. 

Radiography helps to assess the damage; the 
routine at the Montreal General Hospital is to take a 
lateral film and a vertical exposure from above with 
the film held in the mouth. As time elapses it 
becomes increasingly difficult to replace the fragments, 
and this is therefore done as soon as possible regard- 
less of swelling or laceration. Gerrie favours general 
anesthesia, and finds that two hemostat forceps 
with the tips wrapped in cotton-wool are satisfactory 
instruments for reduction, one being placed in each 
nostril under the nasal crest. Reduction of the 
lateral-impaction type may be difficult, but it is 
essential that the fragments should be disimpacted. 
The hemostat in the nostril away from the side of 
impact is used vigorously to raise the overriding 
fragment, while that in the other nostril lifts the 
depressed fragment outwards. With the same 
hsemostats, or the blade of a duck-bill forceps, it is 
often possible to adjust the torn or dislocated septum 
so as to make a subsequent submucous resection 
unnecessary. Gerrie believes that an internal splint 
is indicated to provide support for the first few days 
and strongly advocates a modification of the rubber- 
covered silver-wire splint described by Watson- 
Williams 2 in 1931. He now uses an eighteen-inch 
length of 19-gauge brass spring wire bandaged round 
with a strip of raw latex rubber called Sterilastic, 
but he says that if this is unobtainable a no. 8 French 


1. Gerrie, L. W., Canad. med. Ass. J. 1938, 39, 433. 
2. Watson-Williams, E., Brit. med. J: 1931, 2, 791. 


catheter slipped over the wire is even more con- 


venient though slightly more bulky. The middle 
inch of this wire lies against the philtrum of the upper 
lip ; the wire on each side of this is bent so as to run 


first along the floor of the nose, then forwards and 
upwards to the bridge, and finally down along the 
under surface of the bridge to the nostril. Thus 
there is a triangle of wire in each nostril, the anterior 
limb of which supports the nasal bridge ; it is intro- 
duced in a collapsed position, expanded inside the 
nose, and the two ends of the wire are then fixed by 
fine binding to the central portion on the philtrum, 
He considers such a splint indispensable in the vertical- 
impaction fracture and reassuring and often helpful 
in the lateral-impaction type. He also favours an 
external splint of dental impression compound over 
a gauze dressing, but this is of far less importance. 


LENDING OUR EARS 


A CORRESPONDENT has been struck by Mr. Walter 
Elliot’s intention to earmark doctors for this and 
that. ‘Is it possible,’ he asks, “that he thinks 
we are cattle? ’’—and he doubts whether this is 
the way to secure the coöperation of an individualistic 
profession. Mr. Elliot has since written to him 
courteously agreeing that the phrase was not happily 
chosen, and no doubt the profession will in time 
recover from the shock of the metaphor. Nowadays 
indeed not even the possession of ears is essential 
for the earmarkee, for we are- but taking our turn 
with lorries and Green Line buses. We can console 
ourselves moreover with Mr. Elliot’s expressed 
willingness to allow doctors the privilege, denied to 
dumb animals and mere machinery, of choosing our 
brand. 


Lady Pmr, who married the late Sir Robert 
Philip early in 1938, died in Edinburgh on Monday. 
She was the daughter of Joseph McGaw of Kooba, 
New South Wales, and a life-long worker in the anti- 
tuberculosis campaign. In 1909 she founded the 
Paddington tuberculosis dispensary, of which she 
was hon, treasurer. 


The fifth biennial conference, organised by the 
British Empire Cancer Campaign, will be held on 
Tuesday and Wednesday, March 14 and 15, -at the 
Royal Society of Medicine. Application for cards of 
admission should be made to Mr. W. H. Ogilvie 
or Dr. R. W. Scarff, joint hon. secretaries of 
the organising committee of the campaign, at 11, 
Grosvenor Crescent, London, S.W.1. ; 


In arranging for the admission of a child to the 
Evelina Hospital last Sunday the Emergency Bəd 
Service for London brought the total of applications 
it has received to 5000. The service was started last 
June and it had dealt with about 3000 cases up to 
the end of 1938. This year calls have been more 
frequent, partly no doubt because medical emergencies 
are most common at this season, but also because 
London doctors are now realising the amount of 
labour saved by using the service to the full. 


The British Association of Radiologists and the 
Society of Radiotherapists of Great Britain and 
Iroland have decided to amalgamate under the title 
of the Faculty of Radiologists. The work of the 
faculty will be carried on at the old oflice of the 
association, 32, Welbeck Street, London, W.1. 


The medical department of the Board of Educa- 
tion is now at Alexandra House, Kingsway, London, 
W.C.2. . Telephone: Temple Bar 8020; telegraphio 
address: Meducation, Estrand, London. 
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mortality from all diseases during the age-period 


RHEUMATIC FEVER 


Reviewed by DR. J. ALISON GLOVER, O.B.E., Senior 
Medical Officer of the Board of Education 


RHEUMATIC fever (acute rheumatism) is a specific 
infectious disease probably conveyed by droplet 
infection, but its infectivity is of a low order, com- 
parable with that of cerebrospinal fever or pneumonia. 
As in these diseases, cases usually are sporadic, but, 
even in these sporadic cases familial investigations 
suggest that the disease is communicable. 
circumstances favourable to the disease its incidence 
is that of an epidemic infectious disease justifying 
the claim, made many years ago by Hirsch (1881), 
that rheumatic fever ‘‘ deserves an assured place 
among the acute infective diseases.” 

Attack affords no immunity: the liability, par- 
ticularly of children, to progressively severe recur- 
rences is of paramount importance in the consideration 
of control. 

Incubation.—In a large proportion of cases an 


attack of tonsillitis precedes the onset of rheumatic’ 


fever, usually by some fourteen days. In such cases 
it may be said that there is a double incubation 
period : first, the two to three days’ incubation period 
of the initial tonsillitis (‘‘ precursor fever ’’ of Bradley), 
and then the “silent”? or “lag” period, usually of 
fourteen days, between the tonsillitis and the onset 
(or recurrence) of rheumatic fever, which can be 
demonstrated in the incidence chart of an epidemic as 
well as in the clinical chart of the patient. The initial 
tonsillitis is, however, sometimes mild or unnoticed. 

Age-distribution and sex-incidence.—Females are 
more susceptible than males, Under modern con- 
ditions in this country the disease seems to be 
changing its character and to be increasingly a 
disease of children between 5 and 14 years. Com- 
paratively rare (though very serious) before: the 
age of 5, the peak of incidence is reached at 8 years 
of age. Incidence continues high until 12 and then 
falls rapidly at puberty. In certain circumstances 
epidemics of the disease occur among adolescents, 

Social tncidence.—No disease has a more clearly 
defined ‘‘ social incidence ” than acute rheumatism, 
which falls twenty to thirty times as frequently upon 
the poorer children of the industrial town as upon 
the children of the well-to-do. Its incidence increases 
directly with malnutrition, overcrowding and bad 
housing, especially in urban conditions. 

Seasonal incidence.—There are two maxima, one, 
usually the larger, in November, and one in January- 
February. It is significant that Close (1930) found 
that the incidence of tonsillitis reached its maximum 
in October-November. 

Mortality —The crude annual death-rate from 
rheumatic fever has declined from 67 per million 
persons in 1901 to 22 per million in 1937, by far 
the lowest ever recorded. The previous lowest years 
were 1932 and 1936, when the rate was 28 per 
million. But it is, of course, in the after-effects—the 
permanent heart damage, lifelong disability and 
premature death—which may result from it, rather 
than in the low immediate mortality, that the 
importance of rheumatic fever lies. The disease has 
a strong claim on the school medical service, for in 
the second half of school life, the period between 
10 and 15 years, is the peak of its greatest mortality. 
Fig. 1 shows its importance as a cause of death at 
this age-period in 1937, Since, however, the total 
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10-14 years is low, the actual number of deaths 
represented by the percentages shown in fig. 1 is 
comparatively small, During 1937, in the first half 
of primary school life—i.e., from 5-9 years—_ 
rheumatic fever accounted for 2:3 per cent. and 
heart diseases for 3-5 per cent. of all deaths. The 


mortality due to rheumatic fever in the age-period 
small compared, 


5-9 years is therefore relatively 
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Fic. 1—Mortality from rheumatic fever and rheumatic 
carditis in the five-year age-period 10-14 years, com- 
pared with that: of diphtheria, tuberculosis, pneumonia 
and other (non-tuberculous) respiratory diseases, diseases 
of the digestive system, and violence. The columns 
show the respective percentages of deaths from all 
causes during this age-period. The deaths from 
rheumatic heart disease are estimated on the assumption 
that one-tenth of the total deaths from heart disease 
during this age-period are due to congenital heart 
disease and the rest to rheumatic Heart disease. The 
figures are taken from ‘‘The Health of the School- 
Child,” 1937. 


for example, with diphtheria, which, in 1937, a year 
of high diphtheria prevalence, caused 24 per cent. of 
all deaths in children of this age-group. 

The cause of rheumatic fever is still uncertain ; 
although recent work 1 on the relationship of infection 
by Streptococcus pyogenes to rheumatic fever has 
greatly strengthened the theory, first stated by Poynton 
and Paine (1900), that the causa] agent is a strepto- 
coccus, yet the possibility that the primary cause is a 
virus, and that infection by S. pyogenes, though 
essential, is but secondary in etiological significance, 
cannot be ruled out. For practical purposes, however, 
and in the present state of knowledge, measures of 
control are best based upon the view that rheumatic 
fever is one of the many results of infection by 
S. pyogenes. Epidemiologically this view is supported 
(Galabin 1902, Longstaff 1904) by resemblances, now 
observed over 80 years, between the trend and 
oscillations of the mortality from rheumatic fever 
and those of other streptococcal diseases, scarlet 
fever, erysipelas, septicemia, and puerperal fever. 


1. Especially that of Griffith (1926-35), Collis (1931), 
Sheldon (1931), Bradley (1932), Schlesinger (1930), and 
Todd (1932) in this country and of Coburn (1931) and 
Coburn and Pauli (1932) in the United States. 
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Atwater (1927) writes: ‘‘ Rheumatic fever appears 
to be related to the family of streptococcal infec- 
tions, because of bacteriological indications, clinical 
resemblances, and epidemiological kinships.”’ 


PROBLEM OF CONTROL 


The factors favouring the incidence of rheumatic 
fever which it must be our aim to control are, first, 
those which facilitate the transmission of infection 
with S. pyogenes, such as overcrowding, close contact 
(as by sleeping in the same bed), defective ventila- 
tion, humidity, and catarrhal diseases, such as 
influenza or measles, which vastly increase the 
spraying capacity of any carrier. These factors lead 
to a high carrier-rate of S. pyogenes, and a high attack- 
rate of tonsillitis. In short, they result in a high 
potential of streptococcal infection which ensures 
massive dosage, for a high carrier-rate indicates not 
only more carriers numerically but also a high 
proportion of dangerous, heavily infected, or ‘‘ pure- 
plate ’’ carriers, and usually the prevalence of one 
epidemic serological type of streptococcus.? 

Secondly come factors which lower the immunity 
of the individual. These include rheumatic heredity, 
insufficient food, the lack of protective foods, 
especially milk and those containing vitamins A 
and C, dampness of house or site, chill, fatigue, 
antecedent disease, and recent arrival in a large 
community. In the closed or semi-closed community 
the paramount factors of this kind are overcrowding 


i se ee 

2, Some of Griffith’s (1926) serological types—e.g., type 13—of 

= pyogenes seem more apt than others to provoke rheumatic 
ever. 
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Fic. 2—Epidemic of acute rheumatism, 1926-27. Columns 
represent admissions to hospital for acute rheumatism 
(l square=1 case). Continuous line=admissions for 
tonsillitis. Interrupted line=overcrowding. (Base 
line=authorised complement. Scale=10 times that for 
admissions to hospital.) Population was about 2000 boys, 
all 16 years of age. Note that the overcrowding crest 
precedes the tonsillitis crest, which in turn precedes 
the crest of the acute rheumatism curve. 
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and a rapid and continuous influx of newcomers. 
When, as in a hospital school of recovery for rheu- 
largely 


matic children, the community consists 
of persons 
whose immun- 
ity has already 
been lowered 
by previous 
attack, the 
danger of an 
epidemic of re- 
currences of 
rheumatic 
fever resulting 
from the 
spread of 
streptococcal 
infection is 
enhanced. 


On consid- 
eration of the 
above factors 
the prevention 
of rheumatic 
fever is per- 
haps best pre- 
sented from 
three aspects : 


(a) epidemics Z 3 

Dan 024 8 22 5 9 3 17 
(iy eperadi Sept. Oct. Nov. Dec. 
cases in chil- Fi. 3—A small epidemic of acute 
dren or young rheumatism in a residential school 
dult i ; with about 775 boarders, sleeping in 
adults nvmg nine large dormitories. Weekly inci- 


at home; and dence of admissions to school sana- 


(c) recurrences torium. Continuous line = total 
in rheumatic weekly admissions for nasopharyn- 
wards or hos- gitis (including tonsillitis). Dotted 
pital schools of line = weekly admissions for ton- 
recovery. sillitis. Each black square equals 
: one case of acute rheumatism, while 

(a) Epidem- each shaded square equals one case 


ics,—Although 
the number of 
cases of rheu- 


of chorea. Columns represent per- 
centage of healthy boarders carrying 
S. pyogenes on Oct. 19 and Dec. 7 


mati fever in samples of 105 and 112 respec- 
which occur in tively (Lovell et al. 1934). 
epidemics is : 


insignificant compared with the number of sporadic 
cases, I shall first consider the former, because, as in 
other infectious diseases in which the number of 
immunes is high compared with that of susceptibles, 
the xtiology of acute rheumatism is best discerned in 
epidemics; in rheumatic fever, as in cerebrospinal 
fever, more is to be learnt from an epidemic of a 
dozen cases than from a hundred apparently sporadic 
cases. Moreover, in view of the outbreaks recently 
experienced in training establishments of the fighting 
services, these epidemics have a topical interest. 


Many observers have described small outbreaks of 
rheumatic fever in semi-closed communities of various 
kinds. In previous papers (Glover 1930, 1934, 
Glover and Griffith 1931) I have described six. From 
these I have selected two incidence diagrams, the 
first shown in fig. 2, because it seems to resemble 
some which have recently occurred; the second, 
shown in fig. 3, because by a fortunate coincidence 
the carrier-rate of S. pyogenes among healthy pupils 
during the outbreak was twice ascertained by Lovell 
and his colleagues (1934). The diagrams speak for 
themselves, but full details can be seen in the original 
papers. 
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The sequence in such outbreaks is usually as follows: 
(1) Overcrowding, usually with a rapid flow of 
' newcomers. 

(2) The rise of the carrier-rate of S. pyogenes 
to a high percentage (40-50 per cent.) and the 
concomitant great predominance of one serological 
type, the so-called ‘‘epidemic strain”; this con- 
stitutes the ‘‘ carrier epidemic.” 

(3) The tonsillitis (or ‘‘ case ’’) epidemic. 

(4) The occurrence of cases of rheumatic fever. 
These at worst seldom number a tenth of the cases 
“of tonsillitis. 

In only very few of these outbreaks has any 
bacteriological evidence been obtained by the swab- 
bing of the throats of large samples of healthy 
members of the closed community involved; hence 
the “carrier epidemic ’’ is mainly hypothetical, but 
I have little doubt that, if such samples could be 
taken, the phenomenon of a ‘“‘ warning rise” of the 
carrier-rate of S. pyogenes would be detected and 
resemble that of the meningococcus, which occurs 
before outbreaks of cerebrospinal fever (Spec. Rep. 
Ser. med. Res. Coun., Lond. 1920, No. 50, p. 140). In 
certain circumstances, such as an extensive measles 
epidemic or a mixed epidemic of measles and influenza, 
a high carrier-rate of streptococcus may arise with 
comparatively little overcrowding. 

To avoid or control such outbreaks the first 
essential is to reduce the carrier-rate by spacing out, 
improved ventilation, and the prompt isolation of 
patients with tonsillitis. Convalescence from tonsil- 
litis should be carefully watched. The course of 
training should be so graduated as to enable the 
newcomers to become acclimatised without excessive 
fatigue. An ample ration of pasteurised milk and 
fresh fruit should be supplied for them. The sterilisa- 
tion of table-ware seems desirable. Mass tonsillec- 
tomy—i.e., a high proportion of tonsillectomised 
pupils—does not seem to diminish the liability of a 
school to epidemics of throat infection by S. pyogenes 
or their sequelz. 

(b) Sporadic cases in children.—The responsibility 
for the prevention of sporadic cases in children is 
shared by practitioner, public-health authority, and 
education authority. The provision of proper, 
uncrowded, and damp-free housing, the relief of 
poverty, and the provision of supplementary feeding 
for necessitous subnormal children are important 
prophylactic duties allocated by statute. The pro- 
vision in schools of proper facilities for drying outdoor 
clothes and for changing wet shoes is an important 


prophylactic measure often neglected. The hygienic 


conditions, heating, and ventilation in schools are 
also of importance. Apart from these, the prevention 
and control of rheumatic fever and rheumatic carditis 
(for the two are inseparable) in children demands 
(1) prompt ascertainment of suspected cases; (2) 
accurate diagnosis; (3) inpatient hospital accom- 
modation for the acute stage available without delay ; 
(4) prolonged and special convalescence; (5) after- 
care for those children who have resumed normal 
life; and (6) provision for children who, although 
they have recovered from the rheumatic affection, 
have hearts which have been permanently damaged. 
This may be chiefly in the form of special day schools 
for physical defectives, where cardiac and other 
types of cripples can be educated together Resi- 
dential accommodation for the worst cases of 
permanent carditis is also required. 

(1) Early asceriainment.—Close coöperation between 
practitioners, hospital physicians, the school medical 
service, and the public-health authority is essential. 
Compulsory notification, which has been tried by 
some local authorities, seems to add little to ascertain- 
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ment, though it may have other advantages. If the 
medical profession of the area know that inpatient 
treatment of the proper kind is readily available for 
rheumatic children, ascertainment will probably be 
as prompt and as complete as when notification is 
compulsory. 

(2) Diagnosis.—Although no disease is more easily 
identifiable than typical rheumatic fever, the diagnosis 
of its more insidious forms may present great difficulty 
to any medical man. In such cases or in cases of 
suspected carditis the rheumatism clinic offers the 
opportunity of consultation and often the advantages 
of radiographic and cardiographic evidence. Its 
chief function is diagnosis. Three cardinal points 
must be settled in each case referred to it. Is the 
case one of rheumatism ? Is the infection active ? 
Is there carditis ? But, to be effective, beyond its 
diagnostic function, the rheumatism clinic must, 
when it does not itself treat cases, be able to arrange 
for the prompt and appropriate treatment to be 
carried out. | 

Other duties of the rheumatism clinic include the 
continuous supervision of rheumatic children after 
treatment to guard against either relapse or 
insidious progress of the carditis; the investigation 
of the ætiology of the disease; and the education of 
the parents. Such clinics encroach neither on the 
sphere of the private practitioner nor on that of the 
hospital but, besides giving AE for consulta- 
tion in particularly difficult cases, provide super- 
vision of many children who might not in the ordi 
way see any doctor before irreparable damage had 
been done. 

(3) Inpatient hospital accommodation.—The treat- 
ment of the acute stage lies outside the scope of 
preventive medicine. 

(4) Prolonged and special convalescence.—The patient 
should be transferred from hospital to an institution 
for specially regulated convalescence, where pro- 
longed recumbency in the best sanatorium conditions, 
carefully graduated resumption of activity, appro- 
priate education, and vigilant guard against the 
risk of infection are provided. The practitioner’s 
second difficulty, sometimes shared by the rheumatism 
clinic, is the persuasion necessary to ensure the 
prolonged convalescent treatment required for the 
prevention of carditis. This demands great sacrifices 
from all concerned: from the parent, who must 
part with his child for many months, and from the 
patient, who has first to endure a long period of irk- 
some recumbency and then one of restricted activity. 
For both health and education authorities this form 
of treatment is expensive, since it entails an average 
stay of six months in residential accommodation. 
But these sacrifices are justified by their complete 
success in a large proportion of cases—76:3 per cent. 
(London County Council 1937) and 81-7 per cent. 
(Schlesinger 1938). In London, where this treatment 
has been most fully provided, the continuous reduction 
in the percentage of children found with heart disease 
corresponds with the increase in preventive measures. 
As Schlesinger (1938) has said: ‘‘ It is worth tackling 
with all the forces at our disposal,” and ‘‘ There will 
be disappointments, but the successes will more than 
counterbalance these.” 

Twothings are essential for successful convalescence: 
rest (with graduated resumption of activity) and 
prevention of relapse, by the prevention of reinfection 
with S. pyogenes, which might reactivate the rheuma- 
tism, and by increasing the general resistance of the 
patient by diet and open-air regime. We have no 
specific treatment which influences the course of 
carditis ; we can only rely on the healing power which 
nature will exert if we allow the heart a minimal 
activity. This is no easy matter, for the ever- 
beating heart can only rest in the brief intervals 
between its beats; yet by prolonged and complete 
recumbency three things which tend to rest the 
never-resting heart are accomplished: the number 
of beats is diminished, the rest interval between them 
is increased, and the hydrostatic resistance against 
which the heart has to pump is greatly lessened. 
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The difficulty of providing this treatment, so 
vitally important to the recovery of the rheumatic 
heart, in the child’s own home has been graphically 
described by Smith (1927). In the home of the 
less well-to-do child it is impossible. In the 
ordinary convalescent home it cannot be obtained, 
for there the non-rheumatic children speedily become 
so lively in open-air conditions that the rheumatic 
child placed in their company finds his enforced 
recumbency still more irksome. 

After the acute stage has passed, and even before 
any physical activity has been resumed, appropriate 
education becomes an invaluable form of occupational 
therapy. Thus the treatment is best given in the 
special rheumatic school of recovery. Experience 
suggests that the provision of 1-5-2 beds per 1000 
of elementary school-children is desirable. 

(c) Recurrences.—A second attack is a more serious 
danger than a first, and a third attack more dangerous 
than a second. Thus the prevention of relapse is of 
the utmost importance, Relapse is almost invariably 
due to reinfection by S. pyogenes. Carriers of this 
organism are so common that exposure to infection 
cannot be altogether avoided, and the chances of 
this happening can only be reduced. The problem in 
the rheumatic hospital school is to house a com- 
munity of children who are peculiar in that nearly 
all are already sensitised to streptococcal infection 
and simultaneously to guard against their reinfection, 
which might precipitate relapse and so undo all the 
benefit done by months of treatment, and, indeed, 
might have even more disastrous results. The 
danger of reinfection is very real, and the work of 
several institutions has been marred in the past by 
epidemics of relapses of acute rheumatism and subse- 
quent carditis. It is therefore the duty of any health 
or education authority, setting out to provide special 
accommodation for rheumatic children, to realise that 
the risk of such reinfection must be reduced to the 
lowest possible limits. Thus, in planning accom- 
modation for these sensitised rheumatic children, 
space and ventilation are of the utmost importance 
and should be combined with ample facilities for the 
immediate isolation of any child with respiratory 
infection. A close watch for carriers of S. pyogenes, 
whether among children or staff, must be maintained, 
special attention being given to clinical inspection as 
well as to bacteriological examination. The milk- 
supply should be pasteurised. A rheumatic child 
should never be sent to a scarlet-fever ward and, 
during a measles or influenza epidemic, should if 
possible always be nursed in a separate cubicle. The 
prime necessity of avoiding any risk of the spread of 
streptococcal infection in these special wards demands 
a higher standard of floor space and inter-bed interval 
than that required for the ordinary residential 
open-air school. Open-air wards with at least 
80 sq. ft. per bed and 4} ft. interval between the 
edges of adjacent beds should be provided. 


FAMILIAL INFECTION 

The familial incidence of rheumatic fever has long 
been recognised, but the relative importance of 
diathesis, environment, and infection is disputed. 
St. Lawrence (1922) showed that the incidence of 
multiple cases of rheumatic fever in a group of 
families was as high as that of tuberculosis, Paul 
and Salinger (1931), studying 15 rheumatic families, 
found that “non-specific” respiratory infections 
preceded the appearance of characteristic acute 
rheumatism, and that both primary attacks and 
recurrences in some members of the family have 
often occurred simultaneously with acute rheumatism 
and frequently at the same time as sore-throat, 
bronchitis, bronchopneumonia, and skin rashes in 
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Swift (1931) gives two excellent 
examples of similar family infections. He quotes a 
case in which the mother of a rheumatic child 
frequently had a sore throat a short time before the 
appearance of a relapse in the child.. After tonsillec- 
tomy the mother’s attacks of sore-throat ceased, and 
the child then became free from recurrences of 
rheumatism. 

Contact examination, a well-recognised procedure 
in the prevention of tuberculosis, has been neglected 
in the prevention of acute rheumatism. The clinical 
examination of the throats of the contacts in the 
home and the investigation of their throat flora 
might help to prevent some cases of recurrence 
where a child who has recovered from acute rheu- 
matism is in contact at home with a chronic carrier 
of S. pyogenes or with a person suffering from 
streptococcal otorrhea. 


DRUGS IN PROPHYLAXIS 


The specific action of salicylates on the arthritis, 
pain, and fever of rheumatic fever is not accompanied 
by any specific action on the carditis, Nevertheless, 
Schlesinger (1930) has produced strong evidence of 
the prevention cf relapses of acute rheumatism in 
children who have already had one or more attacks 
by giving aspirin in substantial Toses throughout 
the quiescent interval which follows tonsillitis. In 
the last year or two the great advance made in the 
treatment of infections due to S. pyogenes by sub- 
stances of the sulphonamide group suggests that 
the use of these preparations for tonsillitis may pro- 
vide a new prophylaxis against rheumatic fever. 
Cleminson (1939) has recently drawn the attention 
of school medical officers to the possibility of using 
M. & B. 693 as a prophylactic against otitis media, 
It is conceivable that such prophylactic treatment 
might also avert the risk of rheumatic fever 
following tonsillitis. Thomas and France (1939) gave 
sulphanilamide continuously through two winters 
(15—20 grains daily for seven months without ill effects) 
to 30 patients with a recent history of acute rheu- 
matic fever. None had a major attack of acute 
rheumatic fever or an acute £-hemolytic strepto- 
coccal infection while taking, sulphanilamide. Of 
30 control patients 4 developed five major attacks of 
rheumatic fever during the same period, 1 was 
admitted to hospital with an: acute streptococcal 
infection, and 3 had acute illnesses which might have 


other members. 


been of a rheumatic character. 
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AIR-RAID 


A series of articles on medical organisation and surgical practice in air atiack by 


P. H. 


VITI—_ABDOMINAL AND PELVIC INJURIES 


Wounds of the Abdomen 


ALL penetrating wounds of the abdominal wall, 
upper part of the thigh, buttocks, loins, and lower 
thoracic region, however minute, must be carefully 
excised and explored to ascertain whether the 
peritoneal cavity has been entered. If it has, 
laparotomy must be performed in every case to find 
out whether the abdominal contents have been 
damaged and to make any necessary repairs. If the 
upper part of the abdomen is involved, the diaphragm 
must be carefully explored visually and digitally to 
ascertain whether a missile has passed through this 
structure into the thorax. In abdomino-thoracic 
wounds it will probably be necessary to open up 
amd explore both the abdomen and the thorax. 

Lacerating wounds of the abdominal wall, when 
caused by bombs, are often very extensive, and the 
patient may be completely or partially eviscerated 
and is often dead or beyond surgical aid. No time 
should be wasted on such cases in a casualty hospital, 
unless there is a good chance of recovery. In all 
other cases prompt and thorough operation must be 
undertaken, and if there is a great rush of cases it 
may be better for patients with these abdominal 
wounds to be evacuated directly to a nearby base 
hospital or transferred to another casualty hospital 
where they can be operated on promptly, for in these 
cases minutes mean lives. Death results from 
hemorrhage or peritonitis, as was shown by Sir 
Cuthbert Wallace in the war 1914-18, when out 
of 1288 cases 250 patients (about 1 in 5) were dying 
on admission, and of the 965 operated on 46 per cent. 
recovered, and of those with wounds of the hollow 
viscera only 35 per cent. recovered ; hence peritonitis 
is apparently more fatal than hemorrhage, 


DIAGNOSIS 

Great difficulty is usually experienced in diagnosing 
the condition of patients with abdominal wounds 
on arrival at the casualty hospital, because they are 
already under the influence of morphine, which has 
been administered at the dressing-station to enable 
them to stand transport, and in many cases it is 
advisable therefore that these patients should be placed 
in a special ward and watched for a short while 
before operation is decided upon, but this waiting 
and watching must not be delayed more than one or 
two hours, for, as Sir Cuthbert Wallace so wisely 
remarks, ‘“‘ It is safer to look and see than to wait 
and see ” in abdominal wounds. It must be realised 
that in some non-penetrating wounds, especially 
those caused by ‘“ blast’ or crush accidents, con- 
siderable damage to underlying abdominal and 
thoracic viscera may have been inflicted, and a careful 
look-out must be kept for such cases in the receiving- 
room of every clearing hospital. Similarly, a missile 
can enter the peritoneal cavity without inflicting any 
damage to the viscera, but this is rare, and such a 
contingency must never be relied on as an excuse for 
not performing a routine laparotomy. 

The clinical signs of intra-abdominal damage are 
very varied. A wound will be present, but it may 
escape notice, especially if situated elsewhere than 
in the abdominal parietes. We recollect a case in 
which a patient was obviously suffering from intra- 
abdominal hemorrhage, found on operation to be 
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due to rupture of the spleen by a rifle bullet which 
had entered behind the left shoulder, passed outside 
the ribs, gone through the abdomen, and come out 
beside the anus. No hollow viscera had been damaged, 
and the wounds of entry and exit of the bullet were 
so minute that neither of them was, detected before 
the operation. Rigidity, if present, is a valuable sign, 
but a badly shocked patient will probably have a 
completely lax abdomen. Immobility of the abdominal 
wall on breathing is often present in these cases. 
Deep tenderness strongly suggests internal hemorrhage 
and, if associated with a rapid weak pulse or with 
restlessness, should always lead to exploration of the 
abdomen. Abdominal pain, hyperesthesia, and local 
or general immobility of the abdomen suggest early 
peritonitis due to perforation of the bowel. Another 
valuable sign of this is the desire of the patient to use 
a bedpan and his failure to produce a visible result, 
although he is convinced that the bowels have been 
opened ; and so they have been—into the peritoneal 
cavity. Vomiting may be due to one of many causes 
and is by no means a sure sign of abdominal injury. 
It is wise to radiograph these patients if it is thought 
that a retained missile is present, for its position may 
indicate what viscera are likely to have been damaged ; 
but no time should be wasted to secure this examina- 
tion, which is not so essential as a rapid laparotomy. 
Occasionally a tag of omentum or even a coil of 
bowel may be found prolapsed from a perforating 
wound. They are commonly seen in lacerating wounds 
that open the peritoneal cavity. Their presence 
establishes the diagnosis, and they should never be 
returned to the abdomen before the patient is on the 
operating table and the wound is being properly 
dealt with. As a first-aid measure, such protrusions 
should be covered with a moist dressing of sterile 
saline, Signs of internal hemorrhage are often present 
and consist in general signs of collapse, but in these 
cases the patient is deadly white, seldom sweats, and 
is very restless, with gasping respiration (air-hunger), 
all four points indicating hemorrhage rather than 
shock. Locally, the abdomen, which may be moving 
slowly on respiration, is very distended and tympanitic 
on percussion (in contradistinction to the superficial 
hyperæsthesia met with in inflammations). 
TREATMENT 

Since these patients are often very collapsed, it 
may be advisable to treat them preoperatively for 
shock. Fluids are especially useful in this respect 
but must never be given by mouth if perforation of 
the gut is suspected. In such cases an injection of 
saline per rectum or of saline intravenously 
or a blood-transfusion should be given immediately 
before operation, except in internal hæmorrhage, in 
which operation and transfusion should be begun 
simultaneously. 

Operation.—The first step must be apioa of 
the wound of entry and ‘excision of the track; 
lacerating wounds must be excised and foreign bodies 
removed. If the wound has not penetrated the 
peritoneal cavity and the surgeon is satisfied that 
no intraperitoneal damage has been caused by the 
force of impact of the projectile. the wound is closed 
or dressed and the patient removed to the observation 
ward, where he should stay a few days. Laparotomy 
must be performed in every case in which the 
abdomen has been perforated. 


ee 
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If the wound of entry is situated in the anterior 
abdominal wall, it is well to include this if possible 
in the laparotomy incision, for the damaged edges 
of peritoneum can often be excised freely, but in 
wounds of the buttocks or back a separate laparotomy 
incision must be made. Probably the best incision 
is a right paramedian, though a transverse incision 
gives excellent exposure. It is essential that the 
primary incision be sufficiently long to expose the 
abdominal contents and to allow of free and thorough 
exploration. An incision 9-12 in. long should be 
aimed at, and this can be extended from the ribs to 
the pubes with impunity. It is far safer for the 
patient to get a thorough exposure without violent 
retraction of the wound edges, and this is not always 
realised by the operating surgeon at the beginning of 
his military career. 

As soon as the abdómen is opened, if the patient 
is bleeding internally he is liable to collapse, and 
care should bé taken therefore that intravenous 
transfusion is in progress before this stage of the 
operation is reached. Speed and teamwork are 
important. Some surgeons prefer operating without 
gloves, but we do not advise this procedure, which 
gives little, if any, increase of speed and gravely 
dirties the hands of the surgeon in a most undesirable 
manner. A fecal odour may be apparent or fæces 
met with on opening the abdominal cavity. In this 
event a systematic and methodical search of the 
entire intestinal tract must be made from the cardiac 
orifice to the rectum; otherwise small perforations, 
which are almost always there, may be overlooked, 
especially in the region of the fixed flexures of the 
bowel, which are not easy to reach and are very liable 
to perforation owing to their immobility. Any 
hematoma near these flexures must always be incised 
and explored to find if perforation has taken place 
into the retroperitoneal tissues. 

Wounds of the stomach and duodenum should be 
sutured as they are met with, but in the small intestine 
it is better to get an idea of the total damage before 
starting to repair any perforations; otherwise time 
will often be wasted in repairing small perforations 
which must subsequently be included in an adjacent 
resection. The same applies to the transverse colon 
and pelvic colon. The intestine must be searched 
foot by foot systematically. Where no perforation 
is present, the gut must be returned to the abdomen 
immediately after it has been examined. Where a 
perforation is found, the segment of gut should be 
left outside until the next two or three feet have been 
searched, when, if no other perforations are found, 
the perforation, if small, may be invaginated, or 
resection of the gut followed by end-to-end anasto- 
mosis may be performed if the bowel lumen is largely 
destroyed. The cecum, colon, and rectum are next 
examined and wounds in them invaginated and 
sutured, any retroperitoneal hematoma near them 
being incised and observation kept for a fecal odour 
or a tear. While the stomach is being examined, it 
is advisable to pass a hand above the liver and 
spleen to ascertain whether the diaphragm has been 
perforated ; and during the examination of the pelvic 
colon and rectum the bladder, and in women the 
other pelvic viscera, should be searched for any signs 
of damage. 

A competent surgeon should be able to open the 
abdomen, thoroughly search the entire intestinal 
tract, and close the wound within twenty minutes. 
Minor repairs should take only half an hour, but 
resection and wounds of fixed hollow viscera take 
longer. Speed is important for the sake of the patient, 
but never at the expense of a thorough and systematic 
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search of the intestinal tract. Surgeons who habitually 
take an hour in the performance of a simple laparo- 
tomy are to -be discouraged from undertaking 
abdominal work and would be better employed in 
wound excision and amputations on three or four 
patients in the same time. 

If there is internal hemorrhage every efiort should 
be made to locate it as quickly as possible and to 
arrest it temporarily by grasping the blood-vessels 
or by plugging solid viscera. Blood may be coming 
from the omentum or mesenteric vessels, in which 
event simple ligation of both ends of these and repair 
of any rent in the structure are usually sufficient ; 
but, if the mesenteric vessels have been extensively 
damaged, it must be ascertained whether the intestine 
is viable and whether peristalsis is present. If they 
are not, resection and end-to-end anastomosis will 
be necessary. Hemorrhage due to wounds of solid 
viscera is usually associated with considerable dis- 
ruption. The spleen or the kidney (if only one is 
involved) should be removed. In the liver, suture 
of rents may be attempted after gentle curettage of 
the track, but usually plugging is necessary. Retro- 
peritoneal hematoma may be due to blood from the 
renal pedicle, kidney, vena cava, or iliac veins. If 
this hematoma does not appear to be spreading or 
connected with a retroperitoneal bowel wound, no 
attempt should be made to incise it to find the source 
of the hemorrhage—often an impossible task—but, 
if it is obviously spreading rapidly, an incision should 
be made and a search carried out in the line of the 
vena cava and iliac vessels for a bleeding rent. 

After repair of either perforation or hxmorrhage 
the abdominal cavity should be gently swabbed out 
with plugs soaked in warm sterile saline (or a suc- 
tion apparatus used) and the abdominal wall closed 
without drainage. We entirely agree with Sir Cuthbert 
Wallace, who says: ‘‘ The surgeon who cannot trust 
the peritoneum has no business to do abdominal 
surgery.” In extensive lacerated wounds closure may 
be impossible, and in this event the ingenuity of the 
surgeon may be much taxed to lessen the wound area 
as far as possible, after which gauze dressings must 
be firmly bandaged on to prevent herniation ; but 
such patients seldom survive, and, if it is obviously 
impossible to close the abdominal wall, no undue time 
should be wasted on operation on these cases during 
a rush of casualties. When retroperitoneal cellular 
tissue is infected—e.g., perforated cæcum—the 
prognosis is grave and drainage essential. 

Wounds of the diaphragm are often accompanied by 
pain in the shoulder besides the signs of abdominal 
injuries. If such a wound is very small, associated 
injuries in the chest are likely to be slight, and, 
unless there are very obvious signs to the contrary, no 
treatment should be given beyond excising the edges 
of the wound in the diaphragm and closing it with 
catgut sutures. If the wound is large, every effort 
should be made to close it, for the relief given to the 
patient is immediate and great as soon as the pleura 
is closed off. Before closing the wound it may be 
possible to ascertain the amount of intrathoracic 
damage and then to deal with it through the opening 
in the diaphragm, though this is seldom possible 
and a subsequent thoracotomy will be necessary in 
many cases; but this should be postponed till next 
day unless the chest symptoms are very urgent. 

Wounds of the stomach cause signs and symptoms 
very similar to those of a perforated gastric ulcer, 
but there is also considerable hemorrhage as a result 
of damage to the gastric vessels. The wounds are 
often of considerable extent, and their repair, which 
must be undertaken as early as possible, is by no 


THE LANCET] 


| 
[FEB. 25, 1989 471 


means easy. The edges of the wound should be 
excised, hæmostasis secured, and the wound closed by 
a single layer of invaginating sutures, which must 
pass through the entire thickness of the wall to 
ensure hæmostasis and the approximation of the 
peritoneal surfaces. For this and all other intestinal 
work a continuous suture of the Connell type is to be 
advocated, for it fulfils both these requirements and 
saves the extra time necessary for applying a 
superficial layer of stitches. 

Wounds of the duodenum are rare but often fatal. 
Sutures hold badly in the duodenum, and, if the 
posterior surface of the second part is involved, it is 
necessary to mobilise the bowel by an incision through 
the peritoneum to its outer side, and often the 
common bile-duct is involyed and requires repair. In 
every case duodenal wounds must be sutured, excision 
being incompatible with life, and drainage without 
sutures being invariably fatal. 

Wounds of the small intestine constitute the majority 
of abdominal injuries. Early operation gives a better 
chance of recovery, for after injury the bowel is 
temporarily paralysed and therefore the escape of 
fæcal contents is not so frequent as in wounds of 
the stomach and large intestine, in which there is 
continuous leakage. These wounds are frequently 
multiple and, owing to movements of the bowel, 
may be found out of a direct line of the projectile 
causing them. In every case the mucosa is everted, 
and in minute wounds this may close the orifice 
temporarily. 

When destruction of the bowel wall does not 
extend beyond half its circumference, the wound can 
be safely closed, for the lumen will not be too greatly 
narrowed if the suture line is made across the long 
axis of the gut, but it is wise to examine two or three 
feet of the bowel next to the first perforation dis- 
closed, for very frequently multiple injuries may 
necessitate resection (see figure). Repair rather than 
resection should be done whenever possible, for the 
chance of recovery is very much greater with repair 
than with resection, owing to the much greater 
shock following and the greater damage necessitating 
this latter procedure; but resection is always 
necessary when (1) most of the bowel wall has been 
destroyed ; (2) the wounds are so closely approxi- 
mated that their closure will leave a patchwork of 
badly nourished tissue liable to slough; and (3) the 
mesenteric vessels are so extensively damaged that a 
large loop of bowel is deprived of its blood-supply. 
Three or four inches of bowel will survive if separated 
from their mesenteric attachment, but in all cases of 
damage to the mesentery, especially near its root, 
care must be taken to ascertain whether peristalsis is 
conducted over the damaged segment of bowel, and 
whether after digital pressure its blood-supply is re- 
established. If neither of these signs is present the 
bowel should be resected, but it must be realised that 
the mortality of resection is about double that of 
repair. Suture can again with advantage be carried 
out with the single-layer Connell stitch. 

Wounds of the large bowel are usually jagged tears 
with bruised edges and, in the case of the ascending 
and descending colon and rectum, are often extra- 
peritoneal, in which event laceration is present and 
in the early stages the rupture of the bowel may not 
be detected, with the result that cellulitis and even 
gas gangrene may supervene. Intraperitoneal wounds 
call for prompt treatment on the lines already 
advocated for wounds of the small bowel. In retro- 
peritoneal wounds the bowel should be freed from 
the hematoma by an incision on its outer aspect, 
the wound carefully closed, and the hematoma 


drained by a counter-incision into the loin or the 
perineum. In wounds involving the. rectum and 
lower colon it is often advisable to perform a tem- 
porary colostomy, especially if bone or bladder is 
extensively damaged. 

Wounds of the liver are usually fatal owing to the 
tendency for a spreading infection to occur, and this 
tendency is undoubtedly increased by plugging to 
stop hemorrhage. All obviously damaged liver tissue 
should be removed by gentle curettage, and any 
foreign bodies in the track similarly dealt with, after 
which, if possible, the track should be obliterated 
with deep sutures, plugging avoided at all costs (if 
this is feasible), and the abdomen closed without 
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Multiple wounds of a coil of small intestine, produced by 
a single fragment. Those on the antimesenteric border 
could have been repaired, but there are three others 
where the bowel is almost completely divided, and the 
whole coil was therefore resected. 


drainage unless a plug is left in situ. Slight jaundice 
is to be expected for forty-eight hours in these cases, 
but its persistence after that time, especially if 
accompanied by epigastric discomfort, drowsiness, 
and persistent high temperature or rigors, is of grave 
prognostic significance. 

Wounds of the spleen and kidney call for removal 
of the damaged organ, but it must never be forgotten 
that damage to these organs is nearly always accom- 
panied by damage to the adjacent colon, and careful 
search must be made for such damage, which, if 
present, must be dealt with after arrest of the 
hæmorrhage. 

Pelvic Injuries 


Injuries to the pelvic viscera under war conditions 
are invariably accompanied by gross damage to the 
sacrum or the pelvic bones, portions of which are 
often carried into the viscera and greatly increase 
the extent of the wound in these. Compound fractures 
of the pelvic bones must be dealt with on the same 
lines as compound fractures elsewhere, by cleaning, 
removal of fragments, support of the patient’s pelvis 
with a firm flannel bandage, and bandaging the ankles 
and knees together. Fractures of the sacrum are dealt 
with in the same way as those of the pelvic bones, 
but careful examination must be made to ascertain 


,if any nerve has been damaged, in which event 


immediate suture will be necessary. When, as so often 
happens, compound fractures of the sacrum are 
complicated by damage to the rectum, a temporary 


[j 
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colostomy will go far to limit infection with extensive 
sloughing and often fatal results. | 

Wounds of the rectum have already been deal 
with under wounds of the large bowel (see above). 

Wounds of the bladder are usually both extra- 
peritoneal and intraperitoneal in these cases and must 
always be sought for in any fracture of the pelvis. 
 Extraperitoneal rupture of the bladder per se is 
unlikely to be met with except in simple crush fractures 
of the pelvis due to the patient being buried by 
falling masonry. When the bladder is torn at its 
neck, urine escapes into the pelvic cellular tissues 
and the cave of Retzius and can often be detected 
on rectal examination by a boggy sensation in the 
pelvis. If, as often happens, the triangular ligament 
is torn, the perineum will be distended, cedematous, 
and boggy; this swelling will increase if the patient 
attempts to pass urine; and the passage of a catheter 
will reveal blood in the urine. Later this extra- 
vasation of urine extends to the scrotum, penis, and 
abdominal wall. 

Extravasated urine must be let out and the hole 
in the bladder closed by operation as soon as possible. 
Of these two objects the first is the more important, 
and the second may be impossible. Free incisions, 
therefore, should be made wherever the extravasation 
appears. This may be necessary in the perineum but 
is more commonly required in the suprapubic region. 
In the latter event the bladder should be opened 
suprapubically and the wound sutured if possible. 
The extravasated areas are washed out with warm 
saline and tubes introduced: one into the bladder to 
drain it, and several into the areas where the urine 
has been extravasated. The length of time these tubes 
remain in will depend on how rapidly the condition 
settles down and granulations and fibrous tissue 
form. Drainage is likely to be necessary, however, 
for at least five or six days. It must be remembered 
that at times the rupture in the bladder is both 
extraperitoneal and intraperitoneal. 

Intraperitoneal rupture, which is common in these 
cases, leads to suprapubic pain with inability to pass 
water, and the passage of a catheter draws off no 
urine, though often a little blood. If a silver catheter 
is used, the point can often be passed through the 
rent in the bladder and felt against the abdominal 
wall. This condition is often complicated by perfora- 
ting wounds of the bowel, and, when laparotomy 
is performed for repair of the wound of the bladder, 
the intestines must be searched for possible damage. 
After the bladder wound has been closed, the pelvis 
should be sponged out, and no drainage of the 
peritoneum is necessary ; but, after the bullet track 
has been cleaned and any extraperitoneal damage 
repaired, perineal drainage is generally advisable, 
usually along the wound track. 


AFTER-COMPLICATIONS 

Following any of the forementioned injuries, the 
usual after-complications of any intra-abdominal 
injury may be met with, but in these cases ileus is 
particularly likely to develop. These complications 
should be dealt with on the lines laid down for civil 
practice ; hence their treatment is not given in this 
article. 

AFTER-TREATMENT 


After-treatment is on the lines commonly adopted 
in civil practice, but it must be remembered that these 
patients are often very collapsed and suffering from 
shock before operation, and that therefore the 
ingestion of fluid as soon as possible is of great 
importance, and they should not be kept from food 
Jonger than is absolutely necessary. The only reason 
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for restricting food and drink after these operations 
on the bowel is the inability of the patient to retain 
and digest it. As a general rule, the patient can be 
given fluid by mouth immediately on recovering from 
the anzsthetic, but the quantity of this should never 
exceed a medicine-glass full at a time, though this 
may be repeated at intervals of a few minutes. As 
regards solid food, the patient’s wishes and appetite 
are usually a safe guide, and certainly most of these 
patients are far more comfortable and their progress 
is more satisfactory if they are allowed to eat. A 
light solid diet can be given after the first forty-eight 
hours. Soda-water, champagne, and other gaseous 
drinks are better avoided, for they tend to produce 
flatulence and discomfort. 

In most of these cases an aperient may safely be 
given at the end of forty-eight hours. If the patient 
is distended and uncomfortable before that time, a 
glycerin enema or suppository often gives great relief ; 


if this fails, pituitary (posterior lobe) extract or Doryl 


l c.cm. may be given hypodermically. 


MULTIPLE INJURIES 


In all cases it must be recollected that wounds of 
other parts of the body, especially the chest, may be 
present, and these must be dealt with at the same 
time as the abdominal injuries if possible, but if the 
patient is very shocked it is wiser to postpone an 
extensive chest operation until the next day, provided 
no great respiratory distress or internal hemorrhage 
contra-indicates ; and in cases of internal hemorrhage 
it must be realised that the depletion of the circulation 
tends to increase the risk of infection and gangrene 
in limb wounds. 


SCORPION BITE 


POISONING by scorpion bite causes symptoms 
resembling those of bulbar lesions. From this 
de Magalhaes was led to suggest that the poison 
does in fact produce such lesions, and B. F. Barros 
claims to have shown that this is true at least of 
poisoning by the scorpion Tityus serrulatus in Brazil 
(Hospital, Janeiro, August, 1938, p. 317). De Magal- 
haes, he says, spoke of an ‘acute syringobulbia ” 
and went on to point out that by attacking the 
nerve centres in the bulbar region (or its different 
representatives in the ascending zoological scale) 
the arthropod can best paralyse its prey before 
devouring it.: The scorpion reaches the bulbar region 
of its prey through the selective action of its venom, 
whereas the wasp, sphex, directly stings one of the 
main nervous centres of the caterpillar which it 
provides for its young to eat. De Magalhaes is not 
satisfied (Ibid, January, 1939, p. 173) that the effects 
of a scorpion’s bite are due to the bulbotropic toxin 
alone, for he has observed other actions, notably on 
the blood (hemolysis, leucocytolysis, agglutination, 
inhibition of coagulation, and alteration of viscosity, 
density, and hæmoglobin percentage), fats, proteins, 
and the endothelium of blood-vessels, leading to 
hemorrhage. He maintains, however, that these 
actions are subordinated to the neurotoxin, which 
exerts its influence both peripherally (intense pain, 
hypereesthesia, and paresthesia) aad centrally, and 
that the venom of T. serrulatus and T. bahiensis 
is specific for the nerve-endings of pain sensation 
in the skin but not for the nerve centres of the 
sympathetic or cerebrospinal nerves. Injected into 
the skin in quantities insufficient to produce pressure 
effects it causes intense pain, but there is no pain 
when it is injected intravenously. Intravenous 
injection produces immediate peripheral vaso- 
constriction, but subcutaneous injection is followed 
by a lag before peripheral vasoconstriction takes 
place. The poison also has a selective action on the 
cortical neurones, causing convulsions, disorders of 
speech, and delirium. 


od 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM AUTOLYCUS 
IV—BUSMEN’S HOLIDAYS 


I ENDED my last article with a somewhat cynical 
reflection upon the kind of qualification that seems 
so oddly to have importance in the matter of addresses 
to medical societies. I proceed to discuss—in a less 
jaundiced mood I trust—the wholly different affair 
of medical wanderings in the United States. <A 
Dominion Doctor in these columns has recently 
deplored the dearth of hospitality available here to 
visitors from abroad. I do not propose to consider 
this burning question, but no one who visits the 
States from this country can have any complaint on 
this score, for the hospitality he will be offered is 
generous to a degree and inspired by a thoughitiuiness 
that defies imitation. 

* * * 


I have visited America on two occasions, for the 
first time as a newly qualified man wishing to see the 
American hospital scene, and then some years later 
as a kind of “loan exhibit” to a medical school 
where for two months I took charge of an outpatient 
clinic and gave some lectures and demonstrations. 
On the first trip I reached New York armed with a 
small sheaf of letters of introduction. On the morning 
after my arrival, grasping one of these, I set out for 
a hospital a member of whose staff I wished to see. 
At the porter’s lodge I named my prospective victim 
and was told he was not expected for an hour. The 
porter, a kindly soul, invited me to pass the time by 
a visit to the public morgue which was conveniently 
situated a few blocks away. There, he assured me, 
I should see something that would curl my hair for 
me. The suggestion certainly had the charm of the 
unexpected, but I had not come to New York for a 
permanent wave though I lacked the courage to say 
so. I departed therefore in the direction indicated 
and spent the allotted time walking the drab East 
Side streets. On my return I was greeted by the 
physician whom I sought and shot my letter at him. 
I could see the porter, clearly a firm believer in the 
American doctrine that all men are born equal, itching 
to ask me about the morgue, so I kept up a running 
fire of chatter until my guide led me off to the clinical 
lecture he was about to give. This proved to be an 
equally embarrassing experience because after almost 
every statement he appealed to me, whom he had 
introduced to the class as a distinguished physician 
from London, for corroboration of his remarks, a 
function for which my juvenile appearance and 
obviously terror-stricken mien ill fitted me. It 
appeared that his ruling passion was for breast- 
feeding, and the theme of his remarks the generous 
endowments for this purpose presented by the patient 
under examination. I was invited to step out in 
front so that I might take a closer view, and was 
called upon to endorse his analogy that the twin 
organs in question were like Derby hats. They were, 
and I prayed silently that an outsize Derby hat 
might at that moment descend from Heaven and 
cover my blushes. None did, and before I could get 
back to my seat I was forced to palpate the objects of 
his admiration. Indeed, such was his enthusiasm that 
for one horrid moment I almost feared I might be 
asked to sample their wares. 


This harrowing experience cured me of my desire 
to explore American medical science any further. I 
thereupon tore up my other letters of introduction, 
committed them to the only source of flowing water 
available, since there were no fires handy, and made 
of the rest of my holiday a less earnest affair than 
had been originally contemplated when I had asked 
an indulgent parent for the price of the trip. 


x Æ * 


My second trip was a horse of quite another colour, 
and was as near a success as J shall ever achieve. 
Yet even this had its minor set-backs, mainly gastric 
owing to my inability to stand up to the magnificent 
repasts that punctuated my night life, and an 
incapacity to metabolise the synthetic gin that 
loomed so toxically in the perpetual cocktails of 
those dark prohibition ages. Yet there were other 
transient embarrassments, too. One day while eliciting 
a history from a patient in the clinic I found great 
difficulty in understanding his quaint articulation. 
This led me, rashly enough, to embark on a disquisition 
about dysarthria. As he caught the drift of my 
remarks I saw a tense and warning expression dawn 
on the face of the attendant medical registrar. I 
edged towards him round the couch, and he towards 
me. As we met J heard his whisper ‘‘ That’s not 
dysarthria, that’s South Carolina.” Most of the 
audience heard his whisper, too, and the rest of my 
remarks were drowned in universal laughter. During 
my stay I planned to spend a week-end with an old 
friend in a large industrial town in Pennsylvania. I 
made the journey by night and on stepping from the 
train with that somewhat exhausted and dishevelled 
feeling that is part of American night travel I was 
greeted by the news that I was billed to address the 
local medical society that night. It turned out to be 
a very warm evening and the guests in what seemed 
incredible numbers sat about in their shirt sleeves, 
their coats hanging over the backs of their chairs, 
belted, and displaying those curiously cut trousers, 
horizontal at the top edge as though designed to 
permit of lumbar puncture without further disrobing 
on the part of the wearer. The president took the 
chair, chewing and smoking alternately a large and 
drooping cigar and when it ceased to draw—being 
waterlogged—he continued to chew, the cigar tip 
moving rhythmically up and down like a myograph 
lever as he did so, a sight that fascinated me to such 
a degree that I could not take my eyes off it. As I 
gave my address I could see this movement out of 
the corner of my eye, and with what self-restraint 
I concealed my exasperation need not be told. 
Finally, after a veritable orgy of mutual congratula- 
tion, I got my release, but I was not yet finished with 
our president, for as we strolled to his home my host 
remarked “Our president was very pleased with 
your address, he spoke of it in very moving terms.” 
“ Oh,” said I, bridling pleasantly, ‘‘ what did he say ?” 
“What did he say ? ” repeated my host, “he said 
‘that guy’s no slouch.’”? This particular linguistic 
construction was new to me, and I meditated upon 
it as I lay in bed waiting for sleep that night. I 
finally decided to make a note of it, so that if my 
career should meet some unforeseen or tragic end 
before I left the States, it might be incised as an 
epitaph upon my tombstone. 
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There are moments in such a tour when a wave of 
nostalgia passes over the travelling Englishman. I 
became a martyr to them, but not unexpectedly, and 
I had brought with me the antidote—namely, Mr. 
Pepys’ Diary and Tristram Shandy. Mr. Pepys had 
been a delightful acquaintance of mine for years, but 
ever since he has been a dearly loved friend. Tristram 
Shandy, too, proved a companionable fellow, and 
no one should leave these shores for the States on a 
stay of any length without these two travelling 
companions. As G. K. Chesterton truly remarked, 
“ there’s nothing like travel for narrowing the mind.” 


+ * % 


When the time for my return to England was at 
hand I was reminded that before I should be allowed 
to embark I should have to show an income-tax 
receipt for a handsome cheque in dollars I had 
received from the hospital where I had been working. 
I duly presented myself at the tax collector’s office. 
This official did his daily good deeds behind a little 
wooden shuttered window like a railway station 
ticket office. I thumped on this, and in a few seconds 
the door shot up and disclosed a choleric individual 
in shirt sleeves, smoking the inevitable pultaceous 
cigar. I explained my business, which quite sur- 
prisingly failed to cheer him up. This should have 


PUBLIC 


Metropolitan Water 


THE thirty-second annual report (for 1937) on the 
examination of the London water-supply, which has 
just been issued (London: P. S. King and Son. 
10s. 6d.), was written in draft by Lieut.-Colonel 


C. H. H. Harold, who died on July 19 of last year, © 


and has been completed by Mr. Denison B. Byles, 
deputy-director of water examination. In these 
circumstances one misses the discussion of problems 
which marked the annual reports of Houston and 
Harold, but the data are there for readers to study 
and draw their own conclusions. 

The keynote of the report, whether research or 
routine is considered, is watchfulness ; and the need 
for this is made abundantly clear when it is realised 
that the polar bear and the eider duck (in their 
native habitat) appear to be the only animals 
exonerated as carriers of the B. coli. With regard to 
the sea-gull Houston stated in 1930 “‘. . . even on 
the most conservative estimate . . . each gull may 
per day contribute 50 to 100 million B. coli to a 
waterworks. Most of this filth will reach the water 
directly or be liable to be washed in with each 
successive rainfall.” At Belfast Adams in 1928 
reported the isolation from the droppings of gulls 
of organisms indistinguishable from B. typhosus, The 
duck, goose and hen are all proven carriers of food- 
poisoning organisms, as also are pigs and cows. These 
facts alone render watchfulness imperative, 

The fact that the recent epidemic of typhoid fever 
at Croydon was traced to contaminated well water 
led to increased vigilance over the Board’s well 
supplies. The frequency of sampling was greatly 
increased, but the results showed the high reputation 
of these well supplies to be justified ; minor irregu- 
larities were covered by chloramine treatment. The 
results obtained by chloramination (p. 5) are striking. 
The percentage of first-class samples, giving negative 
results for typical B. coli in 100 ml, of water, was not 
lower than 96 from any class of supply in 1937, and 
the total filtered supply, including some unfiltered 
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warned me not to trifle with the representative of 
the United States Treasury, but that devil of irrespon- 
sibility that has got me into so much trouble drove 
me to remark as I collected my receipt “I should 
like you to arrange that this modest sum goes towards 
settling the British War Debt.” The outward signs 
of an unfinished struggle for appropriate utterance 
passed over his baffled face as I turned hastily to the 
door, and passed unregretted from his sight. It was 
worth the dollars I should have had to pay in any case, 
but I still wonder whether the people of the United 
States know the whole truth of the Englishman’s 
efforts to square this little account of the last war. 


* * * 


Now all this, as I am aware, is not quite the usual 
account given of medical trips to the United States 
by returned visitors, but then edification is not my 
aim, nor to tread the beaten path of travel memoirs. 
Not least among the valuable things I learned was 
that a 6B lead pencil makes the best of all skin 
pencils, is excellent for filling in crossword puzzles, 
or for writing on the stiff cuff of a boiled shirt. No 
home should be without one. 


This concludes the four articles from Autolycus. 
Next month A Part-time Professor will be responsible 
for these columns,—Ep. L. 
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waters, of 310 million gallons a day yielded 99 per 
cent. of first-class samples. The progressive improve- 
ment of the supply is shown by the following sequence 
of first-class samples: 1933, 85-5 per cent.; 1934, 
88:3; 1935, 95-7; 1936, 96-5 per cent.; it appears 
that the asymptote will soon .be reached. 

The Cobbins brook, into which the Epping sewage 
effluent is discharged, continues to be watched 
although the outbreaks of paratyphoid in that town 
occurred as long ago as 1931 (260 cases), 1933 
(22 cases) and 1935 (2 cases), The sewage and 
effluent from Epping continue to yield frequent 
evidence of the persistence of the paratyphoid 
organism although, it is suggested, on the whole the 
figures seem to point to a very gradual decrease. 
Comparative experiments on the sewage and effluent 
using Wilson’s direct-plate method and Szper’s 
enrichment method (preferably with double-strength 
medium) confirmed the conclusion in the previous 
report that “ There would appear little advantage 
in the use of enrichment media for effluents rich in 
pathogens, and here Wilson and Blairs is definitely 
to be preferred, but when dealing with polluted waters 
necessitating the examination of large volumes, 
Szper’s medium holds considerable promise of success,” 
A comparison of enrichment media for the primary 
isolation of coliform bacteria has led to the substi- 
tution of a tube of brilliant-green bile broth for one 
of peptone water in routine tests, and citrate solution 
with brom-thymol blue as a pH indicator has been 
introduced as a differential test for members of the 
coli-aerogenes group. 

The work of the biological section continues to be 
usefully developed. The chemical section contributes, 
among other. things, a useful discussion of the 
deterioration of sand filters by the deposition of 
calcium carbonate on the sand grains. 


Continuous Towel Cabinets 


The London County Council education committee 
are now trying out automatic continuous towel 
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cabinets in their schools. The machines contain a 
roll of towelling 50 yd. long by 1 ft. wide which is 
fed out in lengths, and the soiled towelling is auto- 
matically returned to the machine after use so that 
it cannot be used a second time and does not come 


in contact with the clean roll. No charge is made for. 


the installation and hire of the machines, but ls. 9d. 


is charged for laundering each roll, A roll will serve ~ 


for about 200 washes, so that the cost is only a tenth 
of a penny per wash, If the machines ensure that 
no child dries itself on a towel previously used by a 
fellow, they may do much to prevent the spread of 
scabies, which has recently been increasing in many 
parts of the country, and also of ringworm, impetigo, 
and several forms of ophthalmia—all major nuisances 
of school medicine. 


Influenza and Pneumonia 


The decline in the number of deaths attributed to 
influenza, in the great towns of England and Wales, 
that took place towards the end of January has not 
been maintained. In the week ending Feb. 11 
265 such deaths were reported compared with 210 
in the previous week and 173 in the last week of 
January. At the same time notifications of primary 
or influenzal pneumonia have risen rather sharply 
to 1817, compared with 1442 and 1512 in the two 
previous weeks, and in the country as a whole the 
level is now 9 per cent. above normal. Nearly all 
parts of the country have shared in that rise, but it 
has been particularly marked in Yorkshire. Deaths 
from influenza and notifications of pneumonia both 
show increases in towns of the midland and southern 
counties, including London, so that while the position 
in the earlier affected north-west areas appears to be 
improving there is clearly some sign of an extension 
of the infection, whatever it may be, to other parts 
of the country. Influenza cases are being admitted 
to some of the London fever hospitals. - 

According to the latest report of the health section 
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MEDICINE AND THE LAW 


Patient and Healer: The Question of Undue 
Influence 


THE successful claim against a spiritualist in 
Chennells and Dodd v. Bruce brought out afresh 
the legal effect of undue influence in the relations 
between patient and spiritual adviser or patient and 
healer. Miss Marjorie Dodd, a civil servant, was 
seriously injured in a traffic accident. From the date 
of the accident until her death she was so ill that her 
affairs were administered by her sister, Miss Emmeline 
Dodd, as her agent. Miss Emmeline Dodd gave 
evidence that her deceased sister’s accident caused 
concussion, cerebral hemorrhage and meningitis. 
Mrs. Bruce, the defendant, used to massage her 
head round the eyes. Mrs. Bruce was a spiritualist 
and Miss Emmeline Dodd and a third sister used to 
attend her séances, paying a shilling each at each 
occasion, Mrs. Bruce, acting as the medium, went 
into what appeared to be a trance; she then spoke 
in a guttural voice which she ascribed to her ‘‘ control,” 
a North American Indian called ‘‘Grey Feather.” 
Grey Feather advised Miss Emmeline Dodd to 
‘* keep on fighting ” in the claim for damages for Miss 
Marjorie Dodd’s accident. Application was made to 
the Poor Persons Department at the Law Courts 
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of the League of Nations influenza was prevalent in 
Copenhagen at the end of January, but was declining 
in Hungary and Switzerland. | 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
FEB. 11, 1939 


_Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1677; diphtheria, 1280; enteric fever, 
28 (24 “ expected”); pneumonia (primary or 
influenzal), 1817; puerperal pyrexia, 181; cerebro- 
spinal fever, 30; acute poliomyelitis, 14; acute 
polio-encephalitis, 4; encephalitis lethargica, 3; 
dysentery, 48; ophthalmia neonatorum, 92. ‘No 
case of cholera, plague or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Feb. 17 was 3360, which included: Scarlet 
fever, 658; diphtheria, 943 (carriers, 42); measles, 2; 
whooping-cough, 789; puerperal fever, 19 mothers (plus 10 
babies); encephalitis lethargica, 302; poliomyelitis, 4. At 
St. Margaret’s Hospital there were 22 babies (plus 12 mothers) 
with ophthalmia neonatorum, 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 1 (0) from measles, 3 (1) from scarlet fever, 
17 (3) from whooping-cough, 29 (2) from diphtheria, 
50 (16) from diarrhoea and enteritis under two years, 
and 265 (41) from influenza. The figures in paren- 
theses are those for London itself. 


There has been some rise in the number of deaths attributed 
to influenza, the totals for this week and the six prece 
weeks (working backwards) being 265, 210, 173, 223, 214, 144, 
89. Of these deaths 110 were reported from the South-eastern 
Area, Ilford contributing 5; from the Northern Area, 
Manchester contributing 13, Leeds 9, Huddersfield and Sheffield 
each 8, Bradford 6; and 51 from the Midland Area, Bristol 
contributing 10, Leicester 9 and Birmingham and Nottingham 
each 8; Ipswich and Rhondda each reported 4. Fatal cases of 
diphtheria were scattered over 22 great towns, Harrow reporting 
3, no other great town more than 2. Newcastle-on-Tyne had 
2 deaths from whooping-cough. East Ham reported the only 
death from enteric fever. 


The number of stillbirths notified during the week 
was 274 (corresponding to a rate of 40 per 1000 total 
births), including 34 in London. 


ARTICLES 


and eventually, with the help of the solicitors and 
counsel assigned, £1500 was received in settlement 
of the claim, At a subsequent séance Grey Feather, 
speaking through Mrs. Bruce as medium, expressed 
the wish that Mrs. Bruce should receive some part 
of the £1500 as reward for her services ; he suggested 
£200. A few days later Mrs. Bruce, meeting the 
third sister in the street, told her that she had learned 
at another séance that the, spirit world was seriously 
perturbed at the delay in paying this sum. At a 
later séance the sisters were told that the amount 
had gone up to £400 and must be paid. Miss 
Emmeline Dodd thereupon gave Mrs. Bruce a cheque 
for £400. This sum the executors, Mr. Chennells 
and Miss Emmeline Dodd, afterwards sought to 
recover from Mrs. Bruce on the ground that it had 
been obtained from the deceased sister’s estate by 
fraud or undue influence. Mr. Justice Hallett was 
not prepared to find that there had been fraud, but 
he had no doubt that the relationship of patient and 
healer had existed between the dead sister and Mrs. 
Bruce, and that Mrs. Bruce had stood in the relation- 
ship of spiritual adviser to Miss Emmeline Dodd, 
the plaintiff. A person in Mrs. Bruce’s position must 
not use that position to obtain pecuniary advantage 
for herself. 

Mrs. Bruce had put in a defence admitting that she 
was a spiritualist and that, at the request of the 
sisters, she had given them help and advice, She 
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contended, however, that the £400 was a voluntary 
gift in no way induced by fraud or undue influence. 
Mrs. Bruce did not appear at the trial and was not 
represented. This was a pity since there was a 
novel point of law to be argued. The undue influence, 
resulting in the cheque for £400 being paid, was not 
exercised on Miss Marjorie Dodd who owned the 
money but on Miss Emmeline Dodd who was merely 
looking after her sister’s affairs at the time. The 
judge thought that, as a matter of principle, it would 
be wrong to water down the doctrine of undue 
influence and to limit it to those cases where the undue 
influence was directly exercised upon the actual 
owner. He further held that there was no considera- 
tion for the payment of £400. Judgment was given 
for the plaintiffs with costs. Last Monday Mrs. Bruce 
appeared in court and asked for a new trial on the 
ground that she had been in Australia and had only 
now returned; she had been unaware that the 
case was coming on ; the notice of trial had apparently 
been sent to a solicitor who had ceased to act for her. 
Mr. Justice Hallett, remarking that a defendant 
who went to Australia with a charge of fraud against 
her did not deserve much sympathy, ordered that the 
judgment should be set aside if Mrs. Bruce paid the 
costs of the action and of the present application 
within 14 days; otherwise the judgment would 
stand. 

The classic authority on this subject is Allcard v. 
Skinner (1887) where A was introduced by N, her 
spiritual director and confessor, to S, the lady superior 
of a sisterhood. A became an associate of the sister- 
hood, passed the grades of postulant and novice 
and eventually became a professed member, taking 
(amongst other vows). the vow of poverty. It was 
held that, although she had voluntarily and on 
independent advice entered the sisterhood with 
intent to leave all her money to it, yet, since at the 
time when she made the gifts she was subject to the 
influence of S and N, she would have been entitled 
to restitution on leaving the sisterhood. It is right 
and expedient, said Lord Justice Lindley, to save 
people from being victimised by others. Courts of 
equity do not set aside such gifts on the grounds of 
folly, imprudence or want of foresight, but to prevent 
people from being forced, tricked or misled. The 
equitable doctrine of undue influence was developed 
out of “the necessity of grappling with insidious 
forms of spiritual tyranny and the infinite varieties 
of fraud.” In an earlier case of medical relationship, 
Dent v. Bennett (1839), a patient aged 85 agreed to 
pay his doctor £25,000 a year for medical and surgical 
assistance ‚for the rest of his life. The contract was 
set aside on the ground that the patient’s signature 
must have been obtained by fraud or undue influence. 
In Morley v. Loughnan (1893), the defendant, a 
man of no means, member of a religious sect known 
as Exclusive Brethren, was employed as travelling 
companion to Mr. Morley, an epileptic subject with 
a large fortune. Mr. Morley, being in a low and 
morbid state, allowed Loughnan to regulate his 
diet and medicine and placed nearly all his money 
at his companion’s disposal. Loughnan obtained 
from him some £140,000. 

The court recalled Lord Justice Bowen’s words in 
Alleard v. Skinner, that there was “a fetter on the 
givers conscience” which required a gift, even 
though in fact freely made, to be set aside on the 
ground of public policy. Though the degrees of 
dominion exercised by the dominant over the servient 
mind vary in all these cases, and though the relation- 
ship of doctor and patient or of solicitor and client 
introduces special opportunities and special condi- 


“In France by law. 


tions, the principle is always the same. The courts 
regard it as pedantry, not public policy, to object 
to trivial gifts; yet circumstances trivial in them- 
selves—e.g., deafness or blindness—have been held 
to reinforce the presumption of undue influence. The 
position of doctors who benefit under their patient’s 
wills is, as is well known, another occasion where 
courts are inclined to inquire closely into all the 
circumstances, 


PARIS 
(FROM OUR OWN CORRESPONDENT) 


AGITATION AGAINST DIPHTHERIA VACCINATION 


- IN the summer of 1938 vaccination against diph- 
theria with Ramon’s anatoxin was made compulsory 
. The comparatively peaceful 
passage of this legislation seemed to augur well for 
the future, but the rumblings of dissent have recently 
gathered force, and on the evening of Feb. 15 several 
thousand people collected in the Salle Wagram to 
listen to denunciations of Ramon and all his works. 
A sprinkling of doctors on the platform was 2 reminder 
of the old biological truth that all the sheep in a 
flock are not necessarily white. Some of the speakers 
took advantage of the occasion to abuse not only 
anti-diphtheria vaccination but also all the vaccines 
and sera fathered by the Pasteur Institute. The 
success of this emotional evening had been under. 
mined by the well-organised publicity recently given 
to the arguments in favour of anti-diphtheria vaccina- 
tion, and it is doubtful if the meeting achieved much 
more than a series of pleasant thrills, The wind had 
also been taken out of the protestants’ sails by a 
communiqué issued on Feb. 15 by the prime minister, 
M. Daladier, categorically denying rumours of deaths 
in the army and navy as a sequel to anti-diphtheria 
vaccination. 


CAMPAIGN AGAINST TROPICAL DISEASES 


The present tendency of Frenchmen to think in 
terms of Empire is illustrated by the appointment at 
the French Colonial Office of an advisory commission 
on trypanosomiasis. The commission is given a free 
hand to study and report on every aspect of the 
disease and to make proposals for combating it. It 
is to consist of the inspector-general of the colonial 
health service, the pharmacien-général of the colonial 
office, and twelve others to be chosen by the Société 
Exotique of Paris. The commission may also coöpt 
members in a consultative capacity. 


PASTEUR ON NOMENCLATURE 


One of the obituary notices of Prof. Eugéne Macé 
of the Faculty of Medicine of Nancy, who died 
recently at the age of 82, quotes a letter written by 
Pasteur to Macé on the occasion of the publication 
of Macé’s book on bacteriology. ‘If you will allow 
me,’ wrote Pasteur, “I would express regret for 
your having adopted the word bacteriology. Do you 
not find it too special ? Is there not need for a term 
more general, more comprehensive, to describe the 
young science which grows so quickly, which opens 
and reveals so many new horizons? I must confess 
that I would much prefer the expression micro- 
biology and, still more, microbie. Would you not be 
satisfied with the title: Traité pratique de microbie f 
And then, the word is French. And that is some- 
thing. If I had known of your undertaking early 
enough, I would have done all I could to dissuade 
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you from adopting the term bacteriology which is 
suitable rather for a chapter of microbie than for 
microbie itself in its entirety.” 


A.R.P. 


On Feb. 4 the Third National Congress of Passive 
Defence was held in Paris under the auspices of 
several national organisations, including the National 
Union of Officers of the Reserve and the French Red 
Cross, In the morning a film was shown entitled 
La protection contre les bombardements aériens. 
In the afternoon the eight commissions of the congress 
sat in various lecture halls in the Sorbonne, and 
discussed such subjects as the protection of buildings, 
fire-fighting organisation, police control and health 
and evacuation services. Representatives of A.R.P. 
organisations in Great Britain and Belgium presented 
reports on the measures being taken in their respec- 
tive countries, a long account was given by General 
Niesel of A.R.P. in Germany, and General Pétain 
addressed the meeting on national defence. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


RETIREMENT AT SIXTY-FIVE 


THE Minister for Local Government and Public 
Health was recently asked if it were still his intention 
that pensionable officers employed by local authorities 
should resign their positions at the age of sixty- 


five, and, if so, whether he would state the action 


already taken or in contemplation to secure com- 
pliance in the matter. The Minister replied to the 
first part of the question in the affirmative. The 
matter, he added, had been brought to the attention 
of local bodies some time ago. It would be embodied 
in legislation when a suitable occasion should arise. 

As the Minister stated, a circular was issued some 
years ago by his department to local authorities 
advising them that employment of pensionable 
officers should cease at the age of sixty-five, 
and some authorities, regarding the circular as 
mandatory, demanded the resignation of officers 
above that age. Very few resigned, as it became 
clear that neither the local authorities nor the 
Minister had power to compel officers to resign merely 
on account of their age, unless such power was 
explicitly expressed in their terms of appointment. 
It was admitted by the Minister that he had at: the 
time no compulsory power in the matter. If he 
should now or in the future take steps to obtain power 
by legislative means, the interests of existing medical 
officers as well as the conditions of future entrance 
to the local medical services will require grave 
consideration. 


DINNER OF THE ROYAL COLLEGE OF SURGEONS 


The charter day dinner of the Royal College of 
Surgeons in Ireland was held last Saturday in the 
hall of the college, with Mr. William Doolin, the 
president, in the chair. Before the dinner Mr. Henry 
Wade of Edinburgh was admitted an honorary 
fellow of the college, being introduced by Mr. Henry 
Stokes, vice-president of the Irish college. Some 
120 fellows of the college and their guests sat down 
to dinner, and a pleasant evening was spent. Among 
those who spoke were Mr. Henry Wade, Dr. T. G. 
Moorhead, Dr. T. P. C. Kirkpatrick, and the 
President. 


UNITED STATES OF AMERICA 


(FROM OUR OWN CORRESPONDENTS) 


PROJECTED HEALTH LEGISLATION 


On Jan. 30 the Hon. Robert F. Wagner, senator 
from the state of New. York, made a radio speech 
which was broadcast over the nation-wide network 
of the National Broadcasting Company. After 
reviewing the evidence of the need for the extension 
of medical care Senator Wagner announced that he 
is now drafting legislation to make the “ broad- 
gauged plan” of the President’s interdepartmental 
committee “‘ a national reality.” ‘‘ Under no circum- 
stances,” he said, “ wil the Federal Government: | 
go into the business of furnishing medical care, or 
interfere with the states in the licensing of medical 
or other practitioners. State plans would be established 
only after consultation with the medical professions 
who would also be fully represented on advisory 
councils.” 

Meeting the criticism that 850,000,000 dollars is 
an excessive charge on the national treasury Senator 
Wagner assured his hearers that in the first year 
authorisation for grants in aid will not exceed 
90,000,000 dollars. Matching formulæ will take 
into account the special health needs and financial 
resources of the several states. 


The states will be free to establish compulsory 
health insurance if they choose to do so. ‘‘ The 
bill will not impose a Federal strait jacket upon the 
development of state plans.” The senator recognised 
that millions of consumers of medical services want 
compulsory health insurance but that the medical 
profession is divided as to the wisdom of compulsory 
features. He himself considers that insurance for 
medical care is entirely compatible with American 
concepts: ‘‘..in the history of our own country there 
are ample precedents for health insurance itself. 
The very first step taken by the Federal Government 
in the field of health was to create in effect a com- 
pulsory health insurance system for seamen in the 
American merchant marine.” He quoted at length 
British experience with national health insurance 
and concluded his speech with a reference to the 
recommendations made ten months ago by the 
British Medical Association. 


“<... it is well known from numerous examples 
how a more or less intimate contact between different 
human societies can lead to a gradual fusion of traditions, 
giving birth to a quite new culture. The importance in 
this respect of the mixing of populations through emigra- 
tion or conquest for the advancement of human civilisa- 
tion need hardly be recalled. It is, indeed, perhaps the 
greatest prospect of humanistic studies, to contribute 
through an increasing knowledge of the history of cultural 
development to that gradual removal of prejudices which 
is the common aim of all science.—Prof. NIELS Bonr, 
For. Mem. R.S., Nature, Lond. Feb, 18, 1939, p. 271. 


“. .. Of course I may be wrong. I am open to 
conviction, but one thing I do urge. Before another set 
of Regulations as to training and qualifications of health 
officers comes, and before a single other misguided person 
like myself gets up and talks about it, let those concerned 
put their heads together and decide what type of person 
they do want for health visiting, the educationist or the 
nurse ; then, and then only, may it be possible to standardise 
a rational training for health visitors.”—J. GREENWOOD 
WILSON at a meeting of the Society of Medical Officers 
of Health, Feb. 17. 
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‘ THE NEW OUTLOOK IN PNEUMONIA ” 


Sır, —The leading article under this heading in 
your issue of Feb. 11 has somewhat astonished me, 
While there can be no doubt that the introduction 
of sulphapyridine is a great contribution to the 
treatment of pneumonia, it is my opinion that it is 
still too early to describe it as a specific remedy. 

The value of the large body of work on pneumo- 
coccus pneumonia performed in the United States of 
America lies not only in the proving of the efficacy 
of serum treatment. The American workers have 
themselves introduced a ‘“‘new outlook on pneumonia ” 
which, so far as I am aware, has not yet been taken 
fully into account in assessing the value of this new 
drug. Before any reasoned statement, in fact before 
even a general impression, can be made regarding the 
efficacy of M. & B. 693, a very large number of cases 
will require to be reported in which, before the onset 
of therapy, the infecting pneumococcus has been 


typed and blood-culture has been performed. These | 


two factors alone introduce sufficient errors in any 
investigation of pneumonia to prevent an opinion 
being formed from the observation of untyped cases. 

I can see nothing but harm resulting from such a 
premature leading article and it seems to give small 
encouragement to those who are taking a more 
painstaking way of investigating the value of the 
drug. I am, Sir, yours faithfully, 

THOMAS ANDERSON. 


Ruchi]! Fever Hospital, Glasgow, Feb. 14. 


ANEURYSM OF POPLITEAL ARTERY 


Srr,—I was much interested in Mr. Cecil Flemming’s 
paper in your issue of Feb. 11 (p. 322). A recent 
case of my own appears to support his conclusion 
that ligature should be combined with excision or 
some form of plastic operation. 


A man, aged 73, a fishmonger, came under my 
care in August, 1938, complaining of a swelling in the 
posterior aspect of the left knee, which he had first 
noticed ten months previously owing to the aching 
pain associated with it. The pain was noticed 
especially on walking or long standing and occasionally 
was felt down the back of the leg. The swelling 
had increased steadily in size until a fortnight ago, 
when it suddenly became twice as large. During the 
last week it had become more painful. He had had 
varicose veins in the left leg for many years, and 
an operation for hydrocele in 1924. There was no 
history of venereal disease ; he had 5 children alive 
and well, and his wife had no miscarriages. 

A swelling with expansile pulsation was present 
in the left popliteal fossa with a well-marked systolic 
bruit. The left dorsalis pedis pulse was weaker and 
later than the right. Pupils normal. Mouth: 
leucoplakia inside angles of mouth and beneath right 
side of tongue. Lungs: emphysema. Heart: 
sounds weak, no murmurs. Radiography showed 
slight enlargement chiefly of the left ventricle and also 
aortic dilatation. Electrocardiogram: auricular 
fibrillation at a rate a little above the normal (Dr. K. 
Shirley Smith). Blood-pressure: systolic 144, dia- 
stolic 100. Urine normal. The blood Wassermann 
reaction was strongly positive (1/120 dilution of 
patient’s serum fixing standard amount of comple- 
ment), A radiogram showed gross atheroma of the 
femoral artery in the popliteal space ; there was no 
bone erosion (Dr. S. Cochrane Shanks). 

Operation was done on Aug. 31, 1938, under gas, 
oxygen and ether. A tourniquet was applied and 
a long vertical incision made over the popliteal fossa. 
It was not possible to separate the popliteal artery 
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and vein and a strong silk ligature was placed around 
both just proximal to the sac. The lower end of the 
sac was then exposed and the vessels were again 
ligatured with silk. The tourniquet which had been 
in position for about 40 minutes was removed. The 
aneurysmal sac was then incised and a very large 
clot removed. It was noted that there was almost 
no bleeding from collateral vessels into the sac and 
no ligatures or sutures were necessary. The sac 
was gently cleared of loose and slightly adherent 
clot and irrigated with flavine. It was then dis- 
sected away from the surrounding tissues to which it 
was not greatly adherent. A corrugated rubber 
drain was inserted through each extremity of the 
wound into the popliteal space. At the end of the 
operation the foot was warm and a good colour 
and no anxiety was at any time felt as to the viability 
of the limb. He was last seen on Jan. 20, 1939, 
when he complained of a slight aching and ‘“ tight- 
ness ” in the left foot. 

On microscopical examination (Dr. H. W. C. 
Vines) the clot showed all stages of organisation 
including at the periphery hyalinisation and early 
calcification. The arterial wall was almost entirely 
hyalinised, the vasa vasorum showed perivascular 
cuffing, and there was inflammatory fibrosis of media. 
These findings were considered consistent with 
syphilis. 

Mr, Flemming states that “the femoral artery was 
ligatured immediately proximal to the sac’”’ but he 
does not mention whether the femoral vein was also 
ligatured. It is pointed out in Carson’s ‘‘ Modem 
Operative Surgery” (1934) that Makins in his 
Bradshaw lecture for 1913 (Lancet, 1913, 2, 1748) 
concluded that when it became necessary to ligature 
a main arterial trunk its accompanying vein should 
also be tied. I am, Sir, yours faithfully, 

Harley Street, W.1, Feb. 20. CAMERON MACLEOD. 


USE AND ABUSE OF PURGATIVES 


Sm,—In your account of the meeting of the 
Medical Society of London in your last issue I am 
reported to have said that Sir Arthur Hurst had 
been responsible for the sale of parafin in half- 
gallon bottles. Your excellent reporter, at a some- 
what late hour in the evening, evidently did not 
catch the whole of my remark, in which I said that 
I believed that a late colleague of. Sir Arthur Hurst 
had been responsible for the habit of buying paraffin 
in half-gallon . bottles. It would be obviously 
uneconomic for a patient to purchase such large 
quantities ‘if he limited himself to the small doses 
that Sir Arthur Hurst prescribes—one to two 
teaspoonfuls, I am, Sir, yours faithfully, 

Cavendish Square, W.1, Feb. 20. J. E. H. ROBERTS. 


PREGNANCY TESTS AND NOTIFICATION 


Sir,—Dr. Joan Malleson’s suggestions for reducing 
the incidence of criminal abortion, published in your 
issue of Feb, 11, are admirably detailed and sympa- 
thetic. May I, as a laywoman, make one comment f 
It occurs to me that the service of Aschheim-Zondek 
tests would need to include careful arrangements for 
anonymity, so as to ensure that positive reports could 
not be used for purposes of notification. Might not 
some system of complete privacy be devised, such as 
is embodied in our excellent service of venereal 
diseases prophylaxis and treatment? Women who 
come for help ought to be quite sure that the help 
does not conceal a trap. 

I am, Sir, yours faithfully, 
Chelsea, S.W.3, Feb. 20. F. W. STELLA BROWNE, 
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SEPTICAZMIA OR BACTERAMIA ? 


Smr,—Mr. Fairbank’s letter in your last issue 
usefully reminds us that there are differences to be 
observed in employing the terms septicemia and 
(as you print it) bacteremia; but I wonder why 
“bacteremia ’’ should be considered an improve- 


ment on the original “ bacteriæmia,” in which form — 


the word is still generally used. It is only of recent 
years, I think, that some medical printers have 
imposed this shortened form upon us. Why does this 
particular “i” offend so much that it is to be plucked 
out ? I am, Sir, yours faithfully, 

REGINALD MILLER. 


Upper Wimpole Street, W.1, Feb. 18. 


*«* Mr. Fairbank wrote bacterismia with an “i,” 
and the word was printed bacterszemia because that 
happens to be THE LANCET style. Dictionaries are 
about fifty-fifty on the subject, and if the shorter 
form is etymologically admissible there is something 
to be said for it on grounds of euphony. Moreover 
in the many words compounded with -æmia there 
is a tendency to simplify the prefix—e.g., sulphæmia, 
oxzemia.—Ep. L. 


FIBROCYSTIC DISEASE OF BONE 


Sır, —In their extremely interesting article on 
fibrocystic disease of bone with skin pigmentation 
and endocrine dysfunction in your last issue, Drs. 
Robson and Todd state that precocious puberty in 
females suffering from this disorder develops ‘‘ at the 
time when bone softening first gives rise to 
‘symptoms.’ Yet I have under my care a girl aged 
24 years with typical extensive pigmentation and 
diffuse cystic bone changes which are so far advanced 
that in the last six months, as the result of slight 
trauma, she has fractured both femora and one 
humerus, but who, as yet, does not show any signs 
of precocious puberty. They also agree with some 
other writers that possibly “the male cases should 
be regarded as distinct from the female in that 
precocious puberty does not occur,’ but the bone 
changes and pigmentation are so exactly alike in the 
two sexes as to leave no reasonable doubt of their 
identity. 

The real purpose of this letter is, however, to draw 
attention to the fact that, with the possible exception 
of Hirsch, my colleague Dr. Frances Braid was the 
first to describe the disease in males, in an article in 
the Archives of Disease of Childhood (vol. 7, p. 313), 
entitled Osseous Dystrophy following Icterus Gravis 
Neonatorum—a paper which everyone who has 
written on this subject appears completely to have 
ignored. Her patient has been under continual 
observation from his birth ten years ago until the 
present time, and together with my patient formed 
the subject of a communication by Dr. Braid to the 
autumn meeting of the British Orthopedic Associa- 
tion, which will be published shortly. Both these 
children suffered from icterus gravis neonatorum ; 
indeed, Dr. Braid regards the bone changes as a 
sequel of that condition and in support of this thesis 
gives details in her paper of the development of bone 
changes in puppies after ligation of the common 
bile-duct. 

The suggestion that icterus gravis has an etiological 
connexion with this syndrome of bone changes and 
pigmentation demands careful consideration ; because, 
although some of the case-histories fail to mention 
the occurrence or otherwise of jaundice at birth, in 
two instances this event is stressed. For instance, 
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in the case described by McCune and Bruch the 
jaundice was so intense and lasting as to lead to a 
diagnosis of congenital obliteration of the bile-ducts, . 
and in one of the two instances recorded by 
Summerfeldt and Brown in the current issue of the 
American Journal of Children’s Diseases “there was 
a history of jaundice at birth which lasted four 
months.” Considering the rarity of the incidence of 
icterus gravis and its high mortality the association 
of severe neonatal jaundice and bone changes in such 
a considerable proportion of the cases reported 
(4 in 19) cannot be dismissed lightly as a chance 
occurrence, especially since the significance or even 
the incidence of jaundice in infancy may quite easily 
be overlooked by many clinicians and parents. An 
example of such an omission may be found in the 
paper by Albright and his colleagues, who in giving 
a résumé of the case described by McCune and 
Bruch, to which reference has already been made, 
do not mention the occurrence of severe neonatal 
jaundice. On the other hand I have seen an adult 
male with this syndrome concerning whom, after 
careful inquiry, it was quite impossible to get a 
history of jaundice. It would be interesting to know 
whether the patient of Drs. Robson and Todd suffered 
from neonatal jaundice. 

Finally, it is doubtful if the authors of the paper 
are correct in including in their list of recorded cases 
that described by Snapper and Parisel; for biopsy of 
the affected bones showed that the condition was a 
xanthomatosis. Biopsy of bone has been performed 
in Dr. Braid’s case and did not reveal any evidence 
of xanthomatosis. 

I am, Sir, yours faithfully, 
Birmingham, Feb. 21. - LEONARD G, PARSONS, 


AUTOSERUM THERAPY FOR DRUG ADDICTION 


Smr,—I can confirm from my own experience 
A. B. C.’s opinion of the efficacy of this treatment. 
Mine was a case of five years’ addiction to morphia 
and I had tried three so-called cures, without success 
but with: much discomfort, before deciding to try 
autoserum therapy, having learned of this method 
of treatment from your columns. Despite the 
favourable reports mentioned therein, I started the 
treatment with feelings of doubt and misgiving. 
Imagine therefore my pleasure and surprise when 
I experienced only trifling withdrawal symptoms, 
and was able within ten days to do without morphia 
altogether. Profuse perspirations, nausea, sneezing 
and nervous irritability were all negligible when 
compared with my experience of them during other 
methods of treatment; moreover insomnia was not 
prolonged and was relieved by Dionin. The physical 
weakness which A. B. C. described in his case was 
also experienced by me, and I am of opinion that at 
least three weeks’ convalescence is necessary after 
a course of treatment before resuming active work. 

It would be of interest to know the scientific reason 
for the effect of antoserum therapy, particularly with 
regard to drugs; also whether autohemotherapy 
has been tried in the treatment of drug addiction, and 
if so with what results. I sign myself, 

Feb. 16. X. Y. Z. 


LIVERPOOL PSYCHIATRIC -CLINIC.—Dr. Otto 
Isakower, formerly vice-director of the psycho-analytic 
clinic at Vienna, will give three lectures at the clinic 
on March 15, 22, and 29, at 5 P.M. He will speak on 
Freud’s conceptions of psychopathology. Further in- 
formation may be had from the organising secretary of 
the clinic, 1, Abercromby Square, Liverpool, 7. 
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CONRAD FITZGERALD 
M.R.C.S., L.S.A. 


On Feb. 2 Dr. Fitzgerald died at Fortune Bay, 
Newfoundland, at the age of 92. Judge Prose, 


one of Newfoundland’s historians, described him ` 


as “an extraordinary—a most extraordinary man,” 
His grandson wrote that it was “owing to the 
- tremendous attraction the sea had for him, his love 
of Nature in all her moods, his bent towards natural 
history and his thirst for hard work (that) he eventually 
chose Newfoundland as the country which of all 
countries suited him best.” He was well known 
throughout Newfoundland as a great doctor and 
experienced navigator. He used to visit his patients 
in his ship, the Albatross, which he sailed single- 
handed at the risk of his life, beating up and down the 
treacherous and rocky south coast. His skill in 
bringing his ship to safe anchorage in some friendly 
harbour through raging gales and mountainous seas 
on a lee shore was uncanny. His prodigious strength 
and hardihood was shown too in his winter battles 
on snow-shoes through blizzards and snowstorms 
to reach his patients in most isolated spots. His 
experiences published for circulation among his 
friends a few years ago illustrate the enormous 
difference between medical practice in Newfoundland 
and in Britain. 

Conrad Fitzgerald was born at Marlborough, 
where his father practised for many years. After 
a short time attending schools at Epsom and at 
Bath he went to a boarding-school at Stapleton, 
near Bristol, where one of his fellow pupils was 
W. G. Grace. At the age of sixteen he was appren- 
ticed to Dr. Lawrence of Bath with whom he worked 
for three years. Then in 1866 he entered the Bristol 
medical school, doing his hospital work at the Bristol 
Royal Infirmary. Here he fell in again with W. G. 
Grace. Fitzgerald won several prizes and a gold 
medal at Bristol and qualified in April, 1870. Very 
soon an opportunity offered itself for him to sail 
as surgeon on board the Anglesey, a full-rigged ship 
running between London and Melbourne. 


After some three years as ship’s surgeon Fitzgerald 
accepted an invitation from a London firm to go to 
Newfoundland as doctor to their traders. The 
practice was to include the whole of Fortune Bay, 
and he settled at Harbour Breton. After a trial 
period of three years Fitzgerald decided to spend five 
more years in the country, but the five stretched 
out to over sixty—from 1873 until his death. For 
forty years he had sailed his first schooner Albatross 
in all sorts of weathers, fair and foul, until her name 
was a household word in Fortune Bay. Dr. Fitz- 
gerald’s single-handed exploits became known through- 
. out Newfoundland, and he was rated as good a sailor 
as he was a surgeon. The log of the first Albatross 
opened in June, 1876; the ship was run down and 
sunk by a steamer in July, 1916. He ordered a 


second Albatross and continued to sail her as before | 


single-handed. It was not until 1928, when he was 
over 80, that a serious septic infection of the hands 
incapacitated him from his nautical career. Yet 
his professional life was not ended. His grandson, 
in his record of Fitzgerald’s life, says “ At eighty- 
six . . . he contents himself with professional work in 
his immediate neighbourhood.” 

In a lifetime spent sailing a seven-ton yacht around 
the tempestuous coast of Newfoundland Fitzgerald 
proved himself to be a rare instance of a man achieving 


mastery of two very different callings—medicine and 
the sea. He died as he had lived, far-famed and 
greatly loved. 


GEORGE JOHN JENKINS 
O.B.E., M.B. EDIN., F.B.C.S. 


Mr. George Jenkins, the’ aural surgeon, who died 
on Feb. 15 at the age of 65, was educated at Melbourne 
and at Edinburgh University, taking his M.B. in 
1895. In 1900 he came to London as senior demon- 
strator of anatomy at King’s College, in succession 
to A. W. Cadman, and in 1902° he obtained his 
F.R.C.S. At this time he was intending to become a 
general surgeon, but Arthur Cheatle persuaded him 
to turn his attention to aural surgery. This he did 
with great success, and he was first appointed aural 
surgeon to the German Hospital and in 1910 assistant 
aural surgeon to King’s College Hospital. In 1913 
he was secretary of the International Medical Congress 
held in London, and later he was president of the 
otological section of the Royal Society of Medicine, 
In 1917 he became full surgeon at King’s, and when 
Arthur Cheatle retired in 1928 Jenkims succeeded 
him as director of the ear, nose and throat depart- 
ment and lecturer on otology in the medical school. 
While at King’s he took a great interest in the 
rugby football and boxing clubs, being a useful boxer 
himself. 

As a teacher of anatomy and aural surgery Jenkins 
was unsurpassed, for he took unlimited pains with 
his lectures and a personal interest in each of his 
students. He was imbued with a vast amount of 
energy in all his work, and often after a heavy day 
he would go to King’s late in the evening and operate 
until the early hours of the morning. In 1932 
ill health compelled him to give up his appointment 
at King’s, though he was still able to carry on his 
private practice and his work for the London County 
Council, In the last few years he acquired a farm 
on the River Annan near Lockerbie in Dumfries, 
and there spent much of his time in fishing and 
breeding pedigree cattle, the latter with such success 
that on one occasion he won the championship at the 
Highland Society’s annual show. 

‘The death of G. J. Jenkins,’ writes L. C. 
“ terminates a friendship of more than thirty years’ 
duration, dating from the time when he came from 
Edinburgh to teach anatomy at King’s College. 
In this comparatively humble appointment he showed 
such enthusiasm for his work that he proved an 
invaluable assistant to Prof. Arthur Robinson and 
later to Prof. Peter Thompson, and it. was this com- 
bination of energy: and ability which was to carry 
him to distinction as a specialist. Turning to clinical 
work he obtained a surgical appointment at the 
German Hospital, where he was able to give his 
anatomy students their first introduction to clinical 
surgery. His anatomical capacity attracted the 
attention of Arthur Cheatle, who was then engaged 
on his studies of the surgical anatomy of the temporal 
bone, and he became Cheatle’s colleague when 
Urban Pritchard retired. From this time he went 
ahead steadily and gained a large practice, in spite 
of his rather casual attitude to social matters. His 
contributions to otology were many, and he was 
especially interested in meningitis as a complication 
of middle-ear disease. In this his work laid the 
foundation of the improved prognosis of recent years, 
This particular study entailed much emergency 
work, and he was accustomed to many night calls 
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and long hours, which must have put a heavy strain 
on his impaired health. His passing means the loss 
of a loyal friend and colleague and a man of scientific 
distinction.” 


WILLIAM JOSEPH McCARDIE 
M.B. CAMB. 


THE medical profession in Birmingham has lost a 
notable figure by the death on Feb. 14 of William 
Joseph McCardie. The eldest son of Joseph William 
McCardie, who died when McCardie was seven years 
old, he was born at Edgbaston in 1865, and except 
for three years at Caius College, Cambridge, lived 
the whole of his life in Birmingham. His school days 
were spent at King Edward’s School, and he received 
his medical training at Queen’s College and at the 
Birmingham hospitals. In 1897, largely on the advice 
of Sir Gilbert Barling, McCardie secured appointment 
as visiting anesthetist to the General Hospital. 
Subsequently he became anesthetist to the Ear and 
Throat Hospital, the Dental Hospital and other 
hospitals in the neighbourhood. 

McCardie was well fitted by temperament for anzs- 
thetic work. “The most kind and conscientious of 
men,” writes H. W. F., “ he was always trying to main- 
tain a high standard ; he was uniformly reliable, ready 
to help at any time, and possessed a manner which made 
him greatly liked by a wide circle of friends, colleagues 
and patients. His enthusiasm for his profession was 
a shining example to younger workers in many walks 
of life, and not only was he the first anesthetist 
outside London to devote the whole of his professional 
life to this specialty but in this country he attained a 
pre-eminent position. He was often asked for before 
the surgeon had been selected, and his blend of cheerful 
confidence with quiet dignity did much to reassure 
multitudes of patients. The quaint stories and 
amusing limericks with which McCardie seasoned 
his potions will long be remembered by those who 
came under his hands, and particularly by the young, 
for he was specially happy with children. 

“ For more than thirty years McCardie was indefatig- 
able in his attendance at anzsthetic meetings in all 
parts of the country, and he was president of the 
section of anzsthetics of the Royal Society of Medicine 
shortly after its formation. His case-records were 
most carefully kept, and the accounts of unusual or 
instructive occurrences which came from his pen 
were clear and well chosen. New methods and drugs 
received his unbiased attention, and his knowledge 
of the literature of anesthetics was particularly 
extensive. Until recently he was careful to file either 
a cutting or an extract of every notable article on an 
anesthetic subject. 

“He was fond of company and was a generous and 
delightful host. At games he was keen on golf and 
tennis. He won many prizes for golf, including the 
Ulster Cup of the B.M.A. on two occasions, and he 
possessed his county colours at tennis. His genial 
and kindly manner covered a truly` British spirit. 
He was a conservative who supported the best of our 
institutions of sport and of daily life, concrete and 
abstract, with unflagging devotion, and his loyalty 
to friends and colleagues stands as an abiding memory. 
A few years ago he sustained great sorrow which 
drove him to seek respite in his beloved work; but 
notwithstanding the anxious care of his wife and 
his colleagues his health failed. He retired to 
Warwick at the end of last year but alas the 
malady could not be arrested. To Mrs. McCardie, 
his two sons and his daughter we offer our sincere 


sympathy.” 


OBITUARY 


‘an excellent teacher. 


‘resident surgical officer. 


[FEB. 25, 1939 481 


JAMES PLAYFAIR M’MURRICH 
PH.D, JOHNS HOPKINS, F.R.S. CANADA 


Prof, M’Murrich, who occupied the chair of anatomy 
at Toronto University until eight years ago, died on 
Feb. 9 at the age of 79. He was born in Toronto in 
1859, the son of the Hon. John M’Murrich, and was 
educated at Upper Canada College and Toronto 
University, graduating B.A. in 1879. In 1885 he 
took his Ph.D, at Johns Hopkins and in the following 
year was appointed professor of biology at Haverford 
College, Pennsylvania, Thereafter he was successively 
assistant professor of animal morphology at Clark 
University, professor of biology at the University of 
Cincinnati, and professor of anatomy at the University 
of Michigan. In 1902 he published the first edition of 
his book “ The Development of the Human Body ” 
and in the following year he edited Sobotta’s “ Atlas 
of Human Anatomy” and the fourth edition of 
Morris’s “ Human Anatomy.” He had a clear and 
straightforward style, very valuable in textbooks for 
students, and the same gift of simplification made him 
In 1907 he was appointed to 
the chair of anatomy at Toronto, a post he held until 
his retirement from active work in 1930, In 1922 
he became dean of the School of Graduate Studies, 
and in the same year was president of the Royal 
Society of Canada and of the American Association 
for the Advancement of Science. M’Murrich wrote 
extensively on comparative anatomy and embryology 
in the scientific journals, and in 1930 published a 
study of Leonardo da Vinci which threw new light 
on his achievements as an anatomist. 

In 1882 Prof. M’Murrich married Katie Moodie 
Vickers of Toronto, who survives him with one 
daughter and one son. 


GRAHAM SCALES SIMPSON 
F.R.C.S., L.D.S. 


THE news of the sudden death of Graham Simpson 
on Feb. 19 from coronary occlusion has come as a 
painful shock to his many friends. Only a few months 
ago he returned to work after a long and serious 
illness, from which he had made a complete recovery, 
and even on the day of his death he had been seeing 
patients and operating as usual. 

A native of Brighton his original intention was to 
be a dental surgeon, and for that purpose he entered 
the dental school at Guy’s Hospital and qualified 
L.D.S. General surgery attracted him so greatly 
however that he transferred to the medical school 
there and rapidly rose to the position of surgical 
registrar and took his F.R.C.S. From Guy’s he 
went to the Sheffield Royal Hospital in 1903 as senior 
Three years later he was 
appointed to the honorary surgical staff and began 
his career as a consulting surgeon in Sheffield. He 
soon acquired a leading position in the city and 
surrounding districts, not only as an able operator 
but as one whose surgical opinion and judgment 
were exceptional, Whilst in no senses a specialist, 
his interest had for many years been chiefly in the 
surgery of the genito-urinary system, of which he 
had made a special study and upon which he was a 
recognised authority. For many years he was actively 
engaged as a clinical lecturer in anatomy and surgery, 
and for a few years before his retirement from the 
hospital at 60 he had held the chair of surgery in the 
university. As a teacher he was extremely popular 
and most effective. He had been external examiner 
in surgery at the Universities of Bristol and 
Birmingham, and at the time of his death held a 
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similar post at Liverpool. Perhaps his greatest pride 
was his election to the council of the Royal College 
of Surgeons some years ago. He was actually the 
first Sheffield surgeon to hold such a post, and the 
honour of his recent appointment as Bradshaw 
lecturer had been a source of great delight to him. 
A deft and clever operator, he had that most 
valuable asset for every surgeon—an equable and 
indeed an imperturbable temperament. This equa- 
nimity of mind, writes a colleague, stood him in good 
stead also during the last few years of his life when 


he was successively laid up for many months, first | 


with severe accidental burns of the hands and fore- 
arms which not only gave rise to great suffering but 
seriously threatened his future work as an operator, 
and again only last year with serious lung trouble 
which involved a major operation. Both these were 
faced with a calmness and patience which no doubt 
played a large part in his complete recovery. Simpson 
touched life at many points and thoroughly enjoyed 
them all. He was essentially a good mixer, happy in 


the society of old or young. He was widely read in — 


the best literature, both French and English, and his 
literary taste was exceedingly good. His contributions 
to medical. literature were comparatively few but 
were always sound and well written. A brave, manly 
heart, he was a trusted and trustworthy friend and a 
loyal colleague, whose work and example during the 
last thirty years in Sheffield has been of sterling 
-= value to numbers of his patients and students and a 
source of genuine delight to his personal friends, 

He leaves a widow and two children, a son and a 
daughter. 


EWING MOULD GLYNN WHITTLE 
M.D, CAMB, AND DUBL., M.R.C.P. 


Dr. Glynn Whittle, who died at his home in Liver- 
pool on Jan. 18, was an authority on medical 
jurisprudence and obstetrics. He was the son of 
Dr. Ewing Whittle, who was lecturer in forensic 
medicine at Liverpool, and went to the Royal Institu- 
tion School. At Cambridge he obtained first-class 
honours in the English and the mathematical tripos. 
He did his clinical work at St. Bartholomew’s Hos- 
pital and at Trinity College, Dublin, and was placed 
first in the M.D. Dublin in 1877. In 1880 he took 
his M.R.C.P. and his M.D. Camb. He followed 
up these academic successes by studying at Oxford 
and Paris and visiting a number of continental 
hospitals. On his return to Liverpool he became 
physician to the Liverpool Lying-In Hospital and 
lecturer on midwifery there. He was also medical 
officer to the post office and medical examiner to the 
Board of Education, and up to his retirement a 
few years ago he was medical referee to the Liverpool 
magistrates, He had been a vice-president of the 
North of England Obstetric Society and president 
of the Liverpool Philomathic Society. In his young 
days Glynn Whittle took a keen interest in athletics 
and in later years he gained distinction as an archer. 

Dr. Glynn Whittle leaves a widow, one son and one 
daughter. 

WILLIAM, McLORINAN 
L.R.C.P.I. , 


Dr. McLorinan, senior physician to the Mater 
Infirmorum Hospital, Belfast, and for many years 
clinical lecturer and examiner in medicine at the 
Queen’s University, died at Belfast on Feb. 7. 

Born in Belfast and educated at St. Malachy’s 
College, Belfast, and the Catholic University, Dublin, 
McLorinan qualified in 1899, obtaining the university 
gold medal for surgery and the silver medal for 
medicine, He practised for a time in Belfast, but 
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in 1901 he forsook the town for the country and went 
into general practice at Castendall in the glens of 
Antrim, After some years as a country practitioner 
he returned to Belfast and was soon afterwards 
appointed visiting physician to the Mater Infirmorum, 
There his natural kindliness and cheerfulness of out- 
look endeared him to students and patients alike and 
he was an immediate success as a teacher and clinician. 
He possessed a ready wit that made the dullest 
subject acceptable, and was a born raconteur. As 
an examiner he was sympathetic and considerate, 
and even the most nervous candidate did not fear 
him. He was an active member of the Ulster medical 
society and was a justice of the peace for Belfast. 
Apart from his work McLorinan’s main interests 
were golf and bridge. He was a well-known figure 
at the Newcastle Golf Club and was usually to be 


seen at the principal Irish race meetings. His 


exuberant vitality made it all the harder for him to 
curtail his activities when it became clear that he was 
suffering from angina, and for some time he had 
courageously carried on his work under the ever- 
present menace of attacks. The death of his friend 
Sir Robert Johnstone last October was a severe 
blow to him. “His death,” writes a colleague, 
“is a great loss to the Mater Infirrmorum Hospital. 
He was a man who was loved by all who knew him.” 


DR. AUGUSTE WIDMER 


On Feb. 13 Dr. Auguste Widmer, founder and 
proprietor of the clinic Val Mont, near Territet, 
died in Lausanne in his 86th year. Dr. Widmer was 
born in Lausanne in 1853; his family came from the 
canton Aargau but had settled in Geneva. After 
studying at Basle, Leipzig and Kiel he began a general 
practice in a Vaudois village, later moving to Lausanne 
where he soon became very popular, chiefly amongst 
the many foreigners residing on the shore of Lac 


Léman. In 1884 he founded the Clinique La Metairie 
near Nyon. In 1898 he transferred his activities to 


the Clinique La Colline, near Territet, an institution 
specially designed for digestive and nervous diseases, 
where he worked with his life-long friend Dr. Turin. 
His success here encouraged him to found in 1904 
the Val Mont, to which patients flocked from all 
over the world, many members from royal families 
(especially Belgian) coming under his care. His 
work was of high scientific standard, proof of which 
was the very complete medical library at the clinic 
which was often consulted by members of the faculty 
of Lausanne. Dr. Widmer had a fine collection of 
artistic treasures which in 1936 he presented to 
the fine arts gallery in Lausanne where a salle Widmer 
is under construction. 


THE LATE PROF. OKELL.—In last week’s obituary 
notice the date of Prof. Okell’s appointment to the 
chair at University College Hospital should have been 
given as 1930. His observations on bactersemia 
following extraction of septic teeth (which were 
published in ow columns and have since been fre- 
quently quoted) were made in collaboration with 
Dr. S. D. Elliott, now of Cambridge. 


No institution has been so degraded and 
vulgarized as marriage ; it would almost seem as though 
all the artifices known to a sensational Press and to 4 
commercialized literature have been employed to emphasize 
every aspect of marriage except the duties of self-discipline 
which it offers. It is as certain as anything can be that, 
where families are voluntary, a community in which 
marriage is regarded as it is to-day in western civilization 
will die out.” —Prof. A. M. CARR-SAUNDERS, quoted in the 
Times, Feb. 20, 1939, p. 14. 
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PARLIAMENTARY INTELLIGENCE 


AIR-RAID SHELTERS 


ON Feb. 16 the House of Lords discussed the 
Government’s policy in regard to the provision of 
bomb-proof shelters. Lord TEYNHAM said that the 
short-term policy of steel shelters now being carried 
out by Sir John Anderson was no doubt the quickest 
form of limited protection that could be organised 
in an emergency, but they must be careful not to 
underestimate its limitations. The steel shelters 
were bound to deteriorate from want of care and 
attention. He would like to see a long-term policy 
going hand-in-hand with the short-term one. Con- 
crete pill-boxes might be erected in the suburban 
areas and the poorer two-story districts. These 
could be made permanent, and would give full pro- 
tection against blast and splinter to many groups of 
families. But neither steel shelters nor concrete 
pill-boxes could be used in the congested areas of 
great cities, and it was unwise to delay the planning 
of deep shelters merely because emergency plans were 
now being considered. There might be a sudden 
overwhelming demand for the construction of deep 
shelters at a time when it would be difficult and 
dangerous to construct them. A survey should also 
be made of every large building and a notice placed 
on it indicating whether it would be safe to use as a 
shelter or not. The necessary deep bomb-proof 
shelters could be constructed within 3-5 months, 
according to the nature of the subsoil. Each unit 
should be self-contained, and should include a com- 
plete air-conditioning system, efficient drainage to 
prevent flooding, with means of preventing gas from 
entering the drains, and auxiliary electric-light and 
power plant.—Lord STRABOLGI warned the Govern- 
ment not to go to the other extreme once more and 
ignore the poison-gas peril. The Government had 
begun by concentrating on anti-gas devices, and 
now all the concentration was on anti-blast shelters. 
He believed there was still a great danger from poison- 
gas attacks. He hoped that the Government were 
not going to extremes with the policy of evacuation. 
If an enemy could persuade enough people to evacuate 
the towns and cities of this country he had won the 
war. The thing to do was to provide sufficient 
shelter, and only to evacuate the people who had no 
vital duties to perform. 


Lord HORDER said he was one of those who believed 
that in the possible event of war no really adequate 
security, physical or moral, could be afforded to those 
who continued their work in a dangerous area, 
except by some form of .bomb-proof shelter. He 
had a special reason for rising to speak, because there 
would be one body who must inevitably work in a 
danger zone—namely, the doctors. An intensive 
air-raid must paralyse for a time all activity, even 
on the part of medical men and women at a first-aid 
station. In some quarters there was a belief that 
as many casualties as possible should be removed 
forthwith from the danger centre to the less dangerous 
parts of the city, the periphery. But owing to the 
congestion of thoroughfares and the blocking of streets 
by debris a large number of casualties would have to 
be treated where they arose, and the doctors must be 
there to treat them. That was the whole meaning 
of a first-aid station or hospital. He therefore entered 
a special plea that the first-aid stations must be in 
some bomb-proof place, and he could think of no place 
adequate for this purpose except a fairly deep under- 
ground shelter. Inthe treatment of air-raid casualties 
the same principle held as in the treatment of any 
disease or anv disability ; prevention was better 
than cure. Therefore Lord Teynham’s arguments 
in favour of deep shelters for the protection of the 
citizen against casualties must necessarily interest 
the medical profession. The question of money 
could not reasonably enter into this matter. At 
the present moment 95 per cent. of medical men and 
women in this country were already enrolled by the 


British Medical Association. The register was now 
being taken over by the Minister of Health, who would 
earmark from that register doctors for special purposes. 
The number of these experts available was limited. 
The first air-raids must necessarily count among 
their casualties a large number of doctors. He was 
not speaking on their behalf; he was speaking 
economically. These doctors were valuable citizens, 
more valuable prospectively in the event of war 
than they were today. The replacements were limited. 
Quite apart from that their work would only be possible 
if carried on underground. Not only the doctors 
but also their valuable equipment, which it would 
be difficult to replace in an emergency, must be in 
a place of adequate shelter. Moreover, the morale 
of the patient was an important asset in obtaining 
a successful result from treatment. Therefore the 
question of money seemed to be incongruous in 
relation to the particular plea he was entering. He 
urged that medical men earmarked for first-aid 
duties, their patients, the casualties, and their indis- 
pendable equipment should at least be freed from any 
further discussion of short- or long-term policy, 
above ground and below ground. He hoped that the 
Minister of Health would quite shortly say to his 
colleagues in the Government: ‘‘ Be the policy 
long or short, I must have my doctors and their work 
underground in the danger areas, and therefore 
let me begin forthwith to prepare for this necessity.” 


The Earl of BIRKENHEAD, replying for the Govern- 
ment, said that in their view any complete policy of 
shelter against attack by high explosive bombs must 
be three-fold. It must include protection for people 
in their homes, protection for people at their places 
of work, and protection for people who were caught 
in the streets. The question of underground dressing- 
stations, raised by Lord Horder, was being considered 
by the Minister of Health. None of the Great Powers 
on the Continent had gone in for deep shelters for 
their populations on a large scale. The problem was 
far more complex than was generally supposed, and 
it had been under close and continuous study by the 
A.R.P. department. People must remain as far as 
possible on their jobs in time of war, and a deep- 
shelter policy would raise difficulties in keeping 
people at their work. These shelters would have 
to be large, and if they turned out not to be really 
bomb-proof, because of the progress of aeronautical 
science or improvements in weapons, they might 
become death-traps on a gigantic scale. 


NOTES ON CURRENT TOPICS 
Unemployment and Malnutrition 


In the House of Commons on Feb. 16 Mr. ARTHUR 
GREENWOOD, in moving a vote of censure on the 
Government for its failure to find a solution of the 
unemployment problem, asked the Government to 
answer two specific questions: first, did they intend 
to take any further steps to ameliorate the lot of the 
unemployed ; and, secondly, had they any considered 
plans to provide socially useful work for these people ? 
We were getting to a position now where we should 
always have a standing army of 2,000,000 unemployed. 
Mr. Greenwood quoted a recent book entitled ‘‘ Men 
Without Work,” which he said ‘was a report by 
outstanding economists and social students made to 
the Pilgrim Trust, as saying that in most unemployed 
families the parents, and in particular the wives, 
bore the burden of want, and in many instances were 
literally starving themselves in order to feed and 
clothe the children reasonably well. He also referred 
to an investigation by Dr. J. L. Halliday of Glasgow, 
who examined a group of 1000 insured sick people 
and found that in about a third of the cases the 
reason for the incapacity was not organic but psycho- 
neurotic.—Mr. ERNEST Brown, Minister of Labour, 
said that it was not correct to say that we had a 
standing army of 2,000,000 unemployed, or anything 
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like that figure. The last official table showed that 
of the total of 2,039,000 unemployed 289,000, or 
15 per cent. had been without work for a year or 
more; 1,436,000, or 77 per cent. for less than six 
months ; 1,187,000, or 63 per cent. for less than three 
months; and 906,000, or 48 per cent. for less than 
. 8ix weeks. The matter resolved itself into two 
problems: whether or not they could supply, in the 
absence of a revival of trade, a chance for the 
unemployed in their own area with new industries ; 
and whether they could provide untrained men with 
skill to enable them to seize the chance of.work when 
it came along. 


QUESTION TIME 
WEDNESDAY, FEB. 15 
Colonial Veterinary Service 


Mr. MARKHAM asked the Secretary of State for the 
Colonies whether he was aware of the disability under 
which the colonial veterinary service was suffering as the 
result of the continued lack of an adviser in animal health 
at the Colonial Office ; and whether he could see his way 
to make such an appointment forthwith, in accordance 
with the recommendation of the 'Lovat Committee.— 
Mr. Matcorm MaocDonatp replied: The question of 
reviving the appointment of adviser on animal health, 
which has been in abeyance since 1932, is at present under 
consideration. If my hon. friend will repeat his question 
in a fortnight’s time I will be in a position to give him a 
definite reply. 

Dependants of Insured Persons 


Dr. SUMMERSKILL asked the Minister of Health whether 
he would indicate when he proposed to implement the 
promise, made by successive Ministers of Health, to 
include the dependants of insured workers under the 
National Health Insurance Acts.—Mr. BERNAys, parlia- 
mentary secretary to the Ministry of Health, replied: 
I am not aware of any promise to the effect referred to 
by the hon. Member having been given by any Minister 
of Health. 

THURSDAY, FEB. 16 


University Education in War-time 


Mr. GEORGE GrirritHs asked the Parliamentary 
Secretary to the Board of Education what arrange- 
ments the Government had made for university education 
in the event of war.—Mr. KENNETH Linpsay replied : 
Representatives of the universities are, I understand, in 
consultation with my right hon. friend, the Lord Privy 
Seal, with a view to preparing plans to enable university 
education to continue so far as may be appropriate in 
time of war, and for securing those special services to 
war-time needs which the universities may be able to 
render. 

Medical Expenses of Evacuated Children 

Mr. James GRIFFITHS asked the Minister of Health 
whether those who accepted the care of children under the 
evacuation scheme would be reponsible, under the schedule 
of payments, for any medical expenses which might be 
necessary in case of illness of the children.—Mr,. ELLIOT 
replied : No, Sir. 

Voluntary Hospitals and the L.C.C. 


Mr. Davip Apams asked the Minister of Health whether 
the conference about to be held under his aegis, between 
the London County Council and the voluntary hospitals 
of London, was to work on the basis of preparing recom- 
mendations applicable to hospital systems throughout the 
country ; and what progress had been made in the carrying 
out of Lord Sankey’s recommendation that the voluntary’ 
hospitals of the country should form themselves into an 
association, regionally organised, for the purposes of joint 
action.—Mr. ELLIOT replied: The conference which 
was held recently between representatives of the King 
Edward VII Hospital Fund, the Voluntary Hospitals 
Committee for the County of London, and the London 
County Council, was of an exploratory character and 
no decisions were taken. It did not cover hospitals outside 
London. Acommittee ofthe British Hospitals Association 
is now actively engaged in formulating a scheme of regional 
organisation which, I understand, is meeting with general 
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approval. According to my information the committee 
hope to issue a statement in about six months’ time. 


County Hospitals and Maternity Cases 

Dr. SUMMERSKILL asked the Minister of Health whether 
he was aware that expectant mothers who desired to 
enter a county hospital were required to submit to the 
old poor-law procedure in those counties which had not 
appropriated the hospitals under the 1929 Local Govern- 
ment Act; and whether, as this was proving a deterrent 
to women who desired to enter a hospital for their confine- 
ment, he would take steps to get these county authorities 
to waive the regulations in these particular cases.— 
Mr. ELLIOT replied : It is the constant policy of my depart- 
ment to secure appropriation wherever possible, and 
if the hon. Member has in mind any particular cases of 
difficulty such as are referred to in the latter part of her 
question I shall be happy to look into them on being 
furnished with details. In general I should consider the 
waiving of the regulations as a less satisfactory solution 
than the appropriation of the hospital. 


Diphtheria Immunisation 

Mr. LEAo# asked the Minister of Health if his attention 
had been drawn to the case of 25 children attending the 
Irish College at Ring, Waterford, who contracted tuber- 
culosis, from which one had since died, as the result of 
inoculation against diphtheria by a prophylactic supplied 
by the Wellcome Foundation, of Snow Hill Buildings, 
London ; if this prophylactic was the same as that freely 
used in this country; and what steps he was taking to 
prevent a similar occurrence here.—Mr,. ELLIOT replied: 
The reply to the first and second parts of the question 
is in the affirmative. The outbreak in Ireland took 
place in November, 1936, and, as the hon. Member was 
informed in reply to a question on June 24, 1937, careful 
inquiry concerning the prophylactic used was made by 
medical officers of my department as soon as the matter 
was brought to my notice.1 As regards the last part, the 
manufacture for sale in, and the importation into, this 


1 Question Time (June 24, 1937): Diphtheria prophylactie— 


Mr. Leach asked the Minister of Health whether he was aware 
that an Irish jury attributed a death from generalised tuber 
culous infection following prophylactic inoculation against 
diphtheria to the presence of tubercle germs in a bottle of 
prophylactic supplied by the English firm of chemists who 
supplied most of the diphtheria prophylactic used by public 
authorities in England and Wales; and whether he would 
have a searching inquiry made into this matter in view of the 
seriousness of the allegation made.—Mr. Bernays, parliamentary 
secretary to the Ministry of Health, replied: I have seen a 
press report to the effect stated in the first part of the question 
As to the second part, careful inquiry concerning the prophy- 
lactic supplied by the firm referred to has already been made 
by medical officers of my department and the result leads to the 


conclusion that no tubercle bacilli were present. As the matter 
is somewhat technical I will send the hon. Member further 


particulars. 

The further particulars sent to Mr. Leach later by the Minister 
of Health were as follow: (1) The matter was brought to the 
notice of the Deputy Medical Otlicer of the Ministry in April, 
1937, by the Director of the Wellcome Research Laboratories. 
As it appeared that the substance used (Diphtheria Prophylactic 


T.A.F.) was manufactured under licence issued by the Ministry 
of Health under the Therapeutic Substances Act, 1925, immediate 
steps were taken to conduct an investigation. (2) The Medical 
Officer of the Ministry who specialises in questions relating to 
therapeutic substances under the act of 1925 made a close 
examination of the methods employed at the Burroughs 
Wellcome laboratories in the manufacture of the prophylactic 


used. This satisfied him that all possible precautions are 
taken to prevent any mistake occurring in the processes, includ- 
ing the examination for sterility of samples of the batch being 
manufactured at different stages of its preparation, and that 
he substitution of a live tubercular vaccine for the Diphtheria 
Prophylactic (T.A.F.), or the introduction of tuberele bacilli 
into the prophylactic, was not possible. (3) Samples of the 
only batches (Nos. 512 and 521) of the prophylactic from which 
the doses used in this case could have been derived have been 
tested bacteriologically at the Ministry of Health pathological 
laboratory, and no tubercle bacilli or other organisms were 
found. Moreover, tubercle bacilli experimentally introduced 
into samples of the two batches were quickly killed by the 


disinfectant present. (4) The batches in question, Nos. 518 
and 521, consisted of no less than 5000 and 8000 doses respectively 
and have been almost completely used up in various parts of the 


British Isles without complaints from any other quarter of 
ill effects from their use. (5) Messrs. Burroughs Wellcome and 
Co. have had an independent test made of samples of the two 


batches by Prof. Bigger of the University of Dublin, by whom 
also their laboratories have been inspected. Prof. Bigwer’sa 
conclusions confirm those of the Ministry’s medical officers. 
(6) The above evidence points strongly to the conclusion that 
the cause of the fatality is not to be found in the prophylactic 
supplied. i 
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country of diphtheria prophylactic are strictly controlled 
under the Therapeutic Substances Act, 1925. 


Medical Inspection at Croydon Airport 


Sir Henry MORRIS-JONES asked the Minister of Health 
whether there was a port medical officer at Croydon 
airport; and what system of inspection was in force 
there for the prevention of the entry of cases of infectious 
diseases in this country.—Mr, Eror replied : The duties 
of medical officer at the Croydon Airport are carried 
out by members of the medical staff of the town council 
under the general control of the medical officer of health 
and the services of a medical officer are available for the 
airport at all times. With regard to the second part of 
the question, the measures to be taken to prevent the 
introduction of infectious diseases are prescribed in the 
Public Health (Aircraft) Regulations, 1938, the responsi- 
bility for the administration of which rests with the town 
council. 

Sir H. MORRIS-JONES : Could not my right hon. friend 
consider appointing one or two whole-time medical 
officers specially for the airport ?—Mr. Error: I think 
that the local authority is carrying out its duties satis- 
factorily. ’ | 

Removal from Insanitary Premises 

Mr. GEORGE GRIFFITHS asked the Minister of Health 
whether any local authority had been given specific 
statutory power to remove any infirm or physically 
incapacitated person who was suffering from a grave 
chronic disease, or who resided on premises which were 
unsuitable owing to neglect on the part of the occupier 
or owing to insanitary conditions.—Mr. Exxiot replied : 
According to my information the power to which the hon. 
Member refers has been allowed by Parliament to some 
seventy local authorities in private acts. 


MONDAY, FEB. 20 
Cheaper Milk for Mothers and Children 


Sir ALFRED Kwox asked the Minister of Agriculture 
whether the Government proposed to introduce a scheme 
to provide cheaper milk for mothers and young children.— 
Sir Reermatp Dorman-SmitH replied: As already 
announced the Government hope to bring forward a 
scheme, in codperation with the industry, for a reduction 
in the price of liquid milk to local authorities for the 
purpose of their maternity and child welfare arrange- 
ments. Negotiations have taken place to this end with 
the Milk Marketing Board and representatives of the 
distributors, but I am not yet in a position to state when 
the proposed scheme will be introduced. 


Varying Risks of Industry 


Mr. GORDON Macponatp asked the Home Secretary 
the percentage of persons to whom compensation was 
paid in consequence of accident, or industrial disease, in 
shipping, factories, docks, mines, and quarries during 
the latest year for which figures were available.—Mr. 
GEOFFREY LLOYD replied: The returns collected by the 
Home Office of workmen’s compensation paid in these 
industries in 1937 show that the numbers of cases in which 
compensation was paid bore the following percentages to 
the numbers employed: shipping 5°93; factories 3°97; 
docks 11°27; mines 23°23; quarries 10°45.. The cases 
include cases continued from previous years. 


Medical Referees in Scotland 


Mr. ROBERT Grsson asked the Home Secretary how 
many medical referees in Scotland, under the Workmen’s 
Compensation Act, had been dismissed from office or had 
not had their appointments renewed, respectively, during 
the last few years.— Mr. GEOFFREY LLOYD (under-secretary, 
Home Office) replied: During the past five years four 
appointments which have expired have not been renewed. 
No referee has been dismissed. 


. TUESDAY, FEB. 21 
Silicosis in South Wales 


Mr. JAMES GRIFFITHS asked the Secretary for Mines if 
his attention had been drawn to the continued increase 
in, the incidence of silicosis in the South Wales coalfield as 
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revealed by the fact that in 1938 out of 434 certificates of 
disablement by silicosis 382 were issued to miners in the 
South Wales coalfield; and iif he could indicate what 
steps were being taken by His Majesty’s inspectors in the 
Cardiff and Swansea divisions to prevent silicosis.— 
Captain CROOKSHANK replied : I am aware of the position 
in regard to silicosis in South Wales and it is a matter 
for grave concern. Continuous efforts are being made to 
improve the conditions, notably as regards ventilation 
generally and the suppression of dust during drilling and 
after blasting in stone, and the mitigation of dust on the 
travelling roads. A further recent development is the 
introduction in substantial numbers of the new Mark IV 


respirator sponsored by the Government. 
Mr 


. MAINWARING asked the Secretary for Mines if he 
could provide a statement showing the average age, when 
certified, of miners suffering from silicosis, and the average 
duration before death ensued after certification for the 
period 1925 to date.—Captain CRooKsHANK replied: Par- 
ticulars are available only since June 1, 1931. During the 
period from that date to Dec. 31, 1938, the average age 
of coalminers when certified as disabled from silicosis 
was approximately 50 years. Since June 1, 1931, disable- 
ment certificates have been issued in about 1850 cases, 
and of these cases about 220 have subsequently been 
certified as having died from silicosis. As there are more 
than 1600 cases in which no certificate of death from 
silicosis has been issued, it is not possible to give any 
figure for the average period which elapses between the 
issue of the disablement and death certificates. 


MEDICAL NEWS 


University of Oxford 

The hon. degree of D.Sc. is to be conferred on Dr. Pio 
del Rio-Hortega, formerly director of the National Insti- 
tute of Cancer and of the Laboratory of Normal and 
Pathological Histology in Madrid, and now a reader in 
neuropathology under the Nuffield scheme. 


University of Birmingham 

Four William Withering lectures will be given by 
Dr. Peyton Rous of the Rockefeller Institute for Medical 
Research, New York, on March 9, 16, 21, and 23 at 4 P.m. 
in the medical school of the Hospitals Centre. He will 
speak on present aspects of the cancer problem. On 
March 28 and April 4 at 4 P.M., Dr. James Smellie, physician 
to the Birmingham United Hospital and to the Children’s 
Hospital, will deliver two Ingleby lectures on infantile 
diarrhcea. All these lectures will be open to members 
of the medical profession and to students of medicine. 


University of Leeds 

A lectureship in medical ethics and conditions of general 
practice has lately been instituted at the university and 
a short course of lectures will be given to students during 
their final year. 

The council have appointed Dr. W. S. Macdonald to 
the lectureship. 

Dr. Macdonald graduated M.B. at the University of Edinburgh 
in 1921 and obtained his D.P.H. in 1923. He practises in 
Leeds where he is treasurer of the panel committee and chair- 
man of the public medical service. He is also a justice of the 
peace. 

University of Glasgow 

The first of a short course of lectures on some aspects 
of medical ophthalmology will be given on March 7 at 
4.30 P.M. by Prof. A. J. Ballantyne, who will speak on the 
eye in disorders of the blood and blood-forming organs. 
Other lectures will be given by Dr. I. Chesar Michaelson, 
Dr. John Marshall and Dr. A. M. Wright Thomson. The 
lectures will be held in the Tennent Memorial Building, 
Church Street, Glasgow and all members of the medical 
profession are invited to attend. 


International Congress of Military Medicine and 

Pharmacy 

Representatives of 35 countries will attend the tenth 
International Congress of Military Medicine and Pharmacy 
which is to be held in Washington from May 7 to 15. 
Information about the meeting may be had from the 
secretary -general of the congress, Army Medical Library, 
Washington, D.C. 


~ 
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King’s College Hospital 

The next meeting of the Listerian Society will be held 
at the hospital on Wednesday, March 1], at 8.15 P.M., 
when Dr. Halliday Sutherland will speak on the history 
of tuberculin. 


Course in Psychological Medicine 

The second part of the course of instruction for the 
D.P.M., which is being given at the Maudsley Hospital, 
will begin on Feb. 27. Further information may be had 
from the hon. director of the medical school, The Maudsley 
Hospital, Denmark Hill, London, 8.E.5. 


Hunterian Society 

A gold medal is awarded annually by this society for 
the best essay written by a general practitioner. The 
subject for 1939 is the treatment of obesity in general 
practice, and for 1940 the treatment of tonsillar infections 
in children. The medal for 1938 was awarded to Dr. J. E. 
Outhwaite of Yeadon, Leeds, for his essay on the manage- 
ment of inoperable malignant disease in general practice. 
Any registered practitioner resident within the British 
Empire is eligible. A copy of the rules may be had from 
the hon. secretary of the society, Mr. A. E. Roche, 
140, Harley Street, London, W.1. 


Medical Group of Left Book Club 

Prof. Millais Culpin took the chair on Jan. 26, when 
Dr, Harold Balme spoke to the first meeting of this group. 
Dr. Balme appealed for medical help for the Chinese 
people, and the meeting elected a committee for this 
purpose, whose first task will be to arrange for some of 
the refugee doctors who have returned from Spain to 
continue their work in China, where their experience of 
war conditions should prove of value. Those interested 
in the China medical aid committee of the group should 
write to Dr. Hill, 162, Kingston Road, London, 8.W.19. 

The next meeting of the group will be held at 8.30 P.M. 
on Wednesday, March 1, at 101, Great Russell Street, 
W.C.1, when Mr. Aleck Bourne will open a discussion on 
some social aspects of abortion. The group intends to 
meet on the first Thursday of each month, and further 
information may be had from Dr. M. T. Parker, 207, 
Dumbarton Court, Brixton Hill, S.W.2. 


Society of Apothecaries of London 

A livery dinner of the society was held at Apothecaries 
Hall on Feb. 21. In proposing the Presidents of the 
Royal Colleges Dr. Reginald Hayes, the master, recalled 
the long and close association between the society and 
these colleges. The physicians’ president was to accompany 
the apothecaries on their annual search for adulterated 
medicine in the local shops. The surgeons’ president 
was even more closely associated with the society, for he 
had been its master last year. In reply, Mr. Hugh Lett 
said that the relations of his college with the apothecaries 
had always been friendly ; for a long time licentiates of 
the society went on to take the M.R.C.S. because their 
licence did not cover the practice of surgery. The society 
was the first licensing body to insist on a definite standard 
of preliminary education and evidence of an adequate 
course of study. It was the only licensing body in the 
world which was also a city company (and indeed the 
only city company to be called a society). Mr. Vernon 
Cargill, senior warden, proposed The Guests, coupled with 
the names of Prof. W. Fletcher Shaw, president of the 
Royal College of Obstetricians and Gynecologists, and of 
Mr. J. L. P. Denny, master of the Barbers’ Company. 
From the barbers, he said, the surgeons were born, and 
the Barbers’ Company had many relics of the connexion 
which their ofispring might envy; for example, the 
magnificent Holbein of Henry VIII presenting the com- 
pany’s charter. Ten years ago Prof. Fletcher Shaw and 
the late Prof. Blair-Bell had conceived and given birth to 
a college, now entitled to be called royal, with fellows, 
members, and diplomates to the number of 800, which 
had already justified itself by the part it had played in 
the Midwives Act and in the development of anesthesia 
in midwifery. In reply, Prof. Fletcher Shaw said the 
college had grown quicker than could possibly have been 
anticipated, a proof that it had met a real need. Mr. 
Denny remarked with approval that the apothecaries 
were now the only city company to practise their trade. 


German Radiological Society 

The thirtieth congress of this society will be held at 
Stuttgart from May 24 to 27. Further information may 
be had from Dr. A. Reisner, Herdweg, 744, Stuttgart-N. 


British Medical Association 


The annual address to senior students and newly 
qualified practitioners arranged by the metropolitan 
counties branch of the association will be given on 
Tuesday, March 14, at B.M.A. House, Tavistock Square, 
W.C.1, at 5.30 p.m. Mr. W. McAdam Eccles will speak 
on pitfalls in the final examination and the first year of 
practice. Cards of admission may be had from the 
secretary of the branch at B.M.A. House. 


Parkes Memorial Prize 

No award of this prize has been made for 1938. In 
awarding the prize for 1939 first consideration will be 
given to original articles or reports of investigations on 
naval or military hygiene which have been published in 
a medical journal. The prize, which consists of a gold 
medal and £30, is open to medical officers of the Royal 
Navy, Army, and Indian Army, with the exception of the 
teaching staffs of the Royal Naval Medical College, 
Greenwich, the Royal Army Medical College, London, and 
the Army School of Hygiene, Aldershot. Further 
information may be had from the War Office. 


Chadwick Lectures 

On Tuesday, Feb. 28, at 5.30 P.M., Prof. M. Greenwood, 
F.R.S., will give a Chadwick lecture at 26, Portland 
Place, London, W.1]. He will speak on occupational 
and economic factors of mortality. At the same time on 
March 14, at 90, Buckingham Palace Road, S.W., 
Dr. J. B. Howell will discuss the preservation of child life. 
At the Chelsea Physic Garden, Swan Walk, S.W.3, on 
June 15 at 5.30 r.m., Prof. R. Ruggles Gates, F.R.S., 
will lecture on plant genetics and human welfare. Further 
particulars of the lectures may be had from the secretary 
of the Chadwick Trust, 204, Abbey House, S.W.1. 
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Albert Dock Hosp., Alnwick Road, E.16.—Second res. M.O., 
at rate of £110. 

Altrincham, St. Anne’s Hosp.—Res. surg. O., at rate of £200. 

Bath, Royal United Hosp.—H.S., at rate of £150. 

Bearsted Memorial Hosp., Underwood Street, .1.—Res. M.O., 
at rate of £100. 

Birmingham, Dudley Road Hosp.—Jun. M.O., at rate of £200. 

malay thar poe ey Hill Sanatorium.—Res. asst. M.O., 

British o dorahiati Medical School, Ducane Road, W.13.— 
Res. anæsthetist, at rate of £150. 

Cambridge, Addenbrooke’s Hosp.—Res. anæsthetist and emer- 
gency officer, at rate of £130. 

Canterbury, Kent and Canterbury Hosp.—H.S., at rate of £125. 

Central Londo Gray’s Inn Road 


Charing Cross Hosp., W.C.2.—Surg. reg., £150. Also registrar 
to fracture clinic, at rate of £100. 

Chester Royal Infirmary.—H.P., H.S., also H.S. to ear, nose and 
throat, &c., dept., each £150. 

Connaught Hosp., E.17.—Hon. physician. 

Cornwall County Council Education Dept.—School medical 
inspector, £600. 

Devonport, Prince of Wales’e Hosp.—Sen. and jun. H.S., at 
rate of £130 and £120 respectively. 

Dreadnought Hosp., Greenwich, S.H.10.—H.S., at rate of £110. 

Dublin, St. Anne’s Skin and Cancer Hosp., Northbrook Road.— 
Asst. radiologist, £300—£400. 

Dundee Royal Injfirmary.— Hon. asst. visiting obstetrician and 
gynecologist. . 

Bahni. King Edward Memorial Hosp.—Res. M.O., at rate of 
ot 5 


Eastbourne County Borough.—Deputy M.O.H. and deputy 
school M.O., £600. 

Exeter, Wonford House.— Asst. M.O., £350. 

General Lying-in Hosp., York Road, Lambeth, S.Z.1.—Jun. res. 
M.O. and anesthetist, at rate of £100. 

Golden Square Throat, Nose and Ear Hosp., \¥.1.—Hon. anes- 
thetist. Registrar. Also clin. asst. 

Guildford, Royal Surrey County Hosp.—Two H.S.’s to spec. 
depts., each at rate of £150. 

Hertford County Hosp.—H.P., at rate of £150. 

Hosp. for Consumption and Diseases of the Chest, Brompton, 
S.W.3.—H.P. for Frimley Sanatorium, £100. 

Hull, Beverley Road Institution.—Asst. M.O., £350. 

Invalid and iGrippled Children’s Hosp., Balaam Street, £.13.— 
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Iraq Government.—Ear, nose and throat specialist, Iraq Dinars 
150 per mensem. 

Isleworth, West Fic aaa County Hosp., Twickenham Road.— 

as. 

Kettering and Dioni General Hosp.—H.P., “at rate of £150. 

London County Council.—Asst. dist. M.O., 

n Hosp., E.1.—Surg. first asst. and er S £300. Also 
res. anresthetiet, £150. 

London Lock Hosp., °283, Harrow Road, W.9.—Res. M.O. to all 
depts., at rate ‘of £175 

London University. —Univ. chair of medicine at St. Mary’s Hosp. 
medical school],£2000. Also studentshipin physiology, £100. 

Manchester, ‘Ancoats Hosp.—Cas. O., £150 

Manchester, Crumpsall Hosp.—Res. surg. O., £400. 

Manchester University.—Lecturer in human physiology. 

Margate, Roual Sea Bathing Hosp.—H.S., at rate of £200. 

Melion and Belvoir Rural District Council, &c.—M.0O.H., £800. 

Norwich, Norfolk and Norwich Hosp. —Hon. physician. 

Otago University, New Zealand. —Lady King Scholarship, £600. 

Ozford University. —First asst. in dept. of ansesthetics, £600. 

Plymouth, Prince of Wales’s Hosp., Lockyer Street.—H.S., at 
rate of £150. 

Poplar Hosp., East India Dock Road, EF.14.—Hon. radiologist. 

Prince of Wales's General Hosp., N. 15.—Hon. asst. radiologist. 

Princess Beatrice Hosp., Earl’s Court, S.W.5.—Cas. O. and obstet. 

, at rate of £r 10. 
Princess Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
.P., at rate of £125. 

Queen’s Hosp. for Children, Hackney Road, E.2.—Dental surgeon, 
£1 7s. 3d. per session. 

Richmond Royal Hosp., Surrey.—Res. M.O., £200. 

Royal Cancer Hosp., Fulham Road, S.W. 3.— Asst. physician. 
Radium therapeutist, £650. Asst. radiologist for thera- 
peutic dept. and asst. radiologist to diagnostic dept., each 
£350. Also sure. reg. and med. reg., each £150. 

Royal Eye Hosp. St. George’s Circus, 'S.E.1.—Sen. H.S. and 
two asst. H. S. 8, at rate of £150 and £100 respectively. 
Royal Free Hosp., Gray’s Inn Road, W. C. 1.—Res. cas. O., 

at rate of £150. 

Royal London Ophthalmic Hosp., City Road, E. Q. d aa patient 
officers, £150-£300. Also first asst. M.O.’ 8, £150. 

Royal Masonic Hosp. ., Ravenscourt Park, W.6.—Two res. 

Tg. O’s, each at rate of £250. 

Royal. Naval Medical Service.—M.0O.’ 

Royal Northern Hosp., Holloway, N. 7. —Pathological registrar, 

£200. Also H.P., "at rate of £70. 

Royal T aero Hosp. for Children and Women, Waterloo Road, 
S.E.1.—Anesthetist, £100. 

St. Bartholomew's Hosp., "E.C.1.—Dental H. S., £80. 

St. George’s Hosp., S.E.1.—Surgeon to ear, nose, and throat dept. 

St. Peter’s Hosp. For Stone, &c., Henrietta Street, Covent Garden, 
W.C.2.—H.S., at rate’ of £75. 

Sheffield, Royal I nfirmary and Hosp.—Neurological surgeon. 

Smethwick coun Borough.—Sen. asst. M.O.H., and asst. school 

South. London Hosp. for Women, Clapham Common, S.W.4.— 

H.P., at rate of £100. 

Stoke-on- Trent, Stallington Hall Certified Institution, Blythe 
Bridge. —Med. supt., £800. 

Tancred's Studentships. —Each £100. 

Tilbury Hosp., Essex.—Med. supt., £200. Also H. S. at rate of £140. 

akere, Clayton eg and Wakefield General Dispensary .— 

surg 

Waleait County Borough.—Asst. M.O.H., £500. 

Warrington, Borough General Hosp.—Res. M.O., £225. 

West Riding County Council. a a of meals, £300. 

York City.—Asst. M.O.H., £350. 

Medical Referee under the Workmen’s Compensation Act, 1925, 
for the Evesham (Circuit No. 22), Banbury and Shipston- 
on-Stour (Circuit No. 36), Alcester, Stratford-on-Avon and 
Warwick (Circuit No. 53) County Court Districts. Appli- 
cations should be addressed to the Private Secretary, 
Home Office, Whitehall, London, S.W.1, before March 14. 


Medical Diary 


Feb. 27 to March 4 


SOCIETIES 


ROTAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
ONDAY. 

Odontology. 8 P.M., Dr. S. D. Elliott: Bacteræmia 
and Oral Sepsis. Mr. S. Wilson Charles: The Madder 
Method and the Modern Conception of the Growth of 
the Jaws. 

SDAY. l 

Medicine and Uniled Services. 8.30 P.M., Prof. B. A. 
McSwiney, Colonel D. T. Richardson, Group-Captain 
R. W. Ryan and Surgeon Lieut. -Commander L. J. Corbett : 
Assessment of Physical Fitness. 

WEDNESDAY. 

History of Medicine and Clinical. 5 P.M., Sir Humphry 
Rolleston and Dr. G. de Bec Turtle: History of Clinical 
Teaching in Great Britain. 

Surgery. 8.30 P.M., Miss Catherine Lewis, Miss D. C. 
Staveley and Miss E. . Rockstro: The Differential 
Diagnosis and Treatment of Urcteric Calculi. 

FRIDAY. 

Otology. 10.30 A.M. (cases at 9.30 a.m.), Mr. Philip 
Scott and Mr. Lionel Colledge: Malignant Disease of the 
Ear (excluding Pinna). 


Laryngology and Odontology. 5 P.M. (cases at 4 P.M.), 


Mr. A. T. Pitts, Mr. A. J. Wright and Mr. E. A. Hardy : 
Antral Infection of Dental Origin. 
Anaesthetics. 8.30 P.M., Dr. Ronald Jarman: Deaths 


under Anesthesia from 1921 to the Present Date. 


MEDICAL SOCIETY oT- LONDON, 11, Chandos Street, W.1. 
MONDAY.—8.30 P.M., Rowley Bristow and Mr. T. P. 
McMurray : Principles of Modern Treatment of Fractures 

of the Extremities. 

WEDNESDAY.—9 P.M., Prof. G. Grey Turner: Surgery of the 
Gall-bladder and Bile-ducts. (Second Lettsomian lecture. ) 

HUNTERIAN SOCIETY. 

MoNDAY.—9 P.M. (Mansion House, E.C.4), Mr. Cedric Lane- 
Roberts: A Plea for the Woman in Gynecology and 
Obstetrics. (Hunterian oration.) 

WEST LONDON MEDICO-CHIRURGICAL Seay nae 

es a ae 30 P.M. (De Vere Hotel, Eenrmneton, 8), 
Dr. E. Hudson, Mr. Cecil Joll and Mr. A hey 
Smith: Dre and Post- operative Treatment. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1. 
TUESDAY.—5 P.M., Dr. Donald Stewart : Industrial Incapacity 
and Modern Medicine. M eee Milroy lecture.) 
THURSDAY.—5 P.M., Himsworth : Diabetes Mellitus. 
(First Leia ae ) 


CHADWICK LECTURE. 
TUESDAY.—5.30 P.M. (26, Portland Place, W.1.), Prof. M. 
Greenwood, F.R.S.: Occupational and Economic Factors 
of Mortality. 


TAVISTOCK CLINIC, Malet Place, W.C.1. 
MonDaAY.—4.30 P.M., Dr. H. V. Dicks: Delinquency and its 
Psychological Treatment. 
THURSDAY.—4.30 P.M. Dr. T. W. Mitchell: The Psychoses. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 

Road, W.12. 

TUESDAY. —4.30 P.M., Dr. 
Endocrine Glands. 

WEDNESDAY.—Noon, clinical and pathological conference 
medical). 2 P.M., Prof. J. H. Dible: The Diagnostic 
athology of Tumours. 3 P.M., clinical and pathological 
conference (surgical). 4.30 P.M., Prof. E. ©. Dodds: 
Hormones in Relation to Medicine and Pathology. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 


Levy Simpson: Diseases of 


demonstration. 3.30 P.M., Dr. J. M. Robson : The Ovarian 
Hormones. 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynæcology). 2.30 P.M., . ©. Price 


Thomas: Empyema and Abscess of the Lung. 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynæcological clinics and 
operations. 


HOS ITAL FOR SICK CHILDREN, Great Ormond Street, 


When and How 
to Give a Blood Transfusion. 3 P.M., Dr. W. G. Wyllie : 
Continued Fever of Obscure Origin. 

Outpatient clinics daily at 10 a.M. and ward visits at 2 P.M. 
NATIONAL HOSPITAL, Queen equate: W.C.1. 
MonpDayYy.—Mr. G. Elmquist : emonstration of remedial 
exercises. 
TUESDAY.—D. J. St. C. 
Muscular Atrophy (1). 
WEDNESDAY.—Dr. F 
THURSDAY.—Mr. G. Gomer cu 
FRIDAY.—Dr. E. A. Carmichael : 
Outpatient clinic daily at 2 P.M. 
ST. GEORGE’S HOSPITAL, S.W.1. 
THURSDAY.—5 P.M., Dr. Macdonald Critchley : 
demonstration. 
WESTMINSTER HOSPITAL 
TUESDAY.—5 P.M. (medical school), Dr. S. P. Meadows 
Intracranial Tumour. . P. Brockman: Gas Gangrene: 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn Road, W. C.i. 
FRIDAY. —4 P.M., Mr. W. G. Scott-Brown : Allergy 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.3 
WEDNESDAY. —4 P.M., Mr. Arthur Gray: Difficulties in 
Gynecological Diagnosis. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2. 
TUESDAY.—5 P.M., Dr. J. A. Drake: Treatment in Diseases 
of the Skin. (Chesterfield lecture.) 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1. 
FRIDAY.— 3.30 P.M., Dr. Ph hilip Elman: Drug Treatment 
in the Rheumatic Diseases. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Dr. C. E. Lakin: demonstration of medical cases. 
FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
MONDAY to SATURDAY. —RoyaL WATERLOO ’ HOSPITAL, 
Waterloo Road, S.E.1, all-day refresher course in medicine, 
surgery, and gynæcology. —ST. Mary’s HOSPITAL, 
Paddington, W.2, Tues. a Thurs., 8 P.M., clinical and 
pathological course for M.R .C.P.— BROMPTON HOSPITAL, 
S.W.3 .R.C.P. course in chest diseases (5.15 P.M., twice 
ies. —MEDICAL SOCIETY OF LONDON, II, Chandos 
Street, W.1, Mon., Wed., and Fri., 5.15 P.M., primary 
F.R.CS. physiology course. ` 
LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M., Mr. Digby Chamberlain: 
Conditions of the Spleen. 
MANCHESTER ROYAL INFIRMARY. 
FrRmaY.—4.15 P.M., Dr. A. Ramsbottom : medical cases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.—4.15 P.M. (Western Infirmary), Dr. A. D. 
McLachlan: Skin Diseases. 


THURSDAY.—2 P.M. Mr. Denis Browne: 


Elkington: Forms of Progressive 
R. Walshe : clinical Ceo 
Head Injuries (2). 
Deficiency Dica (3). 
neurological 


Horseferry Road, 2 W.i. 


Surgical 
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NOTES, COMMENTS, AND ABSTRACTS 


THE CANCER BILL 


Mr. Walter Elliot, the Minister of Health, received 
a deputation from the British Medical Association 
on Tuesday last, introduced by Sir Kaye Le Fleming 
and including Prof. R. M. F. Picken, Sir Henry 
Brackenbury, Mr. Bishop Harman, Dr. J. W. Bone, 
and Dr. Charles Hill (deputy secretary). The 
deputation expressed the hope that the cancer schemes 
would make use of the facilities of the larger voluntary 
and municipal general hospitals, which normally 
provide the specialist services in each region, and 
would not establish separate special clinics not closely 
linked with the general hospitals. They also sug- 
gested that the arrangements should include the 
provision of consultant facilities in the homes of 
patients. They trusted that the Minister would 
direct the attention of local authorities to the desira- 
bility of the development of schemes on a regional 
basis, and that the Minister would make full use of 
his power to require local authorities to combine in 

ing arrangements for diagnosis and treatment. 
Finally they stressed the desirability of a system of 
uniform records of clinical findings. 

In reply Mr. Elliot said he was appointing a sub- 
committee of the Ministry’s medical advisory com- 
mittee to advise him on general principles with 
regard to the treatment of cancer and to consider 
questions referred to them. He proposed to consult 
this subcommittee on the general exercise of his 
functions under the Cancer Bill, including the 
principles to be applied. Broadly speaking, he agreed 
that maximum use should be made of the facilities 
provided by the existing voluntary and municipal 
general hospitals, and that clinics should normally be 
closely associated with these hospitals. As for con- 
sultants, they would normally not be available except 
at hospitals and clinics, but it might be found 
desirable to make arrangements for consultants to 
visit the homes of patients in exceptional cases. In 
many regions it would clearly be desirable that a 
large and well-equipped hospital should serve the 
areas of more than one local authority. He was in 
full agreement about the collection of records on a 
uniform basis. 


AN EARLY MEDICAL TEXT 


Tue ‘‘ Liber de Diversis Medicinis, ’’ which has been 
reprinted and edited by Margaret Ogden, Ph.D. 
(London: Humphrey Milford, Oxford University 
Press. 1938. Pp. 160. 10s.), is contained in a 
manuscript preserved at Lincoln Cathedral and 
known as the Thornton MS. The medical portion 
of the manuscript is only about a ninth of the whole : 
the larger part consists of romances, sermons, religious 
poetry and mystical themes. 

Robert Thornton, who is believed to have been the 
writer of this and a somewhat similar manuscript in 
the British Museum was, it is thought, an amateur 
scribe ; one, that is, who was not professionally trained 
to the writing of MSS. But Dr. Ogden makes no 
suggestion as to why an amateur should have devoted 
his time and labour to the compilation of so hetero- 
geneous a collection. Whatever his motive may have 
been the medical part of the MS. has no pretensions 
to originality ; it is merely a collection of the most 
approved remedies of the period arranged more or 
less under the headings of the various parts of the body 
affected. Such collections can be paralleled from the 
fifth to the fifteenth century, and represent a tradi- 
tional medicine which remained for the most part 
practically unaltered from the time of Galen to the 
revival of learning, and left their traces on the 
pharmacopeoeias till well into the eighteenth century. 
To the general reader the chief interest of Thornton’s 
compilation lies in the occasional interruption of his 
interminable list of complicated recipes by short 
disquisitions on more human topics. One of these 
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gives directions for the preservation of health in 
a visitation of the plagut, and of the methods of 
treatment when the disease has declared itself. 
Other digressions relate to various charms and spells ; 
and one gives the Latin form of the mass which is to 
be said for the cure or avoidance of the ‘“‘ falland 
evyll,’”’ that is, epilepsy. There is also an interesting 
list of the signs which betoken the approach of 
death: it includes nearly all those by which the 
Hostess in Shakespeare recognised Falstafi’s approach- 
ing end. : 

Dr. Ogden has provided a good glossary so that 
it is possible for the inexpert in the language of the 
fifteenth century to read Thornton with little diffi culty, 
but, we are bound to add, with small hope of profit. 
The main interest both for Dr. Ogden and the general 
reader is not medical but philological. 


X-RAY EQUIPMENT 


Messrs. Philips have issued a new brochure illustra- 
ting the improvements they have made in the design 
of their radiological units. Metalix protected tubes 
and gas valves, and the Rotalix rotating anode 
tube, are well enough known to need no further 
description, but the latest apparatus shows an 
important advance in the degree of radiographic 
efficiency obtained and the improved inherent ‘* regula- 
tion ’’. characteristic of the transformers. Part 
of this advance is a direct result of research on insula- 
ting material of higher dielectricstreng th. The 
diagnostic apparatus has been kept simple in design 
and is easy to use even when a number of different 
features are incorporated, asin the Universal combined 
couch and screening stand and in the control table 
illustrated. It is now possible by using a special 
rotating tube plant to carry out radiography of the 
thorax with an exposure time of 1/30th of a second. 
For therapy two standard units are shown—-the 
Maximus T, which operates at 200 kV., 30 mA, 
and the Metalix contact and cavity therapy unit. 
The first has an output of 150 r per min. measured 
free in air at 40 cm., with a half-value layer of 1 mm. 
of copper and filtration 0-5 mm. copper, 1 mm. 
aluminium. In the second the cathode is earthed 
and situated at a distance of only 18 mm. from the 
aperture, with the result that the output in contact 
with the radio-transparent -cap reaches at 50 kV. 
the extremely high figure of 7200 r per min. In 
addition to these units, Messrs. Philips have been 
engaged in the last five years on the construction of 
super-voltage therapy plant on the cascade system, 
using the ingenious method of establishing a common 
vacuum in a sectional tube by bombarding thin 
metal foils, which close the ends of the separate units, 
with the electron beam from the cathode. 


[PROS AND CONS OF THE TOOTHBRUSH 


THE value of toothbrushing is a matter on which 
strong opinions are held. The damage caused by 
unskilled use of the brush is a commonplace amongst 
dental surgeons, and the calamitous state of the 
mouths of middle-aged patients who do not clean 
their teeth is well known to the physician. The 
whole question is thoroughly thrashed out by Mr. 
Isador Hirschfeld, D.D.S., in ‘‘ The Toothbrush: 
Its Use and Abuse” (London: Henry Kimpton. 
1939. Pp. 591. 35s8.). Many readers will be surprised 
to note how small a part of his book deals with the 
relation of toothbrushing to dental caries. In fact, 
however, there is very little evidence on this matter, 
and that little is adequately summarised. The 
bulk of the volume deals with the effects of the brush 
on the soft tissues about the teeth, the damage it 
may cause, and the value of skilful brushing in 
preventing disease of the or treating disease 
already present. The author does not underestimate 
the background of systemic disturbance associated 
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with much oral disease, though he may seem to place 
a degree of confidence in local treatment more often 
found among dental surgeons who, as commonly 
in this country, consider local factors of causation the 
more important. Many of the conditions described 
can be treated in other and, some may think, better 
ways than those advocated, but the title of the book 
disarms criticism on this score. The short chapter 
describing the drastic effects of various proprietary 
bleaching preparations containing strong mineral 
acids should be noted by those responsible for the 
medical care of young women, since those who 
employ such remedies for whitening the teeth do not 
visit the dental surgeon. 


TYPHUS FEVER AND TUBERCULOSIS 


In the Journal of the Egyptian Medical Association 
(1938, 21, 451) Dr. S. El Kholy reports that during 
an extensive epidemic of typhus fever all the patients 
except three gave a positive Weil-Felix reaction. 
These three showed characteristic clinical symptoms 
with a sudden onset, drowsiness, severe prostration 
and arash. On the fourteenth day their temperatures 
dropped but continued to oscillate between 98°6° 
and 100°4° F. Clinical and radiological examination 
of their chests showed the presence of pulmonary 
tuberculosis in all three, and in two tubercle bacilli 
were found in the sputum. In order to throw 
light on the question whether the previous attack of 
tuberculosis was the cause of the lack of antibodies 
to Bacillus proteus X19 a guinea-pig which had been 
injected 35 days previously with tubercle bacilli 
was injected intraperitoneally with 2 c.cm. of blood 
from a typhus patient. It was found that the tuber- 
culous guinea-pig developed the antibodies of the 
Weil-Felix reaction to a much smaller extent than 
a contro] animal, the titre being low with no tendency 
to rise. El Kholy concludes that the presence of 
tuberculosis prevents the full development of 
antibodies. 


SPEECH DEFECT 


NoT many years ago the schoolboy who could not 
keep pace with his fellows was put down as a dunce, 
a suitable butt for the derision of his fellows. The 
overgrown boy with acidosis was thought to be lazy, 
the frightened boy a fool, and the stammerer a figure 
of fun. This view dies slowly but the educationist 
is tending more and more to call in the physician 
and the psychologist to help him remove whatever 
is preventing the child from reaching a reasonable 
standard in his school work. Among the common 
causes for the failure of a child to reach the approved 
standard is the handicap of speech defect. The 
child with a stammer usually tries to avoid notice, 
and the sympathetic school teacher, finding how 

ainful it is for him to speak before others, seconds 

is attempt to hide by ignoring him. This separates 
him from the class, tends to produce a feeling of 
inferiority, and of course retards his progress. In 
those centres Which have an expert available the 
stammering child can be given special classes and 
the cause of his backwardness can be removed, but 
stammerers are many and opportunities for treat- 
ment are as yet very few. 

In their ‘‘ Principles and Practice of Speech 
Correction ”?” (London: Sir Isaac Pitman and Sons. 
1938. Pp.298. 10s. 6d.) J. F. Bender and V. M. Klein- 
feld of New York draw attention to the importance 
of this problem and make a worthy attempt to solve it. 
The basic principles upon which their work is founded 
are as applicable in England as in the United States. 
Their object is to put forward an ideal method for 
dealing with the student who suffers from speech 
defect together with a scheme for training teachers 
and clinicians to undertake the work. In their 
small book they do no more than outline their scheme. 
They do not attempt to deal with the details of treat- 
ment and dismiss in one short chapter the important 
question of the relations between parent and child. 
Nevertheless, their suggestions are worthy of study. 


NOTES, COMMENTS AND ABSTRACTS 


. to the cause of stammer. 
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There are at present two schools of thought as 
Some maintain that the 
fault lies in the mechanism of speech and that the 
fear element in the condition results from the speech 
defect, while others think that an anxiety state 
originates the stammer, and that if this is removed 
the stammer disappears. T. C. Norris, in his book 
“ Thought and Speech” (Same publishers, 1938. 
Pp. 100. 3s. 6d.), propounds a third theory and 
suggests an original method of cure. Norris will 
have nothing to do with those who treat stammer 
by dealing with the mechanism of speech. He 
admits that their method produces quick results, 
but holds that it fails the stammerer in an emergency, 
so that he is apt to lose confidence. He is not pre- 
pared to accept the psychological theory, and he 
looks upon relaxation, such as is advocated by 
Boome and Richardson in the book reviewed on 
p. 456, as a purely negative measure. Norris believes 
that the stammerer’s mind works more quickly than 
that of ordinary people, so that thought outpaces 
speech, and he recommends the exercise of controlling 
thought at all times to the speed at which speech 
can travel; when speech is attempted, thought will 
then keep pace with it. He claims that if the mind 
concentrates on the sound of one word at a time, 
speech will be natural and easy, and its mechanism 
can be ignored. It is undeniable that good speaking, 
and especially good public speaking, demands that 
the mind must be sufficiently controlled to avoid 
interference with clear thinking by extraneous ideas. 
Norris was himself a stammerer and he says that he 
has arrived at his conclusions ‘after nearly sixty 
years of earnest thought.” He has certainly made 
out a good case for his views. 


A NEW VACCINE BOTTLE 


In the past it has been found difficult to sterilise 
rubber-capped vaccine bottles efficiently by heat 
because the rubber diaphragm will not stand the 
pressure of an autoclave. A new type of bottle 
designed by Mr. H. Berry, B.Sc.! of the Pharma- 
ceutical Society’s research laboratory, should largely 
overcome this disadvantage. The 
bottle is made of Woods resistant 
glass which complies with tests for 
alkalinity. A skirted rubber cap fits 
inside and over the neck (fig. 1) and . 
is in turn covered by a moulded 
bakelite screw-cap (fig. 2). Inside 
this is a fabric-covered rubber 
washer which can be soaked in anti- 
septic and will thus render the outer 
surface of the rubber cap sterile 
when screwed home. It is said 
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Fic. l—Section of bottle 
showing how rubber cap 
is turned down over the 
neck. 
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that this type of bottle will with- 
stand autoclave pressures up to 
50 lb. It is manufactured by Messrs. 
Britton, Malcolm and Waymark of 
36. Southwark Bridge Road. S.E.1. 


1. Pharm. J. 1938, 86, 627. 


Fic. 2—Bottle 
with inner 
rubber cap 
and outer 
bakelite cap. 
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DIPHTHERIA IMMUNISATION 


THE success of the immunisation campaign in 
Toronto (Lancet, Jan. 7, p. 45) must not. be allowed 
to overshadow the even more impressive record of 
Hamilton, Ontario, a city with a population of 
155,000, of whom about 10, 000 attend schools or 
colleges. Hamilton is well known as one of the very 
earliest cities in Canada to carry out immunisation 
against diphtheria on a large scale. This work was 
begun in 1922 by Dr. J. E. Davey, now the city 
school medical officer, and the Hamilton Spectator 
has recently quoted the results achieved. For the 
last eight years there have been no deaths from 
diphtheria and for the last five not a single case of 
the disease! In 1922, when the population was 
118,243, there were 7 47 cases of diphtheria with 
32 deaths. “ From then on,” says the report, “ the 
record is one of rapid and unfaltering reduction ” : 
in 1924, 501 cases and 32 deaths; in 1926, 121 cases 
and 3 deaths ; ; in 1927, 11 cases and 1 death ; in 
1931, 5 cases and no deaths ; 1 case in 1982, 3 in 
1933, and since then none. This complete victory is 
rightly regarded as one of the proudest achievements 
of the board of health. 


RECOGNITION OF CHIROPRACTORS IN 
ZURICH | 


SomME time ago a number of citizens of the canton 
of Zürich started an agitation for the legal recognition 
of chiropractors. A plebiscite was held on Jan. 22 
when 72,500 voted for recognition and 56,500 against. 
The total number of electors on the register is 200,000. 
An intense campaign in the press and elsewhere had 
preceded this plebiscite, the chiropractors using 
propaganda on an American scale, and evidently 
being able to call upon large financial resources. Our 
Swiss correspondent remarks: ‘The result is 
obviously a blow to official medicine and may be 
taken as a vote of lack of confidence. On the other 
hand it is said that, as in the United States, chiro- 
praxis is already on the wane, so that the practical 
value of the new legal recognition may be a 
temporary one.”’ 


AN AID TO EXAMINATION OF THE THYROID 


DirEcT examination of the thyroid gland by 
inspection and palpation to determine its size, shape, 
and consistence is rendered easier, especially in an 
obese patient with a bull-neck, by a manceuvre 
described by G. Pizzillo (Rif. med., aan: 21, 1939, p. 83). 
This consists in the patient throwing his head back- 
wards and pressing his occiput: forcibly against the 
palms of his clasped hands. Meanwhile the examiner, 
facing the patient sideways and watching the front 
of the patient’s neck, should see the thyroid lifted 
upwards and thrown into relief together with. the 
bellies of the sternocleidomastoid muscles. The 
patient next makes forcible expirations, whereupon 
the blood-vessels of the thyroid become engorged 
and make the gland still more prominent. / 


TROPICAL DISEASES BULLETIN 


The broken continuity of the text in a collection 
of abstracts tends to make a journal which is made 
up of them look like a dictionary, and to make it 
less easy to read. To overcome this disadvantage it 
has been decided to preface each section of abstracts 
in the Tropical Diseases Bulletin by an introductory 
précis in which the reader will find quickly the salient 
information set out in fuller detail in the abstracts 
which follow. 

This new arrangement has been adopted in the 
January number of the bulletin which also contains 
the first of a series of articles reviewing the advances 
made in tropical medicine from year to year. Each 
of these articles will give a connected account of the 
abstracts on a particular subject which have appeared 
in the bulletin during the preceding year. 
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Appointments 


‘Dopp, JOHN, M.B.N.U.I., L.M., resident medical officer at 


St. Mary’ s Infirmary, "Armley. 

EwEN, J. H., M.R.C.P.E., DPM, medical superintendent at 
Springfield Mental Hospital, London. 

Iuirr, DAISY, B.A. Lond., M.R.C.S., D.P.M., assistant resident 
medical officer at Erdington House, Birmingham. 

KENTON, COLMAN, M.R.C.S. assistant medical offcer and 
deputy me dical superintendent at St. Luke’s Mental 
Hospital, Middlesbrough. 

MACKENZIE, E. F. W., M.B. Edin., D.P.H., director of water 
examination to the Metropolitan Water Board. 

M.R.C.S., D.M.R.E., assistant radiologist to the 
Miller General Hospital, Greenwich. 

Moorr, K. A., M.B. Sydney, resident surgical officer at the 
Royal Manchester Children’s Hospital. 

PARKINSON, J. P., M.B. N.Z., assistant medical officer at Wooley 

Sanatorium, near Hexham. 

Pom, ALLAN, M.R.C.S., hon. visiting radiologist to the Taunton 
and Somerset Hospital. 

ROSEHILL, SYDNEY, M.B. N.U.I., resident medical officer at 
St. Luke’s Hospital, Huddersfield. 

TILLIE, J. Í . Glasg. . resident medical officer at the 
Infants, RAGT London. 

WATSON N., .B. Leeds, 
St. Taree! s Hospital, Leeds. 


London County Council.—The following appointments are 


resident medical officer at 


announced. A.M.O. (I) or (II) = assistant medical officer 
eee I) or (class II), A.D.M.O. = assistant district medical 
officer. 
SANGSTER, A. H., M.D. Dalhousie, F.R.C.S., A.M.O. (1), 
St. James’ ; 
COCHRANE, H. L., M.B. Belt, F.R.C.S., A.M.O. (I), St. 
ege’s ; 
aie T., M.B. Sydney, F.R.C.S.E., A.M.O. (I), St. 


' KELLY, WILLIAM, M.B. N.U.I., A.D.M.O., South Poplar; 
BROWN, H. D., M.B. Glasg., A’D.M.O., Southwark (part); 
LAWLER, NICHOLAS, "M.B. N.U. I., Woolwich (north of river): 
BATES, Doris C., M.B. Sydney, M.C.0.G., A.M.O. (I), St. 
James’ ; ‘ and 

SEYMOUR, S. G., M.B. N.U.I., A.M.O. (1), St. Alfege’s. 

St. Mary’s panes for Women and Children, Plaistow.—The 
following appointments are announced :— 

APPLIN, H. W., M.S. Lond., D.O.M.S., hon. ophthalmic 
surgeon 

MoDONALD, H., M. p: Lond., resident surgical officer: and 

MELLERSH, Mary , M.B. Lond., house physician. 


‘ 


Births, Marriages. and Deaths 


BIRTHS 


ALLISON.—On Feb. 19, at Alderley Edge, Cheshire, the wife of 
Dr. Arthur A. Allison—a son. 

Cassipy.—On Feb. 17, in New York, the wife of Dr. Michael 
Ardagh Cassidy—a son. 

HvuLKE.—On Feb. 17, the wife of Sydney B. Hulke, F.R.CS. 
—a daughter. 

MARSHALL.—On Feb. 2, at Heliopolis, Egypt, the wife of 
Flight-Lieutenant A. Bingham Marshall—a daughter. 


VEALE.—On Feb. 17, the wife of Dr. W. F. De C. Veale, of 
Worthing—a daughter. 


MARRIAGES 
FORBES—MOORE-BROWNE.—On Feb. 18, at Holy Trinity, 


St. Marylebone, John Forbes, M.R.C. Ss to Aimée Rosemary 
Patricia Moore-Browne. 


DEATHS 


- DANTRA. —On Feb. 18, Lieut.-Colonel Sorabshaw MHormasii 


Dantra, M.D. Aberd., I. ee S. geta: ) (Burma), of Bro t 
Gardens, Hampstead, N.W ( : ae 


FRENOH.—On Feb. 19, at SN Alexander Martin French, 
M.R.C.S., L.S.A., "Fleet Surgeon, R.N. (retd.), aged 88. 


JENKINS.—On Feb. 15, at. Wimpole Street W., George John 
Jenkins, 0.B.E., M.B. Edin., F , aged 65. 


LEWwIs.—On Feb. 20, at West Hill, haté, N.6, 
Lewis, O.B.E., M.D. Durh. Hig 


Linpop.—On Feb. 16, at Kersal, Manchester, Surgeon Captain 
Llewellyn Lindop, M.R.C.S., R.N. (retd.). 


McCaRpDIg£.—On Feb. 14, at Warwick, William Joseph McCardie, 
M.B. Camb., aged 7 74. 


McMurricu.—On Feb. 9, in Toronto, Prof. 


Llewellyn 


James Playfair 


MecMurrich, M.A., Ph.D., .„ emeritus professor of 
anatomy, University of Toronto. 
RuMBOLL.—On Feb. 16, in Leeds, Sydney Rumboll, F.R.C.S.E. 
SImMpson.—On Feb. 19, in Sheffield, Graham Simpson, F.R.CS., 


aged 64. 


N.B.—A fee of ts. 6d. ts charged for the insertion of Notices o 
Births, Marriages and Deaths. F 
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ADDRESSES AND ORIGINAL ARTICLES 


A PLEA FOR THE WOMAN IN 
GYNZCOLOGY AND OBSTETRICS * 


By CEDRIC LANE-RoseErts, M.S; Lond., F.R.C.S., 
F.R.C.0.G. 


GYNALCOLOGICAL AND OBSTETRIO SURGEON TO THE ROYAL 
NORTHERN HOSPITAL; CONSULTING OBSTETRIO SURGEON 
TO QUEEN CHARLOTTE’S HOSPITAL, LONDON 


William Hunter’s great honesty is shown by his 
not sparing to chronicle his mistakes. ‘‘ When I 
can be of any service by telling a failure of my own,”’ 
he said, “ I shall relate it readily, though not with 
that pleasure as a case wherein I have been success- 
ful.” - With his example before us, can we say that 
scientific progress has succeeded in making woman’s 
lot easier, healthier, and happier ? Can we say that 
the march of civilisation is tending to help in any 
way to eliminate fear from women ? 


Modern science has advanced steadily in the past 
quarter of a century from every aspect; yet it is 
evident that there is still much to be done, and that 
much calls for prompt, efficient, and practical 
consideration, especially in this country. 


PREGNANCY 


Without doubt the more primitive type of woman 
among us feels at her best when carrying a baby; 
but civilisation and enforced city life increase the 
incidence of the minor ailments of pregnancy, which 
are also commoner among women who resent their 
pregnancy. 

Pregnancy must not be looked upon as an illness ; 
hence everything should be done, from the earliest 
weeks onwards, to dispel all fear and apprehension. 
The problem of diet in pregnancy is also most press- 
ing. Last century the advocates of preventive 
medicine fought the battle for proper sanitation ; 
so this century they will fight the battle for proper 
nutrition. Just as today sound drains and clean 
water are the sine-qua-non of civilised life, so will a 
proper diet come to be regarded as the necessity of 
all classes of the community. 


As regards maternal mortality and morbidity 
much has been done by antenatal care, improved 
obstetrics, and the latest methods of treatment of 
puerperal fever, but very little advance has yet been 
made in the care of pregnant women throughout the 
land. A higher standard of physical motherhood is 
urgently needed. In Soviet Russia there are heavy 
fines for refusing to employ pregnant women or for 
reducing their wages for reasons of motherhood, 
and two months’ leave is granted’ besides the regular 
normal holiday at full wages. In this country a 
recent Ministry of Labour report says that 900,000 
married women go out to work, but of these 300,000 


- pass themselves off as single girls. Often, if they 


told the truth, they would lose their jobs. This 
surely is a wrong that should be righted, quite apart 


' from its influence in encouraging infertility. 


Is not the pregnant woman the first and most 
important citizen in the land? Should not her diet, 
her well-being, her general health, her home-life and 
environment, her freedom from unnecessary anxiety, 


e Abridged from the Hunterian oration of the Hunterian 
Society delivered on Feb. 27, 1939. 
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and her serenity of mind be the foremost concern 
of us all and of the state in particular ? 


ABORTION 


William Hunter wrote: ‘“‘ Knowledge of women 
has enabled me to say, though no doubt there will 
be many exceptions to the general rule, that women 
who are pregnant, without daring to avow their 
situation, are commonly objects of the greatest 
compassion, and generally less criminal than the world 
imagines.” In Germany today every effort is being 
made to reduce the practice of artificially induced 
abortion and to aid the illegitimate child and its 
mother, who is given every assistance throughout the 
pregnancy and confinement and helped to obtain 
such employment afterwards as will enable her to 
keep the child under her own care. Since illegitimate 
births are computed as between a tenth and a sixth 
of the total in that country, the woman who carries 
her illegitimate baby to term is treated with the 
greatest respect and consideration. 


Many changes have recently taken place in thought . 
and practice in connexion with operations for abortion. 
In Soviet Russia the swing-over has been remarkable. 
Previously the maternal morbidity and mortality 
from unskilled abortion were so high that in 1920 
the operation of evacuation of the pregnant uterus 
was authorised by the government. The 1920 
decree regarding abortion thus laid down :— 


(1) That the operation should be performed free 
of charge at a Soviet hospital ; 

(2) That no abortion was to be performed except 
by a qualified doctor ; 

(3) That a midwife performing the operation should 
be liable to heavy penalties ; 

(4) That a doctor performing the operation Tor 
money should be liable to heavy penalties. 


In one year 250,000 abortions were performed by 
medical practitioners in public hospitals, with the 
result that maternal morbidity and mortality quickly 
diminished ; but now, with the changed attitude due 
to the launching of an intensive population pro- 
gramme, instrumental abortion has been made 
punishable. However, in the new law, there is no 
mention of contraception. Can Russia, therefore, 
eliminate abortion without providing adequate contra- 
ceptive facilities for its population ? 

In this country the Abortion Law Reform Associa- 
tion is doing its utmost to help in the elucidation of 
this very difficult problem and will be aided by the 
conclusions of the Birkett Commission, which have 
not yet been published. 


LABOUR 


William Hunter evidently disapproved of ‘‘ meddle- 
some midwifery ” :— 


“ In few cases, I think the forceps an useful instru- 
ment; to a poor woman that is quite exhausted 
they may be a considerable service, but I wish to 
God they had never been contrived. I am convinced 
that the forceps has killed three, I may say, out of 
ten women that it has saved, and therefore we should 
never use it on any occasion but where it is absolutely 


necessary.” 


These words, it would seem, referred to the high- 

forceps operation when the fetal head is floating 

with no attempt at engagement, a proceeding that 

has been completely replaced by the modern lower- 
I 
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segment cæsarean section, from which such excellent 
results for both mother and baby are being obtained. 

Nowadays, were the press to avoid publishing 
statistics of puerperal morbidity and mortality and 
emphasising the abnormal at the expense of the 
normal, much could be done to alleviate the fear 
of childbirth. Prof. Miles Phillips says :— 

“ Institutional midwifery is on the upward grade. 
It is because of the increasing number of women 
who desire the relief from pain in childbirth, as well 
as the much to be desired lessening of the traumata of 
delivery.” 

Domiciliary midwifery cannot achieve these two, 
but can be aided by the obstetric flying squad which 
has come so much to the fore recently that most 
cities and big towns will soon have their own expert 
emergency service. Shock and antepartum and post- 
partum hæmorrhage are typical examples of the most 
urgent calls for this squad, which usually arranges 
for the nurse to take the outfit and meet the con- 
sultant at the house. Thus, in domiciliary practice, 
many hemorrhage and “‘ shock ” cases can be success- 
fully handled when such an expert emergency team 
is made available, whereas the act of moving these 
patients to hospital often meets with disastrous 


- results. 


Further, the Central Midwives Board are doing all 
that is humanly possible to improve the standard of 
midwifery service throughout the country. 

At the same time the women of England 
undoubtedly owe a great deal to those workers who 
have been striving to bring to perfection a safe method 
of analgesia in midwifery. Minnitt, Chassar Moir, 
Elam, and others have done much to advance the 
gas-and-air method with their various types of 
portable apparatus. All are agreed, however, that 
for complete safety and so for universal application 
the machine must only be used by someone experienced 
in the method. This complicates the problem in 
rural districts where there is only one midwife, but 
in time that difficulty will, and must, be met. 

The gas-and-air apparatus in some modification 
has come to stay, and in time should be available 
to every mother in Great Britain, whether in town 
_or country, who may have need of it. 


BREAST-FEEDING 


The modern decline of breast-feeding has been 
receiving great publicity recently in the medical 
press, especially since Dr. J. C. Spence at last year’s 
annual meeting of the British Medical Association 
provoked considerable thought and comment. 

In many rural districts 95 per cent. of women 
manage to feed their babies successfully. But many 
factors—dietetic, endocrine, physiological and environ- 
mental—are at work in the establishment of lactation 
and some are very difficult to deal with. 

Over-assiduity in the treatment of the nipples is 
not to be encouraged, certainly in some of the rather 
over-sensitive types, simple care in the last six weeks 
being found sufficient. How often one finds that the 
mother who has herself failed to nurse her babies is 
entirely and deliberately responsible for her daughter’s 
subsequent and similar failure when the time comes. 
How often, also, the maternity nurse or her successor 
lets the mother slip into complementary, then supple- 
mentary, feeding with the usual result. Dr. Spence 
blames the mechanisation of breast-feeding in nursing- 
homes and maternity hospitals, claiming that the 
atmosphere of big hospital wards and crowded 
welfare centres does not encourage breast-feeding. 

There is undoubtedly a very small proportion of 
women (perhaps 5 per cent.) in whom it is impossible 


to establish lactation ; but there is 2 large group that 
could be more encouraged by the doctor, maternity 
nurse, mother, and husband, as well as by the 
clinic or welfare centre. In India the Hindu mothers 
are forbidden to eat meat, fish, or eggs ; they are too 
poor to buy milk, and they have little fruit. Yet the 
babies gain steadily in weight for the first seven or 


-eight months, Failure, therefore, cannot be altogether 


the fault of the mother’s diet and its possible 
deficiencies. 

en artificial feeding is necessary it is well to 
remember that the preservation of breast-milk, having 
been tried out elsewhere, is gradually coming into 
this country. It was found in 1933 that breast-milk 
heated to 175° F. on three successive days remained 
sterile indefinitely when properly refrigerated. This 
method only needs sound organisation and encourage- 
ment, after which considerable benefit should accrue 
in the feeding, especially of feeble infants. Already 
the Queen Charlotte’s Hospital bureau of human milk 
is a going concern. l 


PUERPERAL SEPSIS 


The medical profession of this country may wel 
be proud of the briliant research work that has 
emanated from Queen Charlotte’s Hospital isolation 
block where, under the ægis of Dr. Leonard Colebrook 
and his colleagues, results have been and are still 
being produced that have been quoted all over the 
civilised globe. 

In the last seven years’ experience at the hospital 
the incidence of streptococcal infections has been 
1 in 700 cases in hospital and 1 in 115 cases on 
** district ”—i.e., six times more frequent than in 
hospital. These last very important figures point to 
the need for the increase of institutional treatment 
when possible. The Queen Charlotte’s Hospital 
isolation block conclusions on chemotherapy make 
most encouraging reading. In hemolytic streptococcus 
cases in the pre-sulphanilamide days 500 cases 
showed a mortality of 22:6 per cent. Since sulphanil- 
amide was introduced, in two years there were over 
300 cases with a mortality of 5°3 per cent., and’ in 
1938 there were over 100 cases with 4 deaths—ie., 
under 4 per cent., as against 22°6 per cent. previously. 
It is especially noteworthy that certain types of 


infection which the patients never previously were 


known to survive—e.g., generalised peritonitis with 
streptococcsemia—are now being cured. 


POSTNATAL EXAMINATION 


So much of the gynecologist’s time is spent in 
repairing the various traumata of labour, that the 
great importance of the postnatal examination has at 
last come to be fully realised. We need not quite aspire 
to the thoroughness of certain clinics that, about three 
or four weeks after delivery, wish to put almost 
every woman under an anesthetic and there and 
then repair every slight tear of the cervix. Such 
measures in the end only increase the fear of childbirth 
and the dread of cancer and tend to lead procreation 
further from its natural course. 7 

At this postnatal examination, usually six to eight 
weeks after delivery, a speculum should be passed 
and the cervix thoroughly investigated, since this is 
the stage at which local treatment may be needed. 
If there is superficial cervicitis, local electrical 
superficial coagulation could be performed in out- 
patients. If an endocervicitis with erosion is seen, 
dilatation should be done with thorough excision of 
the superficial tissues by the diathermy cutting loop. 
Prompt treatment at this stage prevents other 
troubles later on. te a : : 
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' It is at this examination that sacro-iliac strain may 
show itself and call for careful manipulation of the 
lumbar spine and sacro-iliac joints. If this condition 
appears at all during the pregnancy, as it often does, 
it should be tackled at once and not just made light 
of as one of the discomforts that must.be endured, 
for very often a thoroughly dependable osteopath 
gets good and quick results by his manipulation 
without anzsthesia in such cases, 


EXAMINATION AT VARIOUS EPOCHS 


In the hope of avoiding disturbances at the various 
epochs in a woman’s life, it would seem wise to 
consult the family practitioner at certain times : 


(1) In the adolescent stage, if the periods are not 
setting in properly, for by this means a good many 
cases of uterine hypoplasia may be tackled in time, 
-with the avoidance of subsequent amenorrhea, 
hypomenorrhea, and sterility. 

(2) At the premarital examination, which will be 
mentioned subsequently, for at this and the visit 
in early married life birth control or spacing of the 
children can be discussed. ` 

(3) During the first three months of the first 
pregnancy. as : 

(4) In the early forties before the menopause, 
when a thorough and general examination should 
be carried out. : 


' These examinations are meant to prevent dis- 
turbances at special times and to allay natural 
anxieties. The frequent occurrence of the hypoplastic 
uterus, met with in the investigation of sterility in 
early married life, is causing observers to take more 
notice than heretofore of menstrual errors and 
endocrine dysfunction in the adolescent years. 
Obesity at puberty, whether nutritive or endocrinal, 
should be dealt with in the same way as disorders of 
menstruation and not just passed by with the advice 
that the girl will grow out of it eventually. 

A premarital medical examination is now compul- 
sory in Turkey, having been adopted in 1925. With 
them the law of public hygiene and the penal code 
prescribe penalties for all infraction of the rules 
concerning prenuptial examinations and the treatment 
of venereal disease. ‘‘ No marriage is permitted to 
those infected with syphilis, gonorrhea, soft chancre, 
leprosy, or mental disease, unless they present a 
medical certificate stating that all danger of infection 
is over, and that the diseased person has made a 
complete recovery after a proper course of treatment.” 

Most European countries are now making efforts 
to introduce the premarital certificate of health. 
Unfortunately it seems that only the more responsible 
and intelligent members of the community will con- 
form to this, while the presumptive carriers of 


hereditary defects will be the least likely to fall in 


line. The German government decreed that, after 
July, 1938, physicians’ certificates of physical and 
mental fitness for procreation must be produced. 
However, in the democratic countries it seems that a 
compulsory certificate at marriage is not considered 
a sound eugenic step. It is wiser to encourage 
gradually the development of a eugenic conscience 
in this matter and, if possible, the voluntary filling 
in by each of the partners of something on the lines 
of the confidential schedule of the British Eugenics 
Society. 

As regards venereal disease at least the day is 
fast approaching when those about to marry should 
have a thorough medical examination. In this 
country this would be only one of the many channels 
along which the newly established Marriage Guidance 
Council is hoping to help those seeking its advice. 
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In 1936 it was estimated that of the 125 million people 
in the U.S.A. 12 million were suffering from syphilis, 
with an annual increase of over a million cases a year. 
Now in nine states of the U.S.A. both male and 
female applicants for marriage must produce medical 
certificates showing that both are free from syphilis, 
or, in some states, from all venereal disease. 

Turning to a later phase of life, it is coming to be 
understood how important is the examination from 
the gynecological standpoint of women, both single 
and married, at about the age of 40. Much good 
advice and much reassurance can be given, minor 
adjustments done; and major. surgery avoided. 
It has been stated by one who ought to know better, 
that parous women should, before they reach the 
menopause, undergo a vaginal hysterectomy to 
avoid carcinoma. This surely is a most reprehensible 
statement and seems to be on a level with another 
that has just now a very free transatlantic circulation 
among the most easily impressionable class, that 
every woman should have her cervix uteri cauterised 
after each confinement and that this procedure 
should frequently be accompanied by a curettage, 
again with the same preventive object in view. 
I should like to ask my gynecological colleagues how 
often they see a case of carcinoma of the cervix 
outside their hospital outpatients. . 

The B.M.A. discussion last year on radiotherapy 
in non-malignant uterine hemorrhage should have 
gone far to allay the fears of many middle-aged 
women who have need of active treatment for uterine 
hemorrhage. B. W. Windeyer, in pleading the cause 
of radiotherapy, whether by X rays or radium, 
quoted Leonard Phillips’s collection, from twenty 
authors, of 7000 cases that were irradiated, showing 
a 95 per cent. rate of cure and a mortality of 0-25 
per cent. The question of which is the preferable 
method—X rays or radium—must be carefully 
weighed, for in all series of cases will be some in which 
operation is contra-indicated, others in which opera- 
tion is advisable, and others in which the decision 
is hovering in the balance and for which sound 
judgment will be needed. 


THE MENOPAUSE 


It is considered that 85 per cent. of women pass 
through the change of life without interrupting 
their daily routine. Truly a study of the meno- 
pause reaches all the fields of medicine ; hence, once 
the gynecologist has made his physical examination 
and excluded any gross pathological lesion, the treat- 
ment should devolve on the general physician, who 
may be fortunate enough to be in charge of his own 
endocrine clinic at the hospital. For here cstrin 
therapy holds out very real help to the menopausal 
woman who presents any untoward symptoms, for 
it should be possible to assure her that she is entering 
the period of life’s greatest contentment. Sarah 
Trent says: “Let women understand this neat 
division in their lives, the years up to 40 for growing, 
for learning, for marrying and bearing children ; 
the latter years for self-expression for herself and 
for all kinds of social and helpful activities.” 

It is only recently that cestrin therapy has come 
into the limelight so much. Previously suggestions 
would be the giving of bromide, with perhaps some 
thyroid medication in suitable cases, in others advice 
about diet, the management of life generally, and 
the treatment of obesity by suitable diet and exercise. 
These still figure in the programme, but a suitable 
dosage of cestrin may be established for three, six, 
or twelve months, in severe cases taking great care 
not to reduce this dosage before the patient has been 
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symptom-free, at least two or three months, and then 
to reduce it only by one-third. 


/ 


HORMONES 


Those specially interested in the prevention of 
neoplastic formation cannot fail to be apprehensive 
of the newly spreading and rapidly advancing 
hormonal suppression of lactation. It has been 
shown that the incidence of carcinoma mamms 
is greater among married women when lactation 
has failed. Up till recently, if a baby was stillborn, 
or if a mother failed to nurse her child, the intake of 
fluid was much reduced, the breasts were very tightly 
bound up for 14-21 days, and the patient was given 
copious draughts of saline purges by her maternity 
nurse—in other words the procedure was not very 
agreeable, and the unpleasant symptoms at times 
weighed the balance in favour of continuing with 
breast-feeding. Not so nowadays—a few injections 
or a few tablets by the mouth meet with conspicuous 
and often immediate success in the entire suppression 
of lactation. But what may this easy way out 
bring in its train, perhaps in generations to come ? 

Geoffrey Keynes considers that hormonal control 
of the breast function is less likely to cause carcinoma, 
for it presumably stops the flow of milk and thereby 
avoids the congestion of the breast which follows 
when the baby is merely taken from it. The carcinoma 
induced in mice by cestrogen needs a very considerable 
amount to be given over a very long period, and the 
female’ is far less susceptible than the male. R. D. 
Passey feels that, in view of the laboratory experi- 
ments, it is not wise to be too dogmatic at this stage. 
E. C. Dodds says that, although the injection of 
massive doses of cstrone into animals over a pro- 
longed period practically from birth increases the 
incidence of mammary carcinoma in a strain 
susceptible to this, it does not do so in animals that 
are not susceptible. When painted for long periods 
on the skin of mice, œstrogenic hormones do not 
produce carcinoma and they are therefore not carcino- 
genic in the sense in which this term is employed by 
pathologists. According to Dodds the production 
of mammary carcinoma by estrogens is probably 
due to excessive stimulation of the gland by very 
large doses, and he points out that the physician 
does not employ doses in any way approaching those 
required to produce carcinoma of the breast in 
experimental animals. 

Gardiner-Hill advises caution and circumspection 
in the use of hormones, but says: ‘‘ Provided 


that their administration is under careful super-. 


vision and dosage controlled, there seems no reason 
to fear for the future of rational hormonal substitution 
therapy.... It would seem that the safety factor, 
as far as the use of cestrogens in the human female in 
ordinary clinical doses is concerned, is well within 
reasonable limits.” 

It is at this point important to record that present- 
day views on the so-called precancerous conditions 
of the cervix uteri are tending to swing away from 
implicating chronic cervicitis and chronic erosion, 
and that much more attention is being directed to 
the hormonal imbalance and the effects of any 
dysfunction on local areas, such as the cervix, the 
corpus uteri, and the mamma, It is interesting to 
read the present views of Aleck Bourne and L. T. 
Bond, who are coming to the opinion that the part 
played by infection, especially of the endocervix, in 
the stiology of cervical erosion and so-called chronic 
cervicitis has been greatly over-estimated, and that 
some other factor must be of major importance. It 


seems certain that the glands of the cervix, in common 
with the endometrium, are influenced by ovarian 
and other hormones and that these must control 
their activity to a considerable extent, with the result 
that excessive secretion, and probably hyperplasia of 
these glands, may occur in the complete absence 
of infection, This is very important work, for 
undoubtedly the cervix uteri and its pathology are 
of prime importance, 


STERILITY 


On the subject of sterility Hunter wrote : 


‘* Barrenness proceeds from many causes and is quite 
inexplicable.... We now come tothe choice of a wife 
either for yourself or friend. In choosing a wife con- 
sider her parents and family; prolific parents have 
generally prolific children. Next her good general 
health—Let her not be subject to have too great or. 
too little an efflux, nor let them be irregular or at times 
mixed with the whites.... A sedentary quiet and 
regular way of life I believe has a great effect on con- 
ception, and that this is the reason why the superior 
Clergy are blest with such fine troops of children—the 
dissolute common girls who frequent Covent Garden 
seldom or never conceive—altho’ they have the 
Aavan ngs of all the fine young fellows about 

own. 


The treatment of sterility has made great strides 
in the last few years; clinics are being formed ‘in 
the big cities in the more progressive countries, 
where the matter is thoroughly investigated from 
the male and female standpoint, under one roof. 
The most recent work on the impairment of fertility 
opens with the sentence “It is no longer necessary to 
persuade intelligent laymen that the assessment of 
the fertility of the husband is as important as that of 
the wife. In increasing numbers they themselves 
are realising this fact and are not only willing but 
expect to submit to examination.” In fact the four 
of us who recently have combined in this investigation 
have all been very surprised and not a little disturbed 
at the percentage figures of subfertility encountered 
in the various series of husbands who have been 
inspected. 

Probably the woman of this epoch is faced by a 
more difficult lot than was any of her forebears ; for, 
though in this country the 15 million women voters 
outnumber the 13 million men voters, it is still a 
hard fact that many are unable to marry until after 
the optimal age of twenty to twenty-five, and that 
many still do not marry at all and so fail to fulfil 
their most natural function, Some of those who 
speak against birth control try to claim that the 
practice of contraception tends to produce sterility. 
However, so long as intracervical studs or stems 
or intra-uterine rings are not used, this does not seem 
to be the case. One clinic collected recently a series 
of 97 women who stopped using contraceptives 
because they desired another pregnancy, and of these 
96 were successful. 

It must be remembered that pregnancy depends on 
the coincidence of intercourse with the fertile phase 
of the cycle. Raymond Pearl concluded that, in a 
group of healthy white women between the ages of 
twenty and twenty-four, 30 pregnancies occurred in 
every 200 ovulations—i.e., the fertilisation-rate at 
any given ovulation is 1 in 7. The practitioner is 
constantly being asked how long should elapse before 
a married couple should ask for an investigation of 
so-called sterility. It may be said that, if one of a 
possible thirteen ova is not fertilised in any one 
year, there is probably a lowered fertility in one or 
both partners. 
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ARTIFICIAL INSEMINATION 


In 1799 John Hunter first used artificial insemina- 
tion in the treatment of human sterility, in a case 
of hypospadias in the husband, but for more than a 
hundred years after this the subject received but 
little attention. Prof. W. C. Miller has stated that in 
veterinary eugenics hormonic control has reached 
such a pitch that artificial estrus may be induced 
in females at any selected date, with the subsequent 
development of mature and ripe follicles and of 
ovulation. All this, accompanied by the preservation 
of spermatozoa in an active state for a considerable 
period, will enable man to claim that he has achieved 
almost complete control of the mechanical features 
of reproduction. Russia has been far more interested 
in artificial insemination in animals than has any 
other country. Indeed the technique and equipment 
there are so rapidly improving that in a few years 
their methods are likely to be more and more widely 
utilised. At present this practice in Russia far exceeds 
anything done in all the European and American 
countries combined. 

In man eutelegenesis is the idea of applying artificial 
insemination to the purpose of positive eugenics. 
Since about 10-15 per cent. of all marriages in civilised 
countries are sterile, this method may, before long, 
be applicable in certain cases of male sterility, to 
reduce the number of refractory sterilities, especially 
where procreation means a great deal to the woman 
concerned. 

The proportion of subfertile adults in our population 
is not known; hence in investigating and assessing 
a case of a sterile ‘mating a definite routine examina- 
tion is made of both parties at the same time. There 
have been many classifications of so-called sterility, 
but probably the following is the best and simplest : 
(1) primary low fertility; (2) secondary lowered 
fertility ; and (3) dyskyesis, or incapacity to carry 
pregnancy to term—in connexion with which an 
entirely new specific type of sterility is coming to be 
recognised in which lowered fertility in the male is 
manifested by spontaneous miscarriage in the female. 


John Rock’s experiments on the differences of' 


electrical potential strongly indicate that associated 
with human ovulation there is a characteristic change 
in the electrical condition in the pelvis, which has 
not been observed at other times in these cases or 
at any time in subjects who have no ripe follicle. If 
this investigation leads to the determination of the 
exact time of ovulation, it will be a step forward of 
the utmost importance as regards both contraception 
and sterility. 


DIMINISHING FERTILITY 


The declining fertility figures cause the gravest 
concern to all those scientists who are specially 
interested in the subject, and we feel that it is of the 
utmost importance for all in this country and the 
colonies to become eugenically minded. Eugenists 
themselves claim that the general fertility-rate is a 
better measure than the crude birth-rate. Indeed 
mathematicians have been enlisted in the cause, 
bringing forward arguments to prove almost that 
within a reasonable time the human race will be 
extinct. 

In their concentration on this lamentable result 
of their investigation they do not seem to be aware 
that at a not very remote period mankind was 
content with an almost stationary population incom- 
parably smaller than at present, that the later 
increased rate of human production was abnormal, 
that the disorder it introduced was further increased 
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by the still continuing conquests of medicine and 


hygiene in diminishing the death-rate, that it became 


necessary to substitute humane and artificial methods 
for the natural but cruel methods of restricting the 
growth of population, and that, in any case, the fall 
or rise of the birth-rate today tells us nothing what- 
ever about the birth-rate of tomorrow, even though 
we know that among the higher biological species 
and at the higher human cultural levels the birth- 
rate is always low. 

The population of the world at the middle of the 
seventeenth century was about 500 million persons. 
It is now, in three centuries, over 2000 million—more 
than a fourfold increase—with the most rapid advance 
during the last hundred years. The terrors of over- 
population are now however giving place to those of 
under-population. Sir Farquhar Buzzard has fore- 
cast the state control of all marriages within the 
next 25 years as a necessary measure to preserve 
the quality of the race, since we are confronted not 
only with a declining birth-rate but also with the 
prospect of a population in which the unfit would 
outnumber the fit. 

Most energy has recently been expended to try 
to check the declining birth-rate in France, Belgium, 
Italy, and Germany. A population policy was begun 
in Italy in 1926, in Belgium in 1930, and in Germany 
in 1933. In 1932 in France the payment of family 
allowances—1-2 per cent. of the total wages bill— 
was made compulsory in many industries. The 
same was done in Belgium in 1928; but in neither 
country has the birth-rate ceased to decline steadily. 
In Italy Mussolini wanted a population of 60 million 
in 1950 from the present 44 million. To this end 
he gave preference to married men in public service, 
gave special prizes to mothers of twins or triplets, 
allowed fathers of eight children to have their children 
educated free, and taxed bachelors very highly. 
Here are also laws against birth control, and there 
are marriage and birth premiums. 

Germany is the only country whose birth-rate has 
risen sharply, from 14-7 per 1000 in 1933 to 18°8 
per 1000 in 1937. The principal measures to check 
the decline in birth-rate have been marriage loans, 
begun in 1933, which are given in the form of tokens 
that may be exchanged for household requisites ; 
lump-sum grants from state funds; and family 
allowances to check the “flight from the land,’ 
the marriage loans being given on specially favourable 
terms to persons engaged in agriculture or forestry. 
In France, Belgium, and Switzerland there are no 
birth-control clinics. France and Belgium are trying 
to raise their birth-rates by a nation-wide family 
allowance system, so far without success. It is 


‘estimated that, if a similar system were instituted in 


this country, it would cost around £5,000,000 per 
annum. 

The British race all over the world is lowering 
its birth-rate. There are no slums in Australia or 
New Zealand, but there has been a considerable 
fall in the birth-rate, as well as in Canada and South 
Africa. The fertility of the British stock in the 
Dominions has fallen as rapidly as in the mother 
country. 

The Nazi leaders originally formulated a theory 
concerning woman’s place in their state. They 
sought to further the reproductive function, to sub- 
ordinate the work function to an ideal of womanliness, 
and to provide happiness and security in the home. 
Their inclination is to fit all women into a single 
mould on the assumption of a universal maternal 
feeling and unlimited wifely dociity. But, with 
silence about birth-control information, the fact 
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that excessive reproduction means quantity not. 


quality, the still deficient reproduction-rate for the 
maintenance of population, the unfair distribution 
of the burden of work and of reproduction, and 
the failure to recognise individual differences between 
women, all does not move forwards quite as smoothly 
as was anticipated. In June, 1936, with the German 
drive for more births, the insurance offices decided 


So now what amounts to a census of German breeding 
stock is taking place at approved eugenic clinics. 
An enormous number of family charts are prepared 
- which include the results of individual examinations 
made at the clinics. One card is retained by the 
health office, another goes to the health office at 
the individual’s birth-place, and the third to a huge 
central archive at the national health office. 
Undoubtedly there are lessons that may be learnt 
from the eugenic measures in Germany of the Third 
Reich. They were recently described by Dr. Felix 
Tietze in a paper to the British Eugenics Society. 


STERILISATION 


At this point it may be of interest to mention that 
one of the latest European sterilisation laws is being 
tried out in Latvia, where a commission is given 
complete freedom to decide on the suitability of 
sterilisation, with no specific regulations. In Sweden 
a sterilisation bill came into force in January, 1935, 
governing only the sterilisation of persons suffering 
from insanity, feeble-mindedness, or other mental 
disorders, who by reason of such condition are 
permanently inhibited from giving a valid consent 
to this procedure. Voluntary sterilisation is outside 
the scope of this law and is allowed on adequate 
grounds and is done without legal procedure. The 
surgeon who performs the operation has to report to 
the ministry of health, and the grounds for sterilisation 
may be eugenic, medical, or social. 

In England the Voluntary Sterilisation Bill which 
is now before this country permits of the sterilisation 
of four classes : (1) mental defectives ; (2) those who 
have suffered mental disorder in the past ; (3) those 
who have grave physical disability which is likely to 
be inherited ; and (4) those who are deemed likely 
to transmit a mental defect or grave physical disability 
to subsequent generations. Lord Dawson, who has 
done so much for this measure, has truly said : “ The 
smaller the birth-rate the more it is necessary to 
organise selection for quality, if the race is not to 
deteriorate.” 


THE PECKHAM HEALTH CENTRE 


This centre is already striving along the right lines. 
When the family joins up, every member is examined’ 
both clinically and by routine laboratory tests, and 
this examination is supplemented by periodic health 
overhauls and by such special services a8 premarital 
consultations and examinations with the giving of 
advice during pregnancy and the postnatal period. 
The centre considered that a self-supporting organisa- 
tion would require the enrolment of about 2000 
families. At this centre the family overhaul begins 
with the father or with any newborn child, after 
which other members of the family follow. The 
examinations—three for each person—are an exam- 
ination in thelaboratory along aprescribed schedule, the 
physical examination by the doctor in the consulting- 
room, and the “family consultation’? between the 
assembled family and the doctors who have examined 
any of them. 

The result of this method of approach is found to 
be amazingly informative and invaluable to the 


’ ‘ F j 
. 7 A 


[marcon 4, 1939 


biologist, covering as it may the whole of family life. 
Possibly most striking. are the benefits from the 
regime of the “parental consultation,” which takes. 
place between both parents and doctor before, during, 
and after pregnancy and again at the approach of 
weaning, together with the care of the mother alk 
through the pregnancy, with fortnightly visits to the 


- laboratory and a monthly visit to the doctor-biologist, 
that sterility in women was to be regarded as a disease, — 


and a return visit after the confinement, when breast- 
feeding has been well established. 

At the centre they consider that already the 
difference is apparent in those infants born of parents. 
prepared for their pregnancy. It seems that whereas 
all babies tend to show high biochemical values of 
iron, calcium, &c., at birth, it is common to find & 
fall of these within the first six months of life. In 
the centre they find that such a fall only occurs 
where the mother’s value was low and was not sub- 
stituted during pregnancy. If this is true they have 
evidently found a technique for helping to eliminate. 
maternal morbidity, and possibly of modifying, if not 
breaking, the vicious circle of inheritance of consti- 
tution, and so perhaps indirectly of raising the 
birth-rate. - 

The centre gives each family the chance of 
eliminating disorders as they arise, so that they shall 
not slowly undermine the constitution of each person 
and prematurely use up his vital reserves. This is. 
rational scientific medicine in the opinion of those 
responsible for this most excellent, far-seeing, and 
unique experiment. 

CONCLUSION 


I have reviewed various aspects of gynecology 
and obstetrics in which advancing knowledge has: 
held out a helping hand to women; I have explored 
various avenues offering hope in future research ;. 
and I have commented on various menaces that 
threaten us and call for careful scientific scrutiny. 

The grim figures of unemployment, the insufficient. 
housing accommodation, the shackles of the deferred- 
payment system, the effects of taxation, the rising 
cost of education, though everpresent in their unfor- 
.gettable reality, seem all comparatively minor in 
their importance; for the last few months have. 
brought new and far more disturbing deterrents. 
to fertility in their train, in the greatest menace- 
of all, fear. The biologist, the eugenist, and the 
sociologist try to gaze far into the future, but the 
immediate present is a great deal more urgent, 
and surely is the only time for action, if action 
there can be. If this society is in any way a mouth- 
piece of the medical profession of this country, I do- 
most earnestly emphasise that now is the moment. 
for the doctors, lawyers, and scientists of the world, 
who in very truth are members of one brotherhood 
with one common object, to do their utmost to. 
represent to their politicians, their leaders, and the 
heads of their governments, the abiding truth of 
the illegality of aerial bombardment of the civilian 
population of cities. 


THE sixth congress of the International Hospital 
Association will be held in Toronto from Sept. 19 to 23- 
under the presidency of Dr. Malcolm MacEachern, associate 
director of the American College of Surgeons, Chicago. 
The mornings will be devoted to plenary sessions at which 
the principal subjects for discussion will be world-wide 
advances in hospital construction; the place of the 
hospital in the community; and hospital organisation. 
and management. At other meetings the reports of the 
study committees will be presented and discussed. The 
headquarters of the congress will be at the Royal York 
Hotel, Toronto. 
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A NEUROTROPIC STRAIN OF HUMAN 
INFLUENZA VIRUS 


By C. H. Sruart-Harris, M.D. Lond., M.R.C.P. 
FOULERTON RESEARCH FELLOW OF THE ROYAL SOCIETY 


(From the National Institute for Medical Research, 
London) 


DurRinG the five years which have elapsed since 


the first isolation of human influenza virus most of 


the evidence about the behaviour of the virus has 
emphasised its predilection for the respiratory tract. 
Most workers agree that ferrets and mice infected 
intranasally with influenza virus develop lesions only 
in the nose and lungs. The evidence about the 
recovery of the virus from the tissues of inoculated 
animals is at present somewhat conflicting. Thus, 
the work of Smith, Andrewes and Laidlaw with the 
W.S. strain of virus soon after its initial isolation 
resulted in failure to recover virus from any organ 
other than the nasal turbinates and lungs of infected 
ferrets and mice (Smith 1936). However, Smorodint- 
seff and Ostrovskaya (1937) claimed that they could 
recover virus from the blood, liver, spleen and urine 
of mice infected with virus intranasally, and Cerruti 
(1937) recovered virus from the liver, spleen, and brain 
of mice after intranasal infection. Although Cerruti 
worked with a strain of W.S. virus which had been 
passaged many times in ferrets and in mice and had 
undergone a considerable increase in virulence for 
mice (Andrewes and Smith 1937), Smorodintseft 
obtained his results both with the virulent W.S. 
virus and with the Leningrad strain, which had been 
isolated only a short time previously. 

More recent attempts in the laboratory of the 
National Institute for Medical Research to isolate 
virus from the organs of mice infected intranasally 
with the virulent W.S. virus have resulted in the 
recovery of virus from the spleens of moribund mice 
but not from the heart’s blood, liver or urine. The 
brains were not tested in these experiments, and the 
results with the spleens suggested that the occurrence 
of virus in organs other than the respiratory tract 
might be a terminal phenomenon. Attempts to infect 
animals by routes other than by direct inoculation 
of the respiratory tract have given results suggesting 
that the virus does not survive easily in tissues outside 
the respiratory organs. Thus, Smith, Andrewes and 
Laidlaw (1935) reported that they were unable to 
infect ferrets by subcutaneous, intramuscular, intra- 
peritoneal, intratesticular or intracerebral routes, 
and their work with the W.S. virus soon after its 
transference to mice suggested a similar lack of 
infectivity of the virus for mouse tissues other than 
those of the respiratory tract (Smith 1936). In 
particular they failed to find evidence of survival of 
the W.S. virus for even two days after its introduction 
into the mouse brain by direct inoculation. 

Recently Daddi and Pana (1937) and Cerruti and 
di Aichelburg (1937) have suggested that the rabbit 
can be infected intracerebrally by the direct inocula- 
tion of lung filtrate from mice infected with the 
virulent W.S. virus. Daddi described a meningo- 
encephalitis in rabbits thus inoculated, and Cerruti, 
although unable to find any signs of illness in the 
inoculated rabbits, stated that he had passaged the 
W.S. virus for three generations in rabbits’ brains and 
had recovered the virus by inoculating the brain 
emulsion intranasally into mice. None of these 
authors reported any attempt to infect mice by the 


intracerebral route, however, and there has been, 
therefore, to date, no evidence that human influenza . 
virus can multiply in the nervous system of the mouse 
even after direct inoculation. A single attempt to 
infect mice intracerebrally with the mouse-lung- 
adapted W.S. virus was made recently in this labora- 
tory. Virus was demonstrated in the brains of mice 
two days after the intracerebral inoculation of mouse- 
lung filtrate, and at the same time two passes in 
series from brain to brain were carried out. The 
brain emulsion from the third generation of intra- 
cerebrally inoculated mice failed to produce any 
lesions in the lungs of mice after intranasal inocula- 
tion ; hence no evidence of multiplication of the virus 
in the mouse brain could be obtained. Recently also 
Dr. Wilson Smith, in a single experiment, was unable 
to demonstrate any surviving virus in the brain of 
a rabbit which had been inoculated intracerebrally 
with virulent mouse filtrate (strain W.S.) three days 
previously. 7 

The best evidence that the virus can attack nervous 
tissue has been furnished by Burnet. In 1936 Burnet 
reported that, after cultivation of the Melbourne 
strain of human influenza virus for sixty-three 
generations on the developing hen’s egg, the chick 
embryo died and the brain of the embryo showed a 
peculiar hemorrhagic condition.. Burnet found 
virus in the affected brain but concluded that most of 
it was associated with the blood-cells, from which 
it could be recovered in abundance. In 1938 Burnet 
and Lush reported that the virulent mouse W.S. 
virus also produced hemorrhagic encephalitis in chick 
embryos after only twenty-six passages on the chorio- 
allantoic membrane, the picture being identical with 
that produced by the Melbourne virus. 

The present paper describes the development of 
a strain of the W.S. virus which can multiply in the 
brain of the mouse after direct intracerebral 
inoculation. 


DIAGRAM SHOWING THE HISTORY OF THE DEVELOPMENT 
OF THE NEUROTROPIC STRAIN OF THE W.S. VIRUS 


W.S. mouse passage virus 
Hen’s egg 


Serial passage on chorio- 
allantoic membranes 


| 
Hemorrhagic ‘‘ encephalitis ”’ of 
chick after 14 passes 


Chick brain of 21st generation 


Intracerebral inoculation of very young mice 
Brain emulsion after 2 days 


| 
Intranasal test | 
in mice gave 4 
typical influenzal | 
lung lesions | 

| 

| 


f 


Serial passage intracerebrally in mice 
No symptoms or deaths for 11 passes 


12th passage and subsequently deaths of mice 
with symptoms of encephalitis 


HISTORY OF THE NEUROTROPIC STRAIN 


The diagram given above shows the history of the 
development of this neurotropic strain of the W.S. 
virus. The material used for the initial inoculation 
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of the egg membrane was a filtrate of infected mouse 
lungs through a collodion membrane of average 
pore diameter 0-71 u (Elford 1931). The virus had 
_ previously been passed 166 times through ferrets 
and then 196 times through mice. Serial passage on 
the hen’s egg was carried out every two or three days, 
the chorio-allantoic membrane being used each time 
as the source of virus (technique of Burnet 1936b). No 
lesions were detected on the membrane for the first 
five passages, but thereafter fine flaky opacities and 
thickening of the membrane appeared constantly. 
After fourteen passages deaths of the embryos were 
observed, and some of the dead embryos showed the 
typical picture of hemorrhagic encephalitis described 
by Burnet (1936a). This picture recurred in subsequent 
passages although not in every embryo, and a 
titration of an emulsion of the whole embryo by 
intranasal inoculation into mice showed that the 
embryo contained as much virus as did the chorio- 
allantoic membrane. Both, however, yielded virus 
of a somewhat lower infective titre for mice than the 
original mouse W.S. virus. The latter was regularly 
infective at a dilution of 1/10° of a filtrate of a 
5 per cent. emulsion of mouse lungs, but the egg 
membrane was only infective up to a dilution of 
1/104 or 1/105 of the 10 per cent. emulsion. The 
brain of a dead chick embryo of the twenty-first 
generation of the serial passage was removed and 
emulsified in 5 c.cm. of broth mixed with an equal 
part of normal saline, and 0-02 c.cm. was inoculated 
intracerebrally under ether anesthesia into each of a 
group of three very young mice 10-12 g. in weight. 
The mice did not become sick; they were killed on 
the second day after inoculation, and their brains 
were removed and emulsified in broth-saline mixture 
to a concentration of 10 per cent. by weight; the 
emulsion was inoculated into two groups of slightly 
older mice 12-14 g. in weight. Mice of one group 
received an inoculation of 0-05 c.cm. each intra- 
nasally under ether anzsthesia ; the mice were killed 
after five days, and their lungs were examined for 
lesions. Mice of the other group were each inoculated 
intracerebrally with 0:02 c.cm.; some were killed 
after two days, and brain emulsions were prepared 
and used for inoculation both intranasally and intra- 
cerebrally into further groups of mice, In this way 
continual intracerebral mouse passage every two or 
three days was carried out, and the presence of 
influenza virus in the brains was tested for by 


intranasal inoculation. Survival of the influenza 
virus in the mouse brain of each passage was proved 
by the fact that the lungs of the mice inoculated 
intranasally with the brain emulsions showed lesions 
typical of influenza. 

No symptoms suggesting virus infection were 
observed in the mice infected intracerebrally until 
the twelfth passage, when deaths occurred on the 
fifth, sixth and seventh days after inoculation, and 
signs of illness were observed shortly before death. 
Thereafter signs of illness and deaths occurred 
regularly, and few mice survived after receiving the 
full-strength 10 per cent. brain emulsion of the 
previous passage. Thirty-four passages have now 
been accomplished, and the picture in the inoculated 
Mice is consistent. The clinical picture which has 
been observed in these intracerebrally infected mice 
comprises first a ruffling of the fur, then either excite- 
ment or else depression with hunching of the back and 
lethargy. Eventually, owing to increasing weakness 
and ataxia, the mice lie helpless on back or side, and, 
although occasional clawing movements of the hind 
legs have been seen, convulsions have only occurred 
as a terminal event, and true paralysis has not been 
observed. Occasional mice have exhibited rolling 
movements as in the rolling disease of mice described 
recently by Findlay et al. (1938), but this sign has 
not been constant. Death has been most usual on 
the fifth or sixth day after inoculation, and at 
autopsy the only abnormalities seen have been in 
the brain. When the skin has been removed from the 
vault of the skull, a hemorrhagic appearance is 
obvious, and the brain shows a fine congestion of the 
vessels of the pia arachnoid. Histological preparations 
of the brains, examined with the kind help of Dr. 
Perdrau, have revealed a congestion of vessels without 
perivascular cuffing, a mononuclear cell infiltration 
of the meninges, and changes in the neurones, 
particularly of Ammon’s horn. A polymorphonuclear 
cell reaction is seen along the track of the needle 
used for inoculation. The changes in the neurones 
consist of an enlargement of the nucleoli, which stain 
deeply with acid dyes, a breaking up of the remaining 
chromatin of the nucleus, and a fine acidophilic 
granularity throughout the whole nucleus. These 
changes, which are most obvious in preparations 
stained with Mann’s stain, resemble those described 
by Burnet (1936a) in the ectodermal cells of the chorio- 
allantois infected with the Melbourne virus. 


TABLE J—SERUM NEUTRALISATION EXPERIMENTS IN MICE 


— | Tested intranasally ® 


Tested intracerebrally t 
IH serum (horse)— (ung lesions on 4th day) 
Brain emulsion alone 2+ 2+ 2+- 3+ 3+ 34+ Dg Dg Dg Dg De De 
» » and serum . oe oe 0 0 0 0 0 0 D5 Dg Dg Seg Seg Sag 


Convalescent ferret serum (W.S.)— 


lung lesions on th day) 
6 + 2+ 2+ 


Brain filtrate and saline . Dg Dg D7 
» ” serum 1:2 (final dilution) .. 0 0 0 Seog Sog Sog 
R : » 1:10 , 5 i 0 0 0 S28 S28 Sas 
5 6 m 1:50 , + a Nsp. 0 Nsp Seog Sog Sog 
Convalescent ferret serum (W.S.)— . ae < l H 
Brain emulsion and saline wo ae we 4+ 3+ 3+ = 
» ” serum 1:10 (final dilution) Nsp. 0 0 — 
» ” » 1:50 (,» » ) 0 0 0 —- 
” » » 0 1+ — 


1:250 ( » » ) | 0 


* Figures represent the relative size of the lung lesion: 
0 = no lesions, 1 + = small lung lesion, 2+, 3+ = larger lung 
lesions, 4+ = complete hepatisation of lungs. Nsp.= non- 
specific death of mouse. 


tD indicates death of mouse, the accompanying number 
being the number of days after inoculation when death occurred. 
Sog indieates survival for 28 days after inoculation, 
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PROOFS OF THE PERSISTENCE OF THE INFLUENZA VIRUS 


Four proofs have been obtained that influenzá 
virus is still present in the brains of the mice after 
many intracerebral passages. 

(1) Intranasal inoculation of mice under ether 
anæsthesia with brain emulsions from the serial 
passages has regularly produced lung lesions typical 


TABLE IJ—INTRANASAL IMMUNITY TEST OF SURVIVORS 
FROM INTRACEREBRAL W.S. 


of mouse Intra- Sur- |Inter-| Result of intranasal 
passage cerebral | vivors val in test with ordinary 
(intra- inocula- days | mouse strain of W.S.* 
cerebral) tion 
Qung filtrate 1/100) 
5th None 3 22 | Ds Dg D7 
7th 5 2 17 | Ds Dy 
10th 5 3 8 | D 4 D 5 D 5 
| (dung filtrate 1/10) 
12th Yes 4 30 Ds So So So 
14th 1 27 D4 
15th » i 4 23 S+ So S+ So 
16th = 2 31 So So 


e D indicates death of mouse from complete hepatisation of 
lungs; the number following indicates the day on which death 


occurred after intranasal inoculation. 


So = as tthe 10 days with absence of lung lesions when 
ed. 
S + = Survival 10 days with small lung lesion when killed. 


of influenza virus. The intranasally inoculated mice 
have usually been sacrificed on the fifth day after 
inoculation, and those mice receiving brain emulsions 
from the earlier intracerebral passages showed only 
small lung lesions when killed. More extensive lung 
lesions, or else complete hepatisation of the lungs 
with death before the fifth day, occurred in mice 
receiving intranasally brain emulsions from the 
seventh and subsequent intracerebral passages. 

(2) The virus present in the brain has been success- 
fully neutralised by mixing brain emulsions and 
filtrates with anti-influenzal sera and inoculating 
groups of mice intranasally and intracerebrally with 
the mixture. Table I shows the results of three 
neutralisation experiments with an immune anti- 
influenzal horse serum IH, (Laidlaw, Smith, Andrewes 
and Dunkin 1935) or serum from a ferret convalescent 
after infection with the ordinary mouse strain of 
W.S. virus. The horse serum protected the lungs 
completely when tested intranasally and saved the 
lives of three of the six mice tested intracerebrally. 
The ferret serum neutralised the brain emulsion 
completely, as judged by intranasal tests up to a 
final dilution of at least 1/50 (its titre against a filtrate 
of mouse lungs of the ordinary W.S. strain was 1/250). 
The ferret serum saved the lives of all the mice 
receiving a mixture of brain filtrate and serum, 1 in 
10 and 1 in 50, although some of the mice showed 
signs of cerebral irritation. 

(3) Mice surviving intracerebral infection with the 
neurotropic strain of W.S. after showing symptoms 
are immune to a subsequent inoculation intranasally 
with the ordinary W.S. virus. Table II shows that, 
although eight survivors from the early brain passages 
which had not shown symptoms were completely 
susceptible when tested intranasally, nine out of 
eleven mice from the later passages which did show 
symptoms were immune and showed either small or 
no lung lesions when killed ten days after the intranasal 
immunity test. 


(4) Of two ferrets inoculated intranasally with 
mouse brain emulsions, one inoculated with emulsion 
kept for forty-eight hours at 0°C. showed no subse- 
quent illness, but the other, inoculated with fresh 
emulsion from the twenty- fifth intracerebral passage, 
developed nasal symptoms and fever typical of 
poet after an incubation period of forty-eight 

ours 

There seems no doubt, therefore, that influenza 
virus is present in the mouse brain after many serial 
passages and must therefore be multiplying abund- 
antly, but proof that this virus causes the signs of 
illness and death of the mice is still not conclusive. 
Mice are subject to various spontaneous nervous 
diseases, such as lymphocytic choriomeningitis (Traub 
1936), encephalomyelitis (Theiler 1937) and rolling 
disease (Findlay et al. 1938), and an extraneous mouse 
organism might therefore have been picked up during 
the repeated brain passages. Although the clinical 
picture and brain histology did not suggest any of 
these diseases, attempts have been made to exclude 
them as far as possible. In the first place, smears of 
infected mouse brain have been stained and examined 
and cultivation of brain emulsion on various media 
has been attempted, but always with negative results. 
Then an immune rabbit antichoriomeningitis serum 
was obtained by the courtesy of Dr. Findlay, and 
mixtures of this serum with brain emulsion after 
standing at room temperature for 1} hours were 
inoculated into groups of mice both intranasally and 
intracerebrally. The intranasally inoculated mice 
all developed lung lesions typical of influenza, and 
the intracerebrally inoculated mice all died with 
symptoms typical of the disease induced by brain 
emulsions alone. Again, some brain emulsion was 
filtered through successive collodion membranes of 
average pore diameter 0-66 and 0-3. The final 
filtrate produced typical influenzal lung lesions in 
four out of six mice inoculated intranasally and 
killed three out of six mice inoculated intracerebrally. 
Thus, although the potency of the virus was reduced 
by filtration through the tight membrane, it was not 
abolished ; hence the agent causing the rolling disease 
of mice which will not pass through such a membrane 
(Findlay et al. 1938) is unlikely to have been respon- 
sible for the condition described. Finally, the virus 
of spontaneous mouse encephalomyelitis causes a 
flaccid paralysis of the hind legs of mice (Theiler 1937), 
and such paralysis has never been observed in any of 
the present mice. 


SUMMARY 


The history of the development of a variant of the 
W.S. strain of human influenza virus which is neuro- 
tropic for mice is described. No evidence has been 
obtained that any other mouse-pathogenic organism 
is associated with the neurotropic influenza virus. 
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COLLOIDAL ALUMINIUM HYDROXIDE 
IN THE TREATMENT OF PEPTIC ULCER 
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ALUMINIUM hydroxide has been used for the treat- 
ment of peptic ulcer, particularly in America, by a 
number of workers during recent years. The original 
paper of Roch (1922) has been followed by com- 
munications from Crohn (1929), Einsel and others 
(1930, 1932), Woldman and Rowland (1936, 1937), 
and O’Brien (1938). All these have given favourable 
opinions concerning the value of this substance, and 
the chief claim made for it is that, when administered 
in the form of aluminium hydroxide gel, it differs 
from alkalis in that, owing to its amphoteric qualities, 
it will neutralise hydrochloric acid in considerable 
quantities without becoming basic ; it is claimed that 
this substance combines with hydrochloric acid to 


form aluminium chloride, and that, however much 


of it is given, an alkaline reaction cannot be produced ; 
in the small intestine the biliary and pancreatic juices 
react with it to re-form sodium chloride and repre- 
cipitate aluminium hydroxide. It is therefore claimed 
that colloidal aluminium hydroxide can act as an 
efficient neutraliser of gastric acidity, and that it is 
incapable of producing alkalosis. 


We have carried out a preliminary investigation of 
this substance with a view to answering the following 
questions : (1) Can aluminium hydroxide gel be shown 
effectively to neutralise the gastric contents? (2) Is 
it an effective substance in the clinical treatment of 


peptic ulcer? (3) Is there justification for the claim 
that it cannot produce alkalosis ? 


DEMONSTRABLE EFFECTS ON GASTRIC SECRETION 


To obtain information concerning the effect of 
aluminium hydroxide on gastric acidity under normal 
conditions we have examined specimens of the gastric 
contents in four cases of peptic ulcer. The results 


. are shown in figs. 1—4, the following being the details 
concerning the four cases. 
Case 1.—Male, aged 39, with chronic gastric 


ulcer troubling him since 1923 and a history of several 
hemorrhages. Fractional test-meal showed very 
high acidity. When he was fed through a stomach- 
tube with 10 oz. of milk at two-hourly intervals, 
there was a constant moderate amount of free hydro- 
chloric acid in the stomach (fig. la). When 3 drachms 
of aluminium hydroxide was. given one hour after 
each of such feeds, the free hydrochloric acid was 
practically abolished (fig. 16). When the aluminium 
hydroxide was reduced to 1 drachm one hour after 
each feed, the neutralisation remained excellent 
(fig. 1c). 

CASE 2.—Male, aged 49, with-severe hæmorrhage 
from duodenal ulcer in 1935. Ulcer still present on 
radiography. Fractional test-meal showed low acidity. 
When he was treated by two-hourly feeds of 10 oz. 
of milk given by mouth, there was almost constant 
free hydrochloric acid in the stomach, reaching a 
high level (fig. 2a) When 1 drachm of aluminium 
hydroxide was given by mouth one hour after each 
of such feeds there was a very fair neutralisation, 
which became complete in the late hours of the day 
(fig. 2b). When the aluminium hydroxide 
increased to 3 drachms between feeds, there 
complete achlorhydria throughout the period of 
feeding (fig. 2c). 

CaSE 3.—Male, aged 26, with twelve years’ history 
of duodenal ulcer confirmed by radiography. Frac- 
tional test-meal showed considerable secretion of 
free hydrochloric acid of ‘‘ climbing” type. On 
two-hourly feeds of 10 oz. of milk there was a high 
level of free hydrochloric acid throughout the day 
(fig. 3a) When 1 drachm of aluminium hydroxide 
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Fic. 1—Graphs of gastric acidity in case 1: (a) on two- 
hourly feeds of 10 oz. of milk; (b) on same diet plus 
3 drachms of aluminium hydroxide an hour after food ; 
(c) on same diet plus,] drachm of aluminium hydroxide 
an hour after food. 

Fic. 2—Graphs of gastric acidity in case 2: (a) on two- 
hourly feeds of 10 oz. of milk; (b) on same diet plus 
1 drachm of aluminium hydroxide an hour after food ; 
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(c) on same diet plus 3 drachms of aluminium hydroxide 
an hour after food. 


Fie, 3—Graphs of gastric acidity in case 3: (a) on two» 
hourly feeds of 10 oz. of milk; (6) on same diet plus 
l drachm of aluminium hydroxide an hour after food; 
(c) on same diet plus 1 drachm of alkaline powder 
(1 part of heavy magnesia, 2 parts of light magnesia, 
and 3 parts of chalk) an hour after food. 
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was given by mouth an hour after each of such feeds 
this acidity was somewhat reduced (fig. 3b). When 
1 drachm of alkaline powder containing one part of 
heavy magnesia, two parts of light magnesia, and three 

arts of chalk, was substituted for the aluminium 

ydroxide, the neutralisation was somewhat more 
effective but not very much so, there still being 
considerable amounts of free hydrochloric acid present 
during the greater part of the day (fig. 3c). 


CASE 4.—Male, aged 30, with one year’s history of 
duodenal ulcer, confirmed by radiography. Fractional 
test-meal showed ‘“ climbing” type of curve; on 
10 oz. of milk two-hourly there was considerable 
secretion of free hydrochloric acid, becoming less 
in the latter half of the day (fig. 4a). Aluminium 
hydroxide 1 drachm one hour after each feed pro- 
duced a considerable reduction in acidity (fig. 4b), 
and 3 drachms given one hour after each feed produced 
almost complete neutralisation (fig. 4c). A similar 
effect was obtained with an alkaline powder con- 
stituted as for case 3 (fig. 4d). 


We believe that these charts effectually demon- 
strate that aluminium hydroxide possesses, in doses 
of 1-3 drachms, neutralising powers as great as those 
of ordinary doses of alkaline powder. 


CLINICAL RESULTS 


We are of opinion that it is not justifiable at the 
present date to endeavour to treat a case of peptic 
ulcer by any medicinal substance with neglect of 
diet; and, since many cases show great clinical 
improvement when treated by diet alone, it is difficult 
to assess the relative value of various alkalis. We 
have, however, treated some thirty outpatients, of 
both sexes, between 29 and 72 years old and suffering 
from gastric, duodenal, or anastomotic ulcers, the 
duration of. history varying from three months to 
forty years. 
been confirmed radiologically ; all were placed on 
small frequent soft or fluid feeds with an alkaline 
powder taken one hour after each feed. After various 
periods of time each was asked to substitute aluminium 
hydroxide gel for the powder and to note any 
differences. In all save two cases the patients 
expressed a preference for the gel; nearly all were 
completely free from pain while taking this prepara- 
tion, but in five cases there appeared to be no relief ; 


in general the clinical impression was that the benefit’ 


was fully equal to what was derived from the alkaline 
powder. Apart from this impression, it was certain 
that diarrhea, which is often very troublesome in 
patients under treatment with alkalis, was absent 
in every case except one. Five patients noted slight 
constipation, which was easily counteracted with 
liquid paraffin. 


ALUMINIUM HYDROXIDE AND ALKALOSIS 


The most important claim made for aluminium 
hydroxide is that it cannot produce alkalosis. We 
have made a series of careful observations on this 
point. 

(1) In several patients we have observed the 
alkali reserve both after full doses of alkaline powder 
and after full doses of aluminium hydroxide without 
noting any change in the alkali reserve. In others 
there has been a slight rise in the alkali reserve after 
several days of alkali but none after aluminium 
hydroxide even when given in amounts as great as 
3—4 oz. in the twenty-four hours. 

(2) In a patient with a severe chronic duodenal 
ulcer in whom treatment with alkali has frequently 
been interrupted owing to the development of alkalosis 
the alkali reserve was unaffected by 1 oz. of aluminium 
hydroxide daily for a week. When this amount was 
doubled, a slight rise in the alkali reserve (from 52 to 


with renal 
. failure, in 
‘whom the 


In all these cases the diagnosis had 


65) was ob- 
served, but 
no symp- 
toms of 
alkalosis 
were pro- 
duced such 
as had 
frequently 0 
been seen 
when the 
patient was 
previously 
treated with 
magnesium 
hydroxide. 
(8) In a 
patient 


60 
40 
20 


urea clear- 
ance Was 
19 per cent. 
of normal, 
the admini- 
stration of 
aluminium 
hydroxide 
2 oz. daily 
for four 
days pro- 
duced no 
increase in 


Fia. 4—Graphs of gastric acidity in 
case 4; (a) on two-hourly feeds of 10 oz. 


h alkali _ of milk; (b) on same diet plus 1 drachm 
ee H of aluminium hydroxide an hour after 
, food; (c) on same diet plus 3 drachms 

Our in- of aluminium hydroxide an hour after 
quiry, ad- food; (d) on same diet plus alkaline 
mittedly powder (same composition as in case 3) 


limited in an hour after food. 

extent, r 
therefore suggests that the claim that aluminium 
hydroxide does not produce alkalosis is justified. 


SUMMARY 


Observations on a number of patients indicate that 
aluminium hydroxide gel is an effective substance 
for neutralising the gastric contents, that it is a 
valuable adjuvant in the treatment of peptic ulcer, 
and that it is not liable to cause alkalosis. 


We would express our thanks to Prof. E. C. Dodds, 
the chemical observations in this paper having been 
carried out in the Courtauld Institute of Biochemistry, 
Middlesex Hospital. 
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CONFERENCE OF WORKERS FOR CRIPPLES.— The 
fourth World Conference of Workers for Cripples will 
be held at Bedford College for Women, London, from 
July 16 to 22. The conference will be officially opened on 
Monday afternoon, July 17, by Mr. Walter Elliot. The 
principal subjects for discussion will be preventive 
orthopædics in childhood (which will be opened by Mr. 
R. C. Elmslie); the education, vocational training and 
subsequent employment of the cripple, and the industrial 
cripple. Further information may be had from the 
organising secretary, 34, Eccleston Square, S.W.1. 
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FOLLOWING the restoration of sexual function 
in a male castrate of 38 by injections of testosterone 
propionate (Foss 1937) I have taken advantage of 
the keen coöperation of this patient to compare the 
effects of a variety of androgens by injection, by 
mouth and by inunction. 

On Oct. 29 and 30, 1937, the man received a total 
of 70 mg. of testosterone propionate by injection. 
Urine samples were collected for the next three days 
and these were sent to Dr. R. K. Callow at the 
National Institute for Medical Research for estimation 
of cestrogen and androgen, The results are shown in 
fig. 1. It was found that the excretion of androgen 
was 160 international units per day, and Dr. Callow 
calculated (see Callow 1938) that the extra androgen 
excreted in the urine in the first two days was 16 per 
cent. of the total dose given in terms of biological 
activity. This figure is much higher than is obtained 
in cases of prostatic enlargement treated with 50 mg. 
per week when 1-6 per cent, of the androgenic activity 
is excreted. After 58 days free from treatment a 
further estimation showed that the excretion of 
androgen had fallen to 34 I.U. per day. The admini- 
stration of testosterone propionate also increased 
the excretion of cstrogen in the urine, whereas this 
was negligible after the period of rest. 

Unfortunately estimations of urinary androgen 
were not carried out before any therapy was given, 
though it is doubtful whether the resting estimation 
was effected by the last subcutaneous injection of testo- 
sterone propionate. I feel sure that all this must have 
been excreted 58 days after the last injections, for even 
after subcutaneous implantation of solid tablets of 
testosterone weighing 50 mg. absorption is complete 
in about 24 months. The androgen excreted during 
the resting period is almost certainly of suprarenal 
origin, and the potency which has been recorded in 
some eunuchs may also be due to a sufficiency of 
male hormone from this source. The androgen 
excretion is no indication of the physical state of the 
individual, and in this case the effect of withdrawing 
therapy was very obvious. Seven days after the 


injections were stopped the man was quite impotent, 


and in six weeks he lost 10 Ib. in weight.. 

On Jan. 10, 1938, the administration of androgen 
was recommenced, and the succession of preparations 
given, with the intervening resting periods, are 
indicated in fig. 2. Throughout the experiment the 
eunuch was unaware of what he was being given 
whether by mouth, by injection or by inunction, 
though after the preliminary success he naturally 
assumed that the object of these substances was to 
restore lost function. That the success of the measures 
was due to suggestion can be denied, for whenever 
plain sesame oil was injected or the dose of male 
hormone was reduced, potency was either absent 
or deficient, I have tried to evaluate the lowest 
dose of each androgen which maintained normal 
sexual function. 

It is apparent from this experiment that glandular 
extracts even when given in doses far in excess of the 
maximum suggested, are useless by mouth, a fact 
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which bears out what Dodds (1938) has said as to 
the inactivity of all desiccated protein preparations 
of organs, except that of the thyroid. Injections 
of hydrosoluble and liposoluble elements of the 
testicle appear to have very little action even in 
large doses, and tend to upset patients. Investi- 
gation of the potency of another total testicular 
extract by injection (Erugon, Bayer) showed that 
even after six times the suggested dose, very slight 
potency was produced. This total quantity only 
represented about 60 comb-growth units (c.g.u.) 
per week, whereas a dose of 40 mg. of testosterone 
propionate effected normal potency and was equivalent 
to 2000 c.g.u. The equivalent dose of androstanediol 
was 800 c.g.u. per week. If the patient could have 
tolerated still larger volumes of erugon in oil or a more 
concentrated solution had been available, some 
idea of the dose necessary to produce normal potency 
might have been obtained. The obvious advantage 
in favour of testosterone propionate, however, is 
that a definite weight-dosage can be prescribed and 
reliance need not be placed qn standardisation based 
on capon or rat assays. 

When testosterone was used in conjunction with 
small doses of cestradiol benzoate some increased 
efficiency was obtained, for a slightly lower threshold 
value of male hormone was active and emission 
was noted for the first time. As androgen therapy 
in one form or other was continued, the volume 
of these emissions increased. With only medium 
doses, such as 40 mg. per week, full erection 


RESULTS 


TESTOSTERONE PROPIONATE— 
By injection .- 40 mg. per week preferably in two 
_ divided doses = moderate potency. 
60-100 mg. per week = full potency 
and possibly priapism if cons. 


tinued. 
By inunction of | As well as can be estimated 126- 
ointment. 140 mg. per week or three 
applications of about 25-30 mg. 
per week = normal potency for 


about four days. 


By inunction of 40 mg. per day (280 mg. per week) 


tincture. e=normal potency. 
TESTOSTERONE— 
By inunction of 20 mg. per day = moderate potency. 
tincture. 40 mg. per day (280 mg. per week) 
= normal potency. 

By mouth . Doses up to 30 mg. per day = no 
effect. 100 mg. per day = slight 

: potency. 
PROGESTERONE— 

By injection . 40-60 mg. per week in divided 
doses = moderate potency but 
effect not so lasting. Later 
150 mg. per week = little effect, 


In conjunction with testosterone 
propionate prolongs effective dura- 
tion. 
ANDROSTANEDIOL— 
By injection - 400-800 comb-growth 
week at two-day 
moderate potency. 


TOTAL TESTICULAR EXTRACT— 


units per 
intervals = 


By mouth .. “ Androstin ” = no practical effect, 
By injectionand  *“‘ Androstin ” = very slight potency. 
by mouth. 


By injection . “ Erugon ”?” in doses of 6 ccm. 
per day = very slight potency. 
SESAME OIL— 
By injection .- Impotence. 
BLAND OINTMENT BASE— 


By inunction .. Impotence. 
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was not possible, but when 100 mg. of testosterone 
propionate was given in a week in conjunction with 
small doses of estradiol benzoate, erection was fully 
turgid. Progesterone enhanced the action of the 
male hormone also and one injection lasted nearly 
six days, whilst even progesterone alone in sufficient 
dose maintained potency, but the effect was not so 
prolonged. More recently I have given larger doses 
of progesterone, 25 mg. daily, but with little effect. 

A urine fraction thought to contain mostly andro- 
stanediol was found to sustain the man’s potency and 
400-800 c.g.u. was equivalent to about 40 mg. per 
week of testosterone propionate. Here again 800 c.g.u. 
of androstanediol is apparently equivalent to 
2000 c.g.u.of testosterone propionate. 

It seems that a rather larger dose is necessary to 
produce full potency by percutaneous application 
of ointment, a method which is nevertheless a great 
advance in therapy and one that is readily appreciated 
by the patient. Alcoholic tinctures containing 
testosterone were also effective when given per- 
cutaneously, but three or more times as much hormone 
was required in the alcoholic vehicle than in the 
ointment base. This may only be a question of 
insufficient inunction (Foss 1938). A comparison 
of alcoholic solutions containing testosterone and 
testosterone propionate in varying concentrations is 
extremely difficult but these clinical trials tend to 
favour the pure hormone when applied in this form, 


which bears out the experimental work of Moore, — 
Lamar, and Beck (1938) using a cream vehicle. At - 


the time when these tests were made it had not been 
possible to prepare an ointment in a fatty base 
containing testosterone in a concentration higher 
than 5 mg. per gramme, and this strength was 
insufficient to allow a comparison to be made between 
the efficiency of testosterone and its ester in ointment 
form. Now that a testosterone ointment containing 
20 mg. per gramme is available comparison will 
be possible, though from the practical clinical stand- 
point even though testosterone propionate may be 
less potent, it has still the advantage of more ready 
solubility in a fatty base. 

During the period of a year in which, except 
for minor intervals of rest, different androgens have 
been applied continuously, the growth of hair on 
the man’s body and limbs has increased noticeably 
and he has now a normal moderate distribution of 
hair on the legs and thighs. The. pubic hair is 
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Fie. 1—Results of colorimetric and biological assays of androgen and cestrogen in 
the urine of the eunuch. A, average of three days following 70 mg. of testosterone 
propionate; B, after 58 days without treatment; o, figures per litre for mixed 


male urine extracted by the same method. 
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MB -iwection [EJeowrment Bora EA ALCOHOLIC [_]>NO TREATMENT 


ANOROSTIN DOSE 
ZP & OEST. BENZ. WE A be 
T.P. &PROGEST. 20 mg Progest. 

SESAME Oll 

PROGEST. a— 25 mg. 
eae: = 2085 units 
PROGEST. + /00 mg.. 
REST | | 
ORAL TESTOST K -3 <—/40 mg.. 
TEST. PROP. ia <—/40 mg. 
REST | | 
OINTMENT TA: =] 560mg. 
TEST. /omg. cfem.\ AY — 580mg. 
TEST. Smg/ccm. À + 652 mg. 
TP. longfcet\\ <—420 mg. 
TEST lomgfeem N ow = //20Mg. 
REST 
7:2. 10 mg/e em. WWWX — 640 mg. 
BLAND OINT. 
ORAL TESTOST. PEEN RS = //00 mg. 


4—60 ccm. = 
720 C.G.U. 


5 0 5 20° 25 30 
DAY OF TREATMENT 
Fic. 2—Method of administration, dosage, and duration 
of treatment with various androgens. T.P.= testo- 
sterone propionate, Test.= testosterone. C.G.U. = comb 
growth units. 


thicker and beginning to extend up the abdomen, 
where some hairs are now an inch long. The beard 
has also become more bristly and he has r now to shave 
every day. 

In this patient it is possible to estimate the ratio 
of the effective dosage of testosterone and testosterone 
propionate by different routes, Based on the initial 
finding that 40 mg. per week was the minimum dose 
productive of moderate potency the ratios were as 
follows :— 

Subcutaneous to skin inunction of ointment 1: 2-3 

4 »» inunction of tincture -. 1:6 
y », oral .. as 1:20 


These ratios must be taken as very approximate 
because they are founded only on observations of 
one isolated case, but they 
provide a basis for further 
clinical observation. 

SUMMARY 

A comparison has been made 
of the efficiency of various 
preparations of androgens given 
by different routes in main- 
taining sexual function in a 
male post-puberal eunuch. 

The preparations were given 
in succession with short free 
intervals over a period of a 
year, and bland ointment and 
injections of sesame oil were 
given as controls. 

mae The minimum effective dose 
C of testosterone propionate 
when given by subcutaneous 
injection was 40 mg. per week. 
To obtain an equivalent effect 
it was found necessary to give 

13 


i 


Total Androgen (Capon) 
Total Androgen (Colorimetric) — 


“1 Total Oestrogen (Mouse) 
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2-3 times this dose rubbed in as ointment, 6 times 
the dose rubbed in as tincture or 20 times the dose 
by mouth. 


Progesterone was found to prolong the action of 
testosterone propionate when given in conjunction 
with it. 

Total testicular extracts had little effect when 
given by injection and none by mouth. 


I am indebted to Dr. R. K. Callow for making quantita- 
tive estimations of androgen and cestrogen in the urine, 
to Mr. C. W. Emmens for estimating gonadotrophic 
excretion, and to Prof. T. B. Davie and Dr. A. D. Fraser 
for examining ejaculate. 

I am also indebted to Messrs. Schering for samples of 
testosterone propionate, cestradiol benzoate and pro- 
gesterone in oil, testosterone propionate and testosterone in 
alcoholic solution and in crystalline form, and testosterone 
tablets for oral use; to Organon Laboratories for testo- 
sterone and testosterone propionate crystals, ointments of 
testosterone and testosterone propionate, bland base, and 
androstanediol in oil; to Messrs. Ciba for androstin and 
testosterone propionate in oil; and to Bayer Products Ltd. 
for erugon. 
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UTERINE H#MORRHAGE 
INDUCED BY ORAL ADMINISTRATION OF 
PREGNENINONOL 
By Pror. BERNHARD ZONDEK, M.D. 
AND 
SAMUEL Rozin, M.D. 


(From the Department of Gynecology and Obstetrics of 
the Rothschild-Hadassah Hospital, Jerusalem) 


AS recently reported, we have successfully used 
progesterone to initiate uterine hemorrhage in 
normally ‘menstruating women during the inter- 
menstrual stage (Zondek and Rozin 1938). We 
induced this intracyclic hemorrhage by intramuscular 
injection of 10 mg. of progesterone daily for five days, 
beginning shortly after menstruation. We were also 
able to demonstrate that in secondary amenorrhea 
bleeding could be induced, with the same total dose 
(50 mg. progesterone), without preliminary treatment 
with cestrogenic hormone. If in secondary amenor- 
rhea an cestrogen is first given, followed by pro- 
gesterone, the hemorrhage comes from a progesta- 
tionally transformed mucous membrane, whereas in 
our cases it came from a proliferative mucosa. For 
the patient however the. difference is immaterial. 
When progesterone was given by itself we observed 
that the breasts enlarged before the onset of the 
hemorrhage and that signs of ovarian deficiency 
disappeared as soon as the bleeding began. 

In primary amenorrhea progesterone therapy is a 
failure, and this reveals a characteristic difference 
between primary and secondary amenorrhea. 

Gistrogenic hormone is effective when given by 
mouth, though its efficiency is only a fifth of that 
observed from parenteral administration (Zondek 
1929). Oral administration of progesterone on the 
other hand is ineffective. Inhoffen and Hohlweg 
(1938) however have lately reported that their new 
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` preparation pregneninonol has a _ progesterone-like 


effect in animals when taken per os. Clauberg and 
Ustiin (1938) have demonstrated that this is true 
of man too, and we have accordingly studied the 
question whether it is possible to induce uterine 
bleeding with the help of this preparation (1) m 
normally menstruating women during the inter- 
menstrual stage, and (2) in secondary amenorrhma, 
without preliminary treatment with cstrogenic 
hormone. 


CasE 1.—A woman aged 23, with normal periods 
lasting six days; she had had a child three years 
previously. From the 7th to the llth day of the 
cycle she received daily 60 mg. of pregneninonol 
per os, a total therefore of 300 mg. After an interval 
of sixty hours, on the 14th day of the cycle, a 
hsemorrhage set in which persisted for three days. 
Two hours after the onset of the bleeding a strip of 
the uterine mucosa was removed, and histological 
examination showed a mucous membrane of the 
beginning of the intermenstrual stage. Like menstrual 
blood the blood discharged from the uterus did not 
coagulate. 


Thus in this case the effect of pregneninonol 
taken by mouth proved similar to the effect of 
progesterone given by injection: sixty hours after 
hormone administration was discontinued an intra- 
cyclic hemorrhage took place. 


CASE 2.—Woman aged 20. Menstruation had been 


_ formerly normal, but since her confinement (normal) 


two years previously she had had amenorrhcea. ‘The 
uterus (7 cm. long) was retroverted. She received 
per os 60 mg. of pregneninonol daily for five days, 
and as in the last case hemorrhage set in after sixty 
hours and persisted for three days. Ten hours after 
the onset of the bleeding a strip of the uterine 
mucosa was removed and examination showed that 
the glands were wide, in some places tortuous, more 
or less corresponding to the 17th day of the cyele. 
The blood discharged from the uterus did not 
coagulate. 


In this case of secondary amenorrhca, therefore, 
we succeeded in inducing bleeding by oral adminis- 
tration of 300 mg. of pregneninono! in exactly the 
same way as we previously induced it in secondary 
amenorrhea by intramuscular administration of 
50 mg. of progesterone. 

In a third patient, a woman aged 40, who had had 
amenorrheea for four months, we failed to obtain a 


hemorrhage with 220 mg. of pregneninonol. This 
dose apparently was insufficient. 
SUMMARY 
(1) In normally menstruating women we have been 
able to induce uterine hemorrhage during the inter- 
menstrual stage by giving pregneninono!l per os in 
the postmenstruum (intracyclic hemorrhage), (2) In 
secondary amenorrhea h:emorrhage has been induced 
by oral administration of pregneninonol without 
preliminary treatment with cstrogenic hormone. 
(3) The effective dose of pregneninonol given 
by mouth is about six times greater than the 
effective dose of progesterone given by intramuscular 
injection. 
We are indebted to the firm of Organon, Oss 


(Holland), for a supply of pregneninonol. 
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ISOTONIC SODIUM BICARBONATE 
SOLUTION IN DIABETIC COMA 


By Essen Kirk, M.D. Copenhagen 


(From the University Clinic, Medical Department B, 
Copenhagen) 


BEFORE insulin therapy was introduced diabetic 
coma was to a very large extent treated with sodium 
bicarbonate. Of late this treatment has been but 
little used, no doubt because in most cases of 
diabetic coma insulin therapy is so satisfactory that 
any other treatment of the acidosis is superfluous. 
In some cases, however, insulin seems to act slowly, 
and in such cases it may be desirable or imperatively 
necessary to conquer the acidosis by other means. 

As I have previously reported (Kirk 1936), intra- 
venous administration of isotonic (1:3 per cent.) 
solution of sodium bicarbonate is an excellent and 
safe remedy for the quick relief of acidosis. The 
dose can be calculated from the value of plasma 
bicarbonate after a line chart constructed by Van 
Slyke (1934) (see figure). l 

The isotonic solution is prepared from the best- 
quality powdered sodium bicarbonate, 13 g. being 
dissolved in 1 litre of sterilised water immediately 
before use. In hospitals where many patients with 
acidosis are received it will be practical to store 
such powders, weighed out at 13 g. each. The 
bicarbonate powder is not sterile, but experience has 
demonstrated that there is no risk in the intravenous 
injection of a solution made up immediately before 
administration. The solution cannot stand sterilisation 
by heat, for the bicarbonate gives off carbon dioxide 
and is changed into the strongly alkaline carbonate. 

For subcutaneous administration an isotonic solu- 
tion should be used, made by diluting a concentrated 
(8 per cent.) solution of sodium bicarbonate sterilised by 
passing through a Seitz filter. The concentrated solution 
of bicarbonate may be stored in glass ampulle. 


When treating the acidosis of diabetic coma it is 
generally necessary to determine the plasma- 
bicarbonate values several times during the first 
twenty-four hours, excessive formation of ketone acids 
often reproducing the acidosis; on the other hand, 
oxidation of these acids elicited by administration 
of insulin may cause a greater rise in the alkali reserve 
than corresponds to the amount of bicarbonate admin- 
istered. Simultaneous treatment with bicarbonate 


and insulin, however, gives only a very slight risk © 


of any considerable degree of alkalosis. In circum- 
stances where it is impossible to make plasma- 
bicarbonate determinations more than 2 litres of 
bicarbonate solution should not be administered at the 
start of treatment. This dose will usually suffice to 
relieve the more severe clinical symptoms. 


In this article two cases of diabetic coma are 
reported in which the effect of insulin on the acidosis 
was so slow that treatment with bicarbonate was 
considered to be indicated. 


CASE-RECORDS 


CASE 1.—A male retail dealer, aged 56, had suffered 
from diabetes for seven years, but contrary to his 
doctor’s advice he had never taken any diet or been 
treated with insulin. He had not previously been 
comatose. Six days before admission he contracted an 
infection with high fever, cough, and tonsillitis. He 
became worse and, when the doctor was called on the 
day of his admission, was unconscious and raving. 

On admission his consciousness was slightly blurred, 
but he could give fairly adequate information about 
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his illness. He was distinctly short of breath and 
smelled of acetone. Examination of the lungs 
revealed numerous moist rales at the right infra- 
scapular region. The blood-sugar was 490 mg. per 
100 c.cm., and analyses of the plasma revealed severe 
acidosis (9-4 mM of carbon dioxide per litre of plasma). 

Shortly after his admission (8.45 P.M.) 120 units 
of insulin was administered, together with 1 litre 
of saline subcutaneously (9-9.30 P.M.) and ample 
quantities of soda-water and milk to drink. 
spite of this treatment the patient’s condition became 
aggravated during the next few hours: he no longer 
answered when spoken to ; his respiration was snoring, 
from time to time of Cheyne-Stokes type; and his 
colour became grey and his eyes dull and sunken. 
At 8.15 P.M. another sample was taken for blood- 
sugar and bicarbonate determination. The results 
revealed that, from a laboratory point of view, his 
condition had become worse, his blood-sugar was 
now 575 mg. per 100 c.cm., and his acidosis had grown 
more severe (5:6 mM of carbon dioxide per litre of 
plasma). 

In view of the very grave condition of the patient 
the risk could not be taken of waiting longer for the 
insulin to act; therefore 2 litres of isotonic solution 
of sodium bicarbonate was given intravenously 
between 11 P.M. and 12 o’clock. As soon as 650 c.cm. 
had been injected the patient awoke from his 
comatose condition, answered questions in a normal 
manner, and talked spontaneously to his family, 
who had been called. Simultaneously his respiration, 
which before the administration of bicarbonate 
had been audible at a long distance, became of normal 
strength and depth but was still somewhat rapid. 
After the whole 2 litres had been given his condition 
had improved further, and he began to cough up 
large amounts of mucopurulent sputum, Examination 
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Line chart for estimating the amount of sodium bicarbonate 
required in acidosis to raise the CO, content of the 
plasma to 60 volumes per cent. or the bicarbonate 
content to 25 mM per litre. A straight line cutting the 
scales for body-weight and plasma CO, or bicarbonate 
content will cut the middle scale at a point indicating the 
requisite dose of bicarbonate solution. (From Van Slyke.) 
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of the blood at 1 A.M. revealed a blood-sugar value 
of 400 mg. per 100 c.cm. and a rise in bicarbonate 
to 17:6 mM. As the blood-sugar was still much 
increased, 120 units of insulin was again administered 
at 3 A.M., with the result that the acidosis was fully 
relieved (24:4 mM) and the blood-sugar normal 
(118 mg. per 100 c.cm.). 

During the whole period of coma the diuresis had 
been ample, blood-urea only slightly increased 
(65 mg. per 100 c.cm.), and the blood pressure at no 
time below normal, | 

During the following’ weeks the patient continued 
to bring up large amounts of sputum containing 
type VII pneumococci. Radiography showed a 
massive shadow at the base of the right lung, and for 
several days the temperature was very high. About 
ten days after admission he developed pneumonia 
on the other side, but in spite of these complications 
his general condition was not much affected. It 
was easy to regulate his diet and insulin dose, and a 
month after admission he was discharged in a perfectly 
satisfactory condition. 


CASE 2.—A female designer, aged 21, had suffered 
from diabetes for five years and had all the time been 
treated with diet and insulin. After inflammation 
of’ the nose she suddenly became worse and of her 
own accord reduced her insulin intake, after which 
she developed in a few days a condition of pre-coma, 
Her dector gave her 80 units of insulin, but as she did 
not improve she was sent to hospital five hours later. 

On admission she was fairly short of breath but 
not deeply comatose. Her blood-sugar was only 
moderately increased (200 mg. per 100 c.cm.). 
Immediately after her admission (3 P.M.) 80 units 
of insulin was administered together with 1 litre of 
saline subcutaneously and ample quantities of milk 
and soda-water to drink. In spite of this treatment 
the patient’s mind during the next hours grew more 
hazy, and at last she became unconscious. Bicar- 
bonate determination at 6 P.M. revealed severe acidosis 
(5-5 mM of carbon dioxide per litre of plasma), and 
at 6.30 P.M. 2 litres of isotonic solution of sodium 
bicarbonate was given intravenously. 

During the injection the patient became fully 
conscious and answered questions correctly and 
naturally. During the night 160 units of insulin 
was administered subcutaneously, together with 
glucose per rectum. Her consciousness did not 
again become blurred. The blood-urea, which on 
admission was much increased (178 mg. per 100 c.cm.), 
became normal during the next few days. A month 
after admission the patient was discharged in a 
perfectly satisfactory condition. 


SUMMARY 


(1) Two cases of diabetic coma with severe acidosis 
are reported. (2) Treatment with insulin did not 
rapidly bring about the expected improvement of the 
acidosis. (3) Treatment with isotonic solution of 
sodium bicarbonate immediately relieved the coma. 
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INTERNATIONAL UNION AGAINST TUBEROULOSIS.— 
The eleventh conference of the union will be held in 
Berlin from Sept. 16 to 20, under the chairmanship of 
Dr. Otto Walter. The main subjects for discussion will 
be: the problem of the virulence of the tubercle bacillus 
(opened by Dr. Boquet, France, and Dr. A. Saenz, 
Uruguay); the value of systematic examinations for the 
detection of tuberculosis in subjects over 15 years of age 
(Dr. H. Braeuning, Germany); the rehabilitation of the 
tuberculous (Sir Pendrill Varrier-Jones, Great Britain, 
and Dr. E. Bachmann, Switzerland). Further information 
may be had from the National Association for the 
Prevention of Tuberculosis, Tavistock House North, 
Tavistock Square, London, W.C.1. 
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CARDIAZOL TREATMENT OF 
SCHIZOPHRENIA 
AND ALLIED STATES IN INDIAN PATIENTS — 


By M. V. Govrinpaswamy, M.A., B.Sc., M.B. Mysore, 
D.P.M. 


SUPERINTENDENT, GOVERNMENT MENTAL HOSPITAL, 
BANGALORE 


Many articles have been published on Cardiazol 
convulsion therapy in schizophrenia, but apart 
from the paper by Dhunjibhoy? from the Ranchi 
Mental Hospital, all of them have described experience 
with Europeans and Americans. The present paper 
summarises the observations on Indian and Anglo- 
Indian patients treated with cardiazol under tropical 
conditions in the Mysore Government Mental Hospital, 
Bangalore, South India. 


The folowing preliminary observations on patients 
in Indian mental hospitals are relevant :— 

(1) The proportion suffering from organic states— 
post-pyrexial, toxic, or exhaustive—is far greater 
than that observed in European hospitals. 

(2) States of excitement are commoner than states 
of depression. (It is possible that both climate and 
diet help to determine the types of reaction.) 

(3) Most patients are under-nourished and weak. 
Nutritional anzmias and vitamin deficiency are 
either frankly responsible for the mental disorder 
or colour the clinical picture. Mere attention to 
physical needs and general health often effects a 
spectacular recovery. 


Because of the weak constitution of these patients 
modifications in the dosage and frequency of 
producing shock, such as insulin and cardiazol, and 
of pyrexial agents are necessary. So far as cardiazol 
is concerned, one injection a week is often sufficient, 
and more than two are rarely necessary. If no 
improvement is noticed after six convulsions, the 
injections are discontinued. If they are given more 
often severe vomiting and diarrhoea are produced. 
I may add that insulin shock in patients in the 
tropics is very severe, uncertain in its effects, 
occasionally fatal in spite of all precautions, and 
hence much better avoided. 

Induction of convulsions with cardiazol in schizo- 
phrenic and allied states was first tried in the Bangalore 
Mental Hospital in September, 1937, and has gradually 
Superseded insulin shock therapy, first tried in 
December, 1935. Most of the patients were suffering 
from schizophrenic states, the dull and seclusive, 
the stuporous, and the catatonic. Four were depres- 
sives, two hysterics, and four confusional-reaction 
types. The first two patients on whom the injections 
were tried are referred to in some detail. The 
observations on the other patients are recorded in the 
accompanying table. | 


CASE-RECORDS 


Our first patient (case 1 in the table) was a college 
student, aged eighteen, in a catatonic stupor. 
Prolonged narcosis, baths, and induced pyrexia 
were of no avail. With one convulsion with cardiazol 
(6 mg.) he came out of his stupor and became friendly 
and codperative. After eight weekly injections he 
was discharged as _ ‘‘ recovered.” interviewed 
him in September, 1938, about eight months after 
discharge. He has maintained his improvement 
and gone back to college, where he is doing well. 

The second patient (case 15) wa8S a woman, aged 
28, who developed a stupor two weeks after the birth 


1. Dhunjibhoy, J. E. (1988) Lancet, 1, $70. 
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TABLE OF RESULTS 


4 


Injections 
xt divorae Date of ! 
of disorder ate o ' 
Case | Age | Sex |“ before ádmicsiot Reaction type Siaor a2 | a Remarks 
admission inje ti ae © 
n 
1 |18 | M.| 15 days | May 6,1937 Schizophrenic Sept. 25, 1937 7 8 | Recovered and discharged, Noy. 18, 1937 
(catatonic) : 
2 | 25 | M. 2 years | Nov. 22, 1937 Schizophrenic | Feb. 15, 1938 4 5 | Improved and discharged, May 26, 1938 
(paranoid) 
24 | M. | 30 days | Dec. 5,1937 | Catatonic stupor | Feb. 15, 1938 2 3 | Recovered and discharged, April 11, 1938 
20 | M. | 21 days | Dec. 2, 1937 Schizophrenic June 23,1938 | — No improvement in mental condition, but 
(readmission) (catatonic) improved from catatonic condition 
20 | M.| 1year | Mar. 19,1938 | Catatonic stupor | June 23, 1938 Recovered and discharged, July 30, 1938 
16 | M. | 90 days | May 6,1937 Schizophrenic Oct. 10, 1937 3 No improvement ; discharged atirequest, 
(paranoid) Nov. 2, 1937 
7 | 23| M. 7 days | Nov. 11,1937 | Schizophrenic | Mar. 15,1938 | 5| 6 | No definite improvement; discharged 
(paranoid) Sept. 17, 1938 
8 | 26 | M. | 90 days | July 4,1938 | Post-pyrexial | July 11,1938 | 4| 5 | Recovered from catatonia; still in 
(catatonic) hospital 
9 | 25 | M. | 90 days | July 24, 1938 Hysterical Aug. - 6, 1938 2 3 | Improved 
reaction 
10 | 23 | M.| 15 days | Sept. 3,1938 | Schizophrenic | Sept.19,1938 | 1 | 2 | No definite improvement; still in 
(paranoid) hospital 
11 | 24 | M.| 15days | Aug. 2,1938 | Post-pyrexial | Aug. 31,1938 | 6 | 7 | Recovered 
' (catatonic) 
12 | 30 | M.'| 30 days | July 25,1938 Paranoid ten- | Sept.23,1938 | — 1 | No improvement 
dency (syphilitic) . 
13 | 30 | M. 8 mths. | Jan. 16,1938 | Schizophrenic | July 5,1938 | 1 | 2 | Improved as regards catatonia 
(catatonic) 
14 | 35 | M. 2 mths. | Sept. 18, 1937 Schizophrenic | Sept. 7,1938 | — 1 | No improvement 
15 | 28 | F. 1 year | Sept. 18,1937 | Catatonic stupor | Feb. 28,1938 | 49 | 50 | Lives a cardiazol life 
after childbirth 
16 | 27 | F. 2 years | Dec. 12, 1937 | Catatonic stupor | Mar. 16, 1938 | 1 | 2 | Recovered 
17 | 25 | F. | 10 mths. | Sept. 21, 1937 | Schizophrenic — 1 No improvement ; still in hospital 
depression 
(organic) 
18 | 28 | F. — Aug. 12,1935 | Schizophrenic | Feb. 24,1938 | 3| 4 | Noimprovement; discharged at request, 
(catatonic) Aug. 3, 1938 
19 | 30 | F. | 30 days | June 10, 1938 Hysterical June 23, 1938 | 6 | 7 | Recovered and discharged, Aug. 11, 1938 
, reaction 
(catatonic) 
20 | 32 | F. 2 days | June 13,1938 | Depressive state | July 4, 1938 Recovered and discharged, Aug. 19, 1938 
21 | 18 | F. l year | June 8,1938 | Catatonic after | June 24,1938 | 3 Improved and discharged at request, 
childbirth ug. 18, 1938 
22 | 14 |F. 3 years | Jan. 7,1938 Hysterical April15, 1938 | 2 | 3 | Improved and discharged at request, 
(post-pyrexial) une 4, 1938 
23 | 25 | F. 2 years | Mar. 17,1938 | Schizophrenic | Mar. 21,1938 | 11 | 12 | No definite improvement; discharged at 
reaction request, Sept. 18, 1938 
24 | 25 |F. 2 years | Mar. 26,1938 | Schizophrenic | April29,1938 | 2 | 3 | Improved and discharged, June 26, 1938 
depressive state 
25 | 32 | F. | 30 days | April 9, 1938 | Depressive state | May 3,1938 | 3| 4 | No definite improvement 
(paranoid) 
26 | 24 |F. 4 mths. | June 20,1938 | Schizophrenic | July 17,1938 | 7 8 | Improved and discharged, Sept. 26, 1938 
l (catatonic) i 
27 | 40 |F. 4 mths. | July 16,1938 | Schizophrenic | July 22,1938 | 4 No definite improvement 
28 | 20 | F. | 90 days | July 9,1938 | Depressive state | July 28, 1938 Improved mentally; died of encepha- 
litis, Sept. 19, 1938. 
29 | 18 | F. l year | Aug. 1,1938 | Schizophrenic | Aug. 9,1938 | — | 1 | Recovered from catatonia ; mentally the 
(catatonic) same ; still in hospital 
30 |24 | F. | 60 days | July 20,1938 Schizophrenic | Aug. 15,1938 | — 1 | Improved 
(paranoid) ; 
puerperal 
31 | 35 | F. 30 days | July 20,1938 — Sept. 4,1938 2 3 | Recovered 
32 | 22 | F. 15 days — Schizophrenic April 9,1938 | — = 
(catatonic) 
33 | 40 | M. 4 mths. | Nov. 12,1936 | Schizophrenic | June 4,1938 | 2 Improved and discharged, June 17, 1938 
34 | 40 |F 4 mths. Hysterical 3 Recovered l 


Aug. 16, 1938 


Oct. 3,1938 
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of her fourth child and was admitted to hospital 
almost immediately. She was in a cataleptic trance, 
immovable, and hed to be fed and clothed and have 
all her bodily needs attended to. The history stated 
that she had had a similar stuporous phase after her 
second confinement, from which she recovered 
spontaneously after three months. There was no 
mental breakdown after her third child. For nearly 
four months routine methods of treatment were 
tried but were of no use. Convulsions were then 
induced by cardiazol. She reacted very well to the 
first injection. She came out of her trance-like 
condition, became friendly and codperative, and her 
conversation was sustained, sequential, and relevant. 
But three days later she sank back into her stupor 
and was revived by another injection only to sink 
back again into stupor after a few hours. The 
amount of cardiazol needed to induce a convulsion 
has increased from 5 to 22 mg. The lucid intervals 
depend entirely on cardiazol. She has had nearly 
fifty injections and is living a cardiazol life analogous 
to the insulin life of a diabetic. She is still in hospital. 


OBSERVATIONS AND CONCLUSIONS 


(1) Cardiazol is a valuable means of treatment. 
Of 34 patients 12 have recovered and 10 have 
improved ; 12 have shown no improvement. 

(2) Compared with other methods of shock treat- 
ment, cardiazol therapy is relatively safe. This is 
of particular importance in Indian patients, most 
of whom are weak and undernourished, and in 
whom insulin has a limited application. 

(3) The following adverse effects have been noted. 
(a) Vomiting and diarrhea in all patients if cardiazol 
is given too frequently. Five patients were more 
than ordinarily susceptible, and in them even one 
injection produced severe diarrhea. (b) The con- 
vulsions are usually like epileptic fits; but atypical 
fits—delayed, recurrent, or continuous—were all 
observed. (c) After a few fits patients become 
apprehensive of further injections. 

(4) The pupils, during the fit, in all cases were 
widely dilated; but in a considerable number they 
showed alternate contraction and dilatation lasting 
for a maximal period of nearly three minutes. 

(5) Three intelligent well-behaved patients described 
a.curious feeling of lightness, of levitation, and that 
they felt they had no bodies at all. This feeling 
akin to depersonalisation is worth notice. 

(6) The improvement effected by cardiazol con- 
vulsions has been not only in frankly schizophrenic 
stupors but also in depressions and confusional 
states. In view of the tendency to natural remissions 


and spontaneous recoveries in these states, it appears. 


that cardiazol is not a “‘ specific cure ” for any of these 
conditions. It is probable that its action is to hasten 
recovery. 

(7) Cardiazol seems to exert maximal beneficial 
effect on early cases of mental disorder characterised 
by emotional and intellectual blocking and reduced 
psychomotor activity, but without severe destruction 
of nerve-cells. 

(8) Some patients have to live a “ cardiazol life ” 
for prolonged periods analogous to the insulin life of 
some diabetics. 


x I am convinced that the reputation and 
success pof the dentist of the future will depend more on 
his sound nutritional knowledge on how to prevent dental 
defects than on his skill to execute beautiful M.O.D. gold 
inlay restorations, or to remove impacted teeth surgically.” 
—J. MENZIES CAMPBELL, in his presidential address 
to the West of Scotland branch of the British Dental 
Association, Brit. dent. J., Feb. 15, p. 219. 


ISOLATED AVULSION FRACTURE OF THE 
LESSER TUBEROSITY OF THE HUMERUS 


By J. P. McGuinness, L.R.C.P.E., D.P.M. 


ASSISTANT MEDICAL OFFICER, LEICESTERSHIRE AND 
RUTLAND MENTAL HOSPITAL 


WHEREAS various injuries, such as dislocation of 
the jaw and of the shoulder, have been described 
in connexion with convulsion therapy of schizo- 
phrenia, isolated fracture of the lesser tuberosity of 
the humerus—i.e., fracture not accompanied by 
any other injury—is an extremely rare accident in 
ordinary surgical practice and has hitherto been 
unknown as a complication of this treatment. In 
other circumstances such a fracture has been reported 
by Hartigan (1895) and Stangl (1933). It is therefore 
worth while to report a case due to sudden con- 
traction of the subscapularis muscle, the tendon of 
which is inserted mainly into the lesser tuberosity. 

A woman aged 36 was admitted to the Leicestershire 
and Rutland Mental Hospital on Oct. 28, 1938. She 
was well nourished and in good physical condition. 
Three months after the birth of a child by cesarean 
section she developed a confusional psychosis ; as 
the confusion cleared, it was noticed that she had 
definite persecutory delusions and aural hallucina- 
tions. She had been in another mental hospital 
during the acute stage of her illness. 

Convulsion therapy was begun on Nov. 4. The 
convulsant used was triazol 156 (Azoman). At the 
first injection she was given 2 c.cm. of a 5 per cent. 
solution intramuscularly and had five major epilepti- 
form convulsions. To control more readily the number 
of convulsions following injection of the drug, at 
three subsequent treatments 2 c.cm. was given 
intravenously and was followed by one epileptiform 
attack on each occasion. At the fifth injection, as 
the tonic contraction of the muscles began, there was 
an audible crack, and later she complained of severe 
pain in the left shoulder. 

On examination there was some swelling of the 
region involved but no obvious bony deformity. 
Internal rotation of the arm was limited and painful, 
and any attempt at external rotation produced very 
severe pain. There was definite localised tenderness 
over the anteromedial aspect of the shoulder. A 
radiogram showed an abnormal shadow lying down- 
wards and medially from the humeral head. There 
was no other injury. The case was seen by Mr. R. S. 
Lawson, consulting surgeon to the hospital, who 
confirmed a diagnosis of avulsion of the lesser 
tuberosity of the humerus and decided to attempt 
fixation by open operation. 

The operation was performed on Nov. 29. The 
head of the humerus was exposed, and it was found 
that a large part of the lesser tuberosity had been 
avulsed and displaced downwards and inwards. The 
subscapularis tendon had also been torn at its inser- 
tion. The head and neck of the humerus and the 
greater tuberosity were intact. The tendon was 
repaired, but the avulsed fragment was such a frail 
shell of bone that it was not found practicable to fix it. 


I am indebted to Dr. K. K. Drury, medical 
superintendent of the hospital, and to Mr. R. S. 
Lawson, hon. surgeon to Leicester Royal Infirmary, 
for permission to publish these notes, and to Dr, 
G. A. van Someren for the radiogram. 
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MEDICAL 


ROYAL SOCIETY OF MEDICINE 


SECTION OF EPIDEMIOLOGY AND STATE 
MEDICINE 


AT a meeting of this section held on Feb. 24 under 
the presidency of Dr. J. A. H. BRINCKER, a discussion 
took place on 


The Proper Sphere of State Medicine 


Dr. ALFRED Cox (London) said that this question 
had been more often debated inside the medical 
profession during the last 25 years than any other. 
He himself envied, though he could not agree with, 
those who had no hesitations and were sure that 
the proper sphere of the state in the provision of 
medical attendance is to make it free to all, like 
primary education. He had to confess that the only 
solution he saw was solvitur ambulando. Clearly 
the last word in the decision must rest with the com- 
munity and not with the medical profession, but we 
should be able to offer a reasoned opinion. He felt 
it an imperative duty to keep the medical profession 
and the rights and privileges and welfare of the 
individual free from the shackles of standardisation— 
a condition inevitably resulting from government 
control. He agreed that the state has a legitimate 
and necessary sphere in dealing with the health of the 
community en masse. In this sphere the civil 
servant was seen at his best but the very qualities 
distinguishing the medical official unfitted him to 
deal with the individual. The attitude of a patient 
towards his own doctor was quite different from his 
attitude towards a state or municipal officer. The 
growth of specialisation meant that one man must 
specialise in mass medicine, the other in individual 
medicine, and patients wanted to be looked after 
by somebody who would be their own doctor and would 
owe no allegiance to anyone else. The idea of the 
robot patient putting a coin into the robot doctor and 
receiving all he needs for diagnosis and treatment 
was abhorrent to human nature. Even in authori- 
tarian countries necessities such as food, housing 
and clothing were left to individual choice; yet 
a much better logical case could be made for free state 
provision of food, clothing and housing than for 
schooling and doctoring. 

His views did not exclude the state oni giving 
assistance where necessary ; indeed he felt sure that 
in the near future there would be more and not less 
state aid for medical attendance, He had no fear 
of the old bogy of “socialism”; it had been well 
said that ‘“‘ you could get our people to accept any 
amount of socialism so long as you did not call it 
Socialism.” He was not entirely satisfied with the 
provision of medical attention at the moment but 
he believed that an extension of some form of insurance 
was the best solution. This had the advantage of 
making the individual feel that he is, as far as possible, 
providing for his own medical attention himself. 
The proportion of cost to be borne by the state had 
already been shown to be small, and Dr. Cox cited 
the universities and the Medical Research Council 
as a proof that a moderate amount of state aid is not 
incompatible with freedom in essentials, 

His own answer to the question under debate was 
that the proper function of the state is to leave the 
actual provision of medical attendance as far as 
possible to a free profession dealing with a free 
people; to encourage the profession and people to 
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make voluntary arrangements where practicable, 
preferably on an insurance basis; to make such 
arrangements compulsory where the voluntary prin- 
ciple does not work ; to aid financially those citizens 
who cannot provide entirely for themselves ; and to 
keep the “dead hand” of officialdom as far off as 
possible. 

Dr. ANDREW Torrine (London County Council) 
confessed that he was a ‘‘ whole-hogger ” in support 
of a state medical service when he observed the 
present conditions and the present provision for 
medical attendance for the great bulk of the people. 
The majority of doctors did not continue their train- 
ing by holding resident appointments; they had 
no postgraduate education; and they were unable 
to keep up to date by reading medical literature 
after qualification : medicine at present was a rather 
unethical trade. During the medical student’s 
training he was constantly urged not to treat 
symptoms, but from the moment of qualification he 
did almost nothing else. No wonder that Dr. Robert 
Hutchison had said that if all doctors went on strike 
very little difference would be seen in the death-rate. 
We should face the fact that the sole use of the 
average general practitioner was to be a grateful 
and comforting mental poultice. The conditions 
under which they work must lead to a lowering of 
income if they were honest, or to a loss of self-respect 
if they were not. These unsatisfactory conditions 
were not confined to the general practitioner. Why 
was it necessary for all the specialists in London to 
congregate in Harley Street ? The would-be specialist 
had to lead the life of an anchorite for ten years after 
qualification until he developed the three requisites 
for a successful physician—baldness, horn-rimmed 
spectacles and hzmorrhoids—the first to give him 
an appearance of experience, the second an air of 
wisdom, and the third that anxious look so comforting 
to the patient. He did not wish it to be thought 
on the other hand that all was well in the public- 
health world: in the smaller areas the outlook was 
often far too parochial. Throughout the whole 
field of medicine, in his opinion, present conditions 
led to a struggle between the soul and the pocket— 
a struggle in which the pocket was bound to win. 

He realised all the difficulties which would have to 
be faced but he was convinced that the problem of 
avoiding red tape and the other errors of officialdom 
could be solved: the results of the 1929 Local Govern- 
ment Act had exceeded the most optimistic forecasts. 
His own dream was that, with an assured future, a 
finer race of medical students might be evolved, those 
of poor quality having been eliminated early in their 
career. Every doctor should do two years in hos- 
pitals after qualification, although the present 
curriculum might be shortened and simplified. He 
would like to see clinics working in the closest 
cooperation with hospitals, and with the doctors that 
served them paying the necessary domiciliary visits. 
The whole must be under a largely non-political 
control, He had no use for the argument that those 
in receipt of a fixed salary did only the minimum of 
work. Nor had he any. passionate affection for the 
principle of free choice, since free choice was at 
present largely non-existent. 

Dr, FRANK GRAY (Wandsworth) agreed that present 
arrangements are in many ways unsatisfactory, 
especially in the economic bar to adequate medical 
attendance, the lack of codrdination between practi- 
tioners, clinics and hospitals, and the lack of attention 
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paid to the mental aspects of disease. He felt that 
the successes achieved by the state—such as they 
are—were in problems concerning the community 
as a whole. The marks of the government official 
were self-contentment, regard to appearances rather 
than facts, and the avoidance of trouble. These 
_ characteristics had been clearly shown in the arrange- 

ments made for the protection of the country against 
aerial attack. He agreed with Dr. Cox on the one 
hand that the system of fees per attendance would 
have to go, and on the other hand that a salaried 
profession would lose its individuality : an extension 
of health insurance was bis solution also. 

Dr. E. R. C. WALKER (Aberdeen) was convinced 
that the present system has led to the abandonment 
of the scientific approach to medicine. The state of 
health of a person at any moment was the measure 
of his success in reacting to his environment and the 


essential function of the state was to alter the environ- ° 


ment in a favourable direction. The proper sphere 
of state medicine was therefore the whole field of 
medical policy and he thought that the distinction 
between health en masse and the health of the 
individual was rather an artificial one. It was not 
by chance that we spoke about the medical services, 
since medicine was a service and not a business. 
He thought that the extension of the national health- 
insurance system would perpetuate the grave dis- 
advantages inherent in it. These disadvantages 


were primarily (a) that it is a sickness and not a 


health service, (b) that the financial nexus involved 
in certification vitiates the proper relation between 
doctor and patient, and (c) that a per-capita remunera- 
tion is unsound and introduces an improper cash 
bias. He himself would like to see a salaried national 
service which would preserve as far as possible freedom 
of choice for the patient and which would be admini- 
stered largely by the profession itself. 

Mr, SOMERVILLE Hastrnes (London) felt that, 
when once the state had interfered, the extension 
of its control was inevitable. Interference by the 
state in such matters as water-supply was of very 
long standing and it had soon been realised that in order 
to prevent, one must also treat: hence state 
“ encroachment ” in infectious diseases, tuberculosis, 
venereal diseases, and so on. The treatment of 
cancer was now being taken over by the state: next 
might come rheumatism, fractures and so on. Since 
diagnosis must precede treatment and the all- 
important person for diagnosis was the general 
practitioner, he must inevitably be drawn into the 
state schemes. Mr. Hastings agreed that the general 
practitioner must be an individualist, but that need 
not prevent him being included in a general service ; 
the good points of the general-practitioner system 
might be grafted into a state system. If insurance 
was to be compulsory he could see little difference 
between an insurance system and a system paid for 
by the rates and taxes. It was possible to maintain 
a system of free choice, but he did not think it 
important, since there was no sphere in which it 
is so difficult for the individual to estimate the value 
of the service he receives. 

Dr. W. A. DALEY (London County Council) had 
recently had visitors from two countries in which the 
system was practically a state medical service: 
they had been enthusiastic in praise of their respective 
systems. He thought that an extension of the clinic 
system, as envisaged by Dr. Topping, was inevitable, 
at least in urban areas. The national health-insurance 
system had not come up to expectations. It did 
nothing to prevent sickness. He thought that the 
principle of free choice was largely a relic. Nowadays 
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persons had transferred their - affection from indi- 
vidual doctors to institutions, and the failure on the 
part of insured persons to transfer to another doctor 
on the death or retirement of their own doctor showed 
what little store they set by the principle. As far 
as political control was concerned, his own experience 
was that the party in opposition, whatever its political 
complexion, tried to stimulate the party in power 
to action and this was a good thing. 

Dr, C. F. WHITE (M.0.H., City of London) felt that 
at present it is impossible for the doctor to be frank, 
His own father had started in practice with that 
intention but soon found it impracticable. He 
thought a knowledge of the home conditions essential 
to the doctor who has to give treatment and therefore 
any system must provide for a family doctor. Under 
a state system the highest level attained by individuals 
might be lower than under a fiercely competitive 
system, but surely the low levels could not possibly 
be so low as they were now. 

Dr. R. P. Garrow (M.0O.H., Hornsey) thought 
that the term ‘‘ mass medicine ’’—introduced, he 
thought, from Russia—was a mistake. He quoted 
Sir Kingsley Wood as saying that within a brief 
period the consumption of bottles of medicine under 
the national health-insurance system rose from 
44 million to 66 million: if anything was ‘‘ mass 
medicine ” surely this was ? There was no microbial 
disease whose cause had been discovered by a doctor 
practising in this country ; whereas the Royal Army 
Medical Corps—crushed by Dr. Cox’s “dead hand” 
of officialdom—had discovered the cause of a number 
of these diseases. 


MEDICO-LEGAL SOCIETY 


AT a meeting of this society held at Manson House 
on Feb. 23, with Mr. Justice HUMPHREYS, the 
president, in the chair, a discussion on the 


General Medical Council 


was opened by Mr. D. Harcourt Kitcui, barrister- 
at-law. He suggested that, although the general 
public and medical men were interested in the council, 
they knew on the whole extremely little about it. 
Neither doctors nor laymen went to the public 
gallery of the council from interest in the proceedings, 
and the only persons who saw the council at work 
were the doctors who were summoned to appear 
before it, the lawyers who argued for and against them, 
and journalists. Many of the public confused the 
functions of the council with those of the British 
Medical Association and thought it was like a trade 
union. Actually, it was a department of state set 
up by the Medical Acts, 1858-86, to keep a register 
of persons who were properly qualified to practise 
medicine. For this purpose it must supervise educa- 
tion and examination, and so it necessarily consisted 
largely of representatives of the licensing bodies. The 
remainder of its 39 members were 6 persons nominated 
by the Crown and 7 direct representatives of the 
medical practitioners of England, Scotland and 
Ireland. The council also issued the British Pharma- 
copoia. 

For the purpose of keeping the register, the council 
had drawn up a series of standing orders which had 
been duly approved by the Privy Council and Parlia- 
ment. By section 14 of the 1858 act, the registrar 
must erase names of all practitioners who had died 
and make necessary alterations in addresses or 
qualifications. For this purpose he wrote from time 


THE LANOET] 


to time letters of inquiry to doctors on the register, 
and if he received no answer within six months he 
erased the name. Sometimes a ship’s surgeon would 
find on applying for a post that his name had dis- 
appeared from the register through his failure to 
receive a letter from the registrar; he could then 
have his name restored on complying with certain 
formalities. Theoretically, a doctor whose name 
was so erased might transgress the law unwittingly 
through signing death certificates or prescribing 
dangerous drugs, but in practice such prosecutions 
were probably unknown. If a licensing body cancelled 
a doctor’s qualifications, it must notify the registrar, 
and he was then bound to erase those qualifications 
from the register. In practice he erased the name 
also. A practitioner could not now have his name 
erased at his own request. The standing orders 
had once allowed this, but the council had been 
advised that the act did not permit it. 

A doctor’s name might be erased penally on one 
of two grounds: conviction of a criminal offence, 
or a finding by the council “after due inquiry ” 
that he was guilty of ‘“‘ infamous conduct in a pro- 
fessional respect.” The “due inquiry” was one 
containing the substantial elements of natural 
justice (Leeson v. G.M.C., 1889) and “infamous 
conduct” had been stated by the Court of Appeal 
in Allinson v. G.M.C, (1894) to be something that 
would be reasonably regarded as disgraceful or dis- 
honourable by a doctor’s professional brethren of 
good repute and competency. The procedure of the 
council resembled that of a criminal court, except 
that witnesses were not sworn. The council was 
assisted by a barrister sitting as judicial assessor ; 
it deliberated in private, and the president announced 
its decision in public. The council could punish 
only by erasure, but had adopted a practice in cases 
which did not deserve this severe penalty of suspend- 
ing judgment until a named future session, when the 
doctor would be required to appear again and bring 
eyidence of good conduct in the interval. An erased 
name might be restored after a varying period. There 
was no appeal from a decision of erasure, except on 


the ground of gross irregularity of procedure, of 


which the council could not conceivably be guilty. 
Mr. Kitchin criticised the composition of the 
council and its penal procedure, chiefly on grounds 
which the council had no power to remedy. He 
maintained that a tribunal consisting of 39 medical 
men, most of them unacquainted with general practice, 
was unwieldy and unsuitable. The medical mind, 
trained to be initially receptive of evidence and to 
be critical only at a later stage, was not suitable 
for judicial inquiry. The worst defect in the procéed- 
ings was, however, the inability of the council to 
compel the attendance of witnesses, to administer 
the oath, and to award costs against a party whom it 
considered at fault. A vindictive complainant might 
-well find it worth while to spend money on bringing 
-witnesses to London and maintaining them during the 
hearing, on a scale of reimbursement into which no- 
one could inquire. The respondent doctor could 
only bring such witnesses as he could persuade to 
come, and could not recover his expenses even if 
the charges were proved to be unfounded. The 
æbsence of an oath opened the door to all manner 
of false evidence. The council was therefore far too 
apt an-instrument of private vengeance by, for 
example, a partnership against a competing practi- 
tioner, a jealous husband against a doctor whom he 
accused of seducing his wife, or a woman infuriated 
æt the decline of a doctor’s affections. The council 
seemed to adopt too lenient an attitude towards 
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drunkenness, and too severe or indiscriminating an 
attitude towards doctors accused of sexual mis- 
conduct. He urged the council on the one hand to 
remember the danger to the public represented by 
a drunken doctor, and on the other to regard each 
allegation of sexual misconduct on its merits and 
inquire whether there had been a substantial breach 
of professional confidence. 

He outlined the disciplinary procedure of the Law 
Society, which kept the solicitors’ roll, and suggested 
that a new Medical Act should provide for a penal 
tribunal consisting only of 5, perhaps of 3, members, 
of whom the majority should be general practitioners 
and the chairman a barrister used to conducting 
judicial inquiries. This tribunal should have power 
to summon witnesses and administer the oath, and 
discretion to award costs. It should be able to 
suspend a doctor from exercising the statutory 
privileges of registration or to impose a fine. An 
appeal should lie from its decision to the Divisional 
Court. Hearings in camera should be restricted to 
the taking of “ physiological ” evidence, and to cases 
in which justice could only be done by a private 
hearing. The reporting of ‘divorce’ evidence 
should be restricted as in the courts. Direct repre- 
sentation of practitioners should be enlarged, and 
a named proportion of these representatives should 
be women. He did not regard the council as too old, 
but would like to see more younger members. 

Sir HENRY BRACKENBURY said he had been a 
direct representative for fifteen years. The facts 
about the council were so usually perverted that it 
was gratifying to find them so accurately set out. 
Restoration was frequent after one or two years, 
and after five years it was common. The council 
had to be constituted to perform three functions : 
the regulation of medical education (by far the most 
important), the publication of the pharmacopoeia, and 
the keeping of a register of persons whom the public 
could safely consult. These functions were diverse 
and it was not easy to form a body to deal with them 
all. It must either contain people more competent for 
one or two of its functions than for others, or else 
divide itself into three sections—which was not — 
allowed by law. He thought the system had in 
practice worked with efficiency and with justice. 
He would prefer a rather smaller body with a much 
higher proportion of direct representatives. He 
would group educational bodies for representation ; 
he found these members apt to take a narrow-angled 
view. The public were at a grave disadvantage in 
not knowing what took place during the private 
debates on the evidence; every point that could 
occur to any one of 39 intelligent persons was brought 
forward and weighed; and the legal assessor took 
an important part in those discussions. To ask for 
publicity about that period was like asking for details 
of a jury’s deliberation. The council was the jury, 
although the functions of judge and jury were not 
separated. The council was a worthy and very 
merciful tribunal. If anything, the council paid too 
much regard to the doctor and too little to the public 
interest. He did not agree at all that the medical 
mind was inadequate in estimating evidence. He 
had very often wished that witnesses could be 
compelled and sworn—if, indeed, the oath made any 
difference. The defence societies were far more 
often concerned in defence than in complaint. It 
was almost impossible before the General Medical 
Council to prove a case of canvassing; it was extra- 
ordinarily difficult to bring up witnesses. He had 
no doubt which in the mind of the public was the 
more popular offence: adultery or drunkenness. 
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It was drunkenness. Very many people regarded 
drunkenness as an accompaniment of particular 
cleverness, The distinction between the existence and 
the abuse of professional relationship had never 
previously occurred to him and he did not quite 
understand it. Such a distinction had never been 
pleaded before the council ; everyone assumed that if 
professional relationship had existed it had been abused. 
Dr. H. LetuHesy Tipy declared that the whole 
object of the act was to enable the public to distinguish 
qualified from unqualified practitioners. The council 
was there to keep the register pure and not to punish 
the doctor, and this was never forgotten. He did 
not think costs should be awarded. Judges did 
not normally have intimate knowledge of the crimes 
they tried. Adultery was the most serious crime a 
doctor could commit. He was betraying the faith 
of a client, and that was the depth of infamy. It 
was not excused by a doctor giving up practice and 
leaving the neighbourhood. When the Law Society 
had had a little more experience they would see how 
imperfect their act was. 
a small disciplinary committee. He did not consider 
that medical education would necessarily be 
improved if drawn up by direct representatives. 
Women would be welcomed on the council—as 
on the bench. 

Mr. DoucLtas BARTLEY (the Legal Assessor) 
emphasised again that the General Medical Council 
did not try a case, but were there merely to inquire 
whether a doctor, according to the views of the 
profession itself, had been guilty of infamous conduct. 
The question usually resolved itself into one of fact. 
The council was a jury. To suggest that the 39 
members of the council were less able to make up 
their minds than the 8 jurymen in a county court 
was ludicrous. Nobody else could be better judges 
of whether there had been breach of professional 
ethics. He did not favour a right of appeal. He 
agreed that sub pena would be a great advantage, 
but did not think it would be an advantage to swear 
the witness. It was no more difficult to discover 
who was speaking the truth without an oath. He 
was not happy at the idea of giving costs. The gift 
of costs had not diminished speculative actions 
in any court, To give reasons for the council’s 
decision would be a perfectly fatal error. Every 
case was entirely different. 

Mr. Barry O'BRIEN (solicitor) declared that, as a 
lawyer, he thought the speaker had made out bis 
case and had only overloaded it. The primary 
defect of the council was its cumbersomeness. He 
could not see how 39 people could ever satisfactorily 
administer justice. He did not know whether the 
judgment was a majority or a unanimous one, He 
would not care to be convicted by a majority of 1. 
Drunkenness was not looked upon seriously in this 
country, because every man had suffered from it, 
but for some reason there was a very different feeling 
about adultery. He had been appalled to hear a 
lawyer say that the giving of reasons for a decision 
was of no moment. In a court of law the prisoner 
and public heard an able summing-up by a judge. 
In a court-martial a lawyer properly summed up the 
case at the end. 

Sir Wittram Wrtxcox described the function 
of the General Medical Council as the maintenance 
of a high standard of medical practice. Its relation- 
ship to the Privy Council was a great protection to 
the profession. 


Mr. Kitcutn, in reply, said it was most important 
that justice should appear to be done. There was 
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extraordinary unanimity among the pressmen attend- 
ing the council’s meetings ; they all came away from 
each session gritting their teeth at some apparent 
injustice. He did not ask for a statement of the 
minds of the jury but for the sort of reasoned state- 
ment a judge sitting alone would make. The fact 
that drunkenness was a popular offence was no reason 
for treating it leniently in doctors. Dr. Tidy’s 
frankly expressed attitude towards adultery must 
make it difficult for him to judge each case on its 
merits. There should, of course, be discretion as to 
costs. He had always thought the oath put the 
brake on perjury a little. 
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Av a meeting of this society on Feb. 27, with Dr. 
C. E. LAKIN, the president, in the chair, a discussion 
on the principles underlying the 


Modern Treatment of Fractures in the 
Extremities 


was opened by Mr. W. RowLEy Bristow. Many 
members would, he said, remember the days when 
fractures had been treated purely as an injury of 
bone. In 1895 Lucas-Championniére had concentrated 
attention on the function and treatment of the soft 
parts, and some years later, under Arbuthnot Lane 
in England and other authorities abroad, fractures 
had been treated by open operation for reduction and 
fixation. Both these methods had given excellent 
results in the hands of the pioneers, but their 
followers had not been so successful. In the late 
war Sir Robert Jones had insisted on segregation 
and unity of control, a method which, forgotten for 
an interval, was now being recaptured. 

An outstanding feature of modern treatment was 
the recognition that a fracture was a dual injury. 
Böhler, by his splendid clinic organisation, had given 
a great stimulus to modern treatment and done 
everything possible to encourage treatment of the 
soft parts and restoration of function. The injury of 
the bone and that of the adjacent tissues should be 
treated side by side. In the second stage of fixation, 
and in the third stage of protection until union had 
consolidated, treatment of the soft parts had con- 
siderable and in many cases paramount importance. 
Bony union was not firm until intramedullary callus 
had formed between the ends. To understand 
malunion it was necessary to appreciate the need for 
consolidation. The method of reduction would depend 
partly on how the fracture had been produced. 
Skeletal traction was necessary for the reduction of 
some fractures, such as those of the tarsal bones of 
the foot and overlap or comminuted fractures in the 
lower third of the tibia and fibula. In others open 
reduction was essential—e.g., fracture of the external 
condyle of the humerus in a child—otherwise the 
parts might fail to unite and the ulnar nerve might be 
involved years later. Certain fractures, such as com- 
minuted fracture of the head of the humerus, could 
not be reduced; there was here no need to splint 
the bone, and treatment should be concentrated on 
the soft parts. The interpretation of skiagrams, 
particularly of the shoulder, must be backed up by 
clinical evidence and observation. There was great 
danger in generalising from a child to an adult. 

In treating the ordinary Colles fracture it was 
absolutely necessary, having reduced the open 
deformity, to hold the fracture until it was united 
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and to protect it from strain until it was consolidated 
—to go through the whole gamut of treatment of 
bone. In treating the soft parts a dorsal plaster slab 
was applied, running from the upper part of the 
forearm to below the head of the metacarpal bone, 
and the patient was encouraged to make every 
possible movement of the hand, elbow and shoulder 
in pronation and supination, but was prevented from 
moving the wrist. This method was often considered 
novel, but had been exactly described in a textbook 
by Helferich published in 1899. Shortening of the 
ulna might throw the radio-ulnar joint out of align- 
ment and practically abolish pronation and supina- 
tion. Baldwin’s operation of resecting a piece of the 
ulna would restore the joint. 

The neck of the femur and the carpal scaphoid had 
no muscular attachments and were difficult to fix; 
the treatment was therefore treatment of bone and 
prolonged fixation by splintage. The scaphoid might 
have to be fixed for nine months in order to get 
union. Fixation should, however, not interfere with 
the carpometacarpal movement, or stiffness might 
result. Mr. Bristow showed a film illustrating func- 
tional results of treatment, sometimes after very 
short periods. In conclusion, he said that treatment 
might change but the principles upon which it was 
founded were timeless and immutable. He pleaded 
for segregation and unity of control in the London 
teaching hospitals, and for better instruction of the 
student by demonstration on the mass of material 
which could only be found at a large hospital. 


Mr. T. P. McMurray said that the basic principles 
of treatment of a fracture were the provision of 
sound bony union in the shortest possible time with 
the fewest possible complications. Technique was 
suggested by the mechanical ingenuity of each 
surgeon and should not follow rigid principles. Time 
could usually be minimised by holding the fracture 
and freeing it from strain. In children, or in certain 
parts of the body in adults—e.g., the clavicle and ribs 
—movement of the fracture did not matter. In the 
scaphoid or neck of the femur it would prevent union. 
The worst complication was probably stiffness of 
joints from wrong fixation. 

A normal joint which was not the site of arthritis 
could be held in a normal position indefinitely and 
rigidity would not result. A man who had been 
fixed in a normal sitting position in a barrel for five 
months had emerged without stiffness. The cock-up 
hand-splint used in the war had produced appalling 
rigidity at the metacarpo-phalangeal joints, but when 
the splint had been bent so that the joints of the 
hand were slightly flexed, no stiffness had resulted. 
A fracture that gave much trouble was the com- 
paratively rare transverse fracture of the anatomical 
or surgical neck of the humerus with complete 
dislocation of the upper fragment. The loose frag- 
ment lay in the subglenoid cavity or subcoracoid 
region and could not be retracted without much 
damage. The fracture could be reduced easily if the 
arm were pulled straight above the head by constant 
steady traction: the fragment would slip back into 
position spontaneously, Non-union of a fracture of 
the humerus was due largely to the use of traction. 
These fractures did not need artificial traction: the 
weight of the forearm provided all that was 
mecessary. 

Three types of fracture of the elbow-joint called for 
operation. Fractures of the external condyle were 
always twisted by the pull of the common extensors 
of the forearm. Fractures of the internal epicondyle 
could be reduced by manipulation, but this would 
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cause great trauma, A good result could be achieved 
merely by extracting the fragment from between the 
two bones, even if it were removed altogether. In 
fracture of the olecranon, even if the fragments 
could be supported, the joint should be opened. 
Supracondylar fractures round the elbow-joint should 
be treated in the ordinary way by reduction, fixation 
and flexion, but the other three injuries could not be 
so treated, because the fragments could not be 

Fracture of the shaft of the ulna with dislocation 
of the head of the radius was very difficult to induce, 
because of the difficulty of keeping the head of the 
radius back. Sometimes it could be retained in 
position by keeping the elbow in flexion, but some- 
times it could not, and there might be no alternative 
to removing it. The idea that once a Colles fracture 
was reduced it could be held with stamp-edging had 
been abandoned: unless it were fixed there would be 
redisplacement in 25 per cent. of the cases. Injuries 
of the semilunar bone were nearly always dislocations. 
The fragment should be replaced in the normal 
position, but if the fracture were two or three weeks 
old the correct treatment was to remove the semi- 
lunar bone if it could not be replaced by manipula- 
tion. This would avert the risk of the open operation 
and permanent stiffness through arthritis. 

In a certain proportion of fractures of the neck of 
the femur, surgery should not be used and lack of 
union should not be considered a disgrace: the 
patient’s health and even life were endangered by 
immobilisation. Pinning of the neck of the femur was 
incomparable if it succeeded, but it failed in about 
20 per cent. of cases. The surgeon should learn to 
recognise its contra-indications and then perform an 
osteotomy to transfer the shaft of the femur under 
the head. This operation had many disadvantages 
and the patient was in plaster for about 34 months, 
but the result was usually firm and good. 

Fractures of the trochanteric region generally 
united, but.their tragedy was that if they were not 
fixed in the proper position they united with great 
eversion, which must be treated by osteotomy. 
They could be treated in extension or plaster without 
internal fixation if the first position were good. 
Fractures into the knee-jointwere difficult, the worst 
being fractures of the condyles of the tuberosities of ` 
the tibia. In treating the abduction fracture there 
was no rule whether it should be reduced or left 
alone. Reduction was usually very difficult, and a 
better result would usually be achieved, unless the 
deformity were severe, by leaving fragments as they 
were—by concentrating on movement and leaving 
the joint slightly out of alignment. Lane’s advocacy 
of reduction had been somewhat excessive, and the 
present tendency was to return to the other extreme 
of Lucas-Championniére and to aim at perfect move- 
ment in the adjacent joints. Fractures could not, 
however, be left in gross malalignment, for neither 
patients nor hospitals would submit to it. A middle 
way could perhaps be found by following the funda- 
mental principle of reduction and fixation until union 
was complete. There was no definite time-limit for 
union, and clinical observation would give more help . 
than radiography. Thomas’s test of tenderness on 
pressure held good. When the union was firm, both 
physically and radiologically, there was no reason 
why the alignment should not be maintained. 


Mr. J. E. H. ROBERTS remarked that shortening, in 
certain bones, was not important ; angulation caused 
severe dysfunction, but rotation was the worst enemy 
of all. He had been obliged to perform many 


t 
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osteotomies after the war on patients whose forearms 
had been put up in pronation or semipronation and 
who had not been able to supinate them afterwards : 
the surgeons had not obeyed the old maxim that the 
patient should be able to spit into the palm of his 
hand. Good results could only be obtained by 
individual treatment. Every patient who had an 
operation on the chest and whose arm was kept at 
his side suffered from a stiff joint: movements must 
be commenced from the day after the operation. 


Mr. N. Sz. J. G. DUDLEY Buxton asked why Mr. 
Bristow allowed patients suffering from fracture of 
the neck of the femur to walk without protection, in 
apparent breach of his own principle. Difficulty 
occurred in fracture of the middle or upper third of 
the ulna, which was generally oblique and associated 
with a dislocation forward of the head of the radius. 
This injury was commonest in adolescents, in whom 
removal of the head of the radius was bound to be 
disabling. The ulna. should be kept straight and 
then the radius could be pushed back into position 
and held there. When two bones were injured in a 
limb, the more important bone should be treated and 
the other left to look after itself. In fractures into a 
joint there was great temptation to operate, because 
the skiagram showed severe distortion. Operation 
should be avoided unless realignment could be 
secured without much trauma; otherwise, nature 
aided by physiotherapy was more likely to produce 
good results. 


Mr, ALEXANDER CRUICKSHANK observed that frac- 
tures of the os calcis were neglected by most textbooks, 
The majority were comminuted and involved more 
than one joint. It was exceedingly difficult to decide 
whether long fixation or early movement was the 
right treatment, 


Mr. H. E. GRIFFITHS said that the injuries of sailors 
had changed much in the last century. Non-union 
was extraordinarily rare, and sailors did not seem to 
undergo those fractures which usually failed to unite, 
One of the chief difficulties was delay in treatment, 
If the object of treatment were chiefly to return the 
man as quickly as possible to his work, then reduction 
_ might have to be dispensed with. The surgeon should 
decide what range of mgvement was necessary to the 
- man’s occupation and make its achievement his 
guiding consideration. 


Mr. C. Horr CARLTON doubted whether there were 
any first principles of fracture treatment, and 
declared that much of the most successful treatment 
was empirical. Surgeons were handicapped by the 
tyranny of the radiogram. They had always at the 
back of their minds the possibility that after a few 
months they would find themselves in the witness- 
box admitting that the injuries shown in the 
radiogram would be expected to cause the disability 
which the patient alleged. They were therefore 
compelled to try for the best anatomical alignment 
regardless of function. Fixation in dorsiflexion was 
the wrong treatment for Colles fractures. He had 
never yet seen a fracture of the femur below the 
lesser trochanter treated successfully in a heavy man 
. of sixty. The upper fragment could not be moved 
without flexion and abduction, which caused great 
pain. Böhler’s method for fractures of the os calcis 
gave good and bad results in apparently similar cases, 
and he thought that the principles depended on 
instinct and experience rather than on mathematics, 


Mr, A. Dickson Wricut said he found reduction 
much easier if he fixed the small part and moved the 
patient, 
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Mr. BRIstow, in reply, said that the impaction 
which was always present in a fracture of the femoral 
neck made protection unnecessary. In a child the 
head of the radius must be replaced by open opera- 
tion ; its removal was a criminal procedure. When 
Béhler’s method failed he treated fracture of the 
os calcis by subastragaloid arthrodesis, except in 
patients who developed for themselves a rigid sub- 
astragaloid joint. Treatment was not entirely 
empirical but was based upon mechanism. 


NORTH WESTERN TUBERCULOSIS 
SOCIETY 


On Jan. 26 at the Manchester tuberculosis offices 
Dr. R. R. TRAIL addressed this society on the 


Limitations of Artificial Pneumothorax 
Treatment 


As long ago as 1919, he said, Bardswell and Thomson 
had proved that something further than sanatorium 
treatment was necessary if we were to reduce the 
grave mortality from pulinonary tuberculosis which, 
under all forms of institutional treatment, leaves 
the average patient with at best a 50 per cent. chance 
of relapse within three years. That was before the 
enormous possibilities and great accomplishments of 
treatment by pneumothorax wererealised. Bentley’s 
monograph of 1936 on the experience of the L.C.C. 
had demonstrated a plus of 19 per cent. in the survival 
of institutional cases treated by artificial pneumo- 
thorax. But in considering the end-results of treat- 
ment four facts. must be kept in mind: (1) The 
results referred to those willing and fortunate enough 
to be treated in a sanatorium. (2) The patient with 
artificial pneumothorax has a definite advantage 
over his fellow patient because of continued super- 
vision. (3) Patients considered suitable for artificial 
pneumothorax are in a lower grade for prognosis 
than the average patient with evidently similar 
extent of disease. (4) All treatment is ultimately 
dependent on the prime factor of early diagnosis 
which does not seem to improve. Recent investiga- 
tions had shown that fully 60 per cent. of artificial- 
pneumothorax cases so far treated had bilateral 
disease at the time of induction ; we knew now that 
unilateral disease gives a far better end-result even 
with partial collapse than does complete collapse 
in bilateral cases. He deprecated the maintenance 
of pneumothorax when resistance was being under- 
mined and cavitation was recurring; as a result 
our surgical wards are being asked to deal with many 
cases already beyond hope of a good surgical result: 
Whatever the successes of phrenic operations and 
cauterisation of adhesions, he was assured that 
even better results had been attained by surgery at 
an earlier stage. The dictum that pneumothorax 
must precede thoracoplasty was not of universal 
application ; in three categories of patients surgery 
at the date of diagnosis might be better than any 
minor method of treatment : (1) Those with unilateral 
disease of fibrocaseous type, with or without cavita.- 
tion, but with definite displacement of heart and 
mediastinum. (2) Cases of upper-lobe pneumonic 
phthisis which have reached the stage of marked 
involvement of the interlobar pleura and sub- 
clavicular cavitation. (3) Those with cavitation in 
the middle or lower zones of the chest, particularly 
if the cavities are in the inner third of the lung 
field. 
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REVIEWS AND NOTICES OF BOOKS 


Avian Tuberculosis Infections 


By Wurm H. FELDMAN, D.V.M., M.S., associate 
professor of comparative pathology, Mayo Founda- 
tion for Medical Education and Research, Graduate 
School, University of Minnesota. London: Bailliére, 
Tindall and Cox.’ 1938. Pp. 483. 31s. 6d. 


UNDER the great personal influence of Robert Koch 
the belief was held for several years that the bovine 
tubercle bacillus was virtually non-pathogenic for 
human beings. It was not till after the investiga- 
tions of the Royal Commission on Tuberculosis in 
this country and of various workers in the United 
States that this belief had to be abandoned. The 
similar belief that the avian tubercle bacillus is non- 
pathogenic for man has not suffered a similar fate. 
Dr. Feldman, who has made a careful study of the 
literature, can find only 13 recorded cases of tuber- 
culosis in which there is a reasonably high probability 
that the avian bacillus was responsible, and in this 
country Dr. Stanley Griffith with his vast experience 
has never met with this organism in a single case of 
tuberculosis. On the other hand, the avian bacillus 
is of great importance in infections of birds, and to 
a less extent of certain mammals such as pigs and 
cattle. In fowls tuberculosis due to this organism 


is widespread throughout the world, and in the - 


United States it seems that about 5 per cent. of 
chickens are infected. In pigs the annual loss 
from avian tuberculosis in the United States is 
estimated at about $2,000,000. In cattle the avian 
bacillus is uncommon and gives rise to only a retro- 
gressive type of disease, but owing to the confusion it 
may cause in the tuberculin test it cannot be neglected, 

The importance of the avian tubercle bacillus 
is therefore economic as well as scientific and there is 
need for a comprehensive study such as this of the 
organism and the disease which it causes under 
natural and experimental conditions. In a book dealing 
with so many different aspects of a problem it is 
difficult to avoid a certain amount of repetition, but 
in a future edition some overlapping might be 
prevented by dealing separately with the natural and 
the experimental disease in different animals, The 
identification of the mammalian types of tubercle 
bacilli should either be described fully or not at all; 
the present account is unsatisfactory. These, how- 
ever, are small faults, and Dr. Feldman’s compilation 
will prove of value to workers in the office, the 
laboratory and the field. 


Insulin: Its Chemistry and Physiology 

By Hans F. JENSEN, Ph.D., associate, laboratory 

for endocrine research, J ohns Hopkins University, 

Baltimore. London: Humphrey Milford, Oxford 

University Press. 1938. Pp. 252. 8s. 6d. 

THIS book would be worth buying for its references 
alone, for it gives a fully indexed list of 1300 original 
papers, including most of the important work relating 
to insulin and its physiology which had appeared 
up to the beginning of 1938. There are, however, 
many other features to recommend it. The style is 
unassuming and convincing, and the author keeps 
to the point and marshals his facts with enviable ease. 
More of his personal opinions creep through in the 
earlier part which deals with the history, prepara- 
tion, properties and standardisation of insulin than 
in the later part which is more concerned with physio- 
logy, but the physiology of insulin is a subject on 
which personal opinions have perhaps been expressed 
too freely elsewhere, and in which workers too often 


seem to read each other’s papers unsympathetically. 
Dr. Jensen has assumed the heavy task of arranging 
the mass of physiological research in some sort of 
order and without prejudice. There is a chapter on 
substitutes for insulin and another on methods of 
administration, The latter is severely objective, 
in common with the rest of the book, and gives among 
other information the scientific background of the 
use of protamine insulin and zinc-protamine insulin. 
The clinical aspects of insulin are referred to only 
briefly as being outside the scope of the book, but 
those who are interested in diabetes from the purely 
clinical point of view will nevertheless find this 
review of the greatest interest and value. 


Textbook of Medicine 

(4th ed.) By Various Authors. Edited by J. J. 

CONYBEARE, M.C., D.M. Oxfd, F.R.C.P., physician 

to Guy’s Hospital, London, Edinburgh: E. and S. 

Livingstone. 1939. Pp. 1112. 2ls. 

THE principal alteration in this edition is the 
addition of a hundred pages on the psychoneuroses 
and psychoses by Dr. Desmond Curran and Dr. Erich 
Guttmann. This has made the book a little more 
bulky but no dearer. Certain ‘“‘new’’ diseases have 
been added elsewhere and the whole text has been 
generally revised. The book remains a middle- 
weight among textbooks of medicine, and a very 
serviceable work, 


Handbook of Midwifery 
ay ed.) By Sir Comyns BERKELEY, M. D. Camb., 
F.R.C.P., F.R.C.S., F.R.C.0.G., consulting obstetric 
and gynecological surgeon to "the Middlesex Hos- 

pital, London. London: Cassell and Co. 1938. 

Pp. 633. 8s. 

SINCE it was first published in 1906 this little book 
has reached fifty-seven thousand, and no more need 
be said of its utility. For the pupil midwife the 
text is adequate, and for the medical student very 
nearly so. The book can be quickly read, and forms 
a sound introduction to the subject. The text has 
been thoroughly revised and a few new illustrations 
added, and the sections concerned with the principles 
of domestic and personal hygiene, the management of 
the premature baby, and artificial feeding are now 
particularly satisfactory. 


Methods of Tissue Culture 

By RAYMOND ©. PARKER, Ph.D., associate in 

experimental surgery, Rockefeller Institute for 

Medical Research, New York. London: Hamish 

Hamilton Medical Books. 1938. Pp. 292. 24s. 

In this book Dr. Parker outlines the procedures 
used in Carrels laboratory at the Rockefeller Insti- 
tute. He discusses briefly the history and general 
uses of tissue culture and describes how a tissue- 
culture laboratory should be planned, the equipment 
it should contain, and the various routines, such 
as cleaning, sterilising, pH determination and the 
preparation of media, which the method involves. 
He then deals with the actual preparation of various 
types of culture and the different ways of measuring 
growth in vitro, the histological and photographic 
techniques involved, and finally with the applications 
of tissue culture to biology and medicine. 

The book is unsuitable as a guide for beginners, for 
the methods and equipment recommended are too 
costly and elaborate, Tissue culture can satisfactorily 
be applied to many problems with much cheaper 
apparatus and simpler procedures than these. On 
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the other hand, this will be a valuable work of reference 
for experienced workers, for it contains a detailed 
account of many important special techniques which 
have not been published before. The descriptions of 
complicated methods are made easy to follow by 
their clear and logical style and some excellent 
photographs and line drawings. 


Textbook of General Bacteriology 
(12th ed.) By Epwin O. JORDAN, Ph.D., late 
Andrew McLeish professor of bacteriology in the 
University of Chicago. Revised by WILLIAM 
Burrows, Ph.D., assistant professor of bacterio- 
logy in the University. London and Philadelphia : 
W.:B. Saunders Company. 1938. Pp. 808. 265s. 
THOUGH suited to the needs of ordinary medical 
students and students of public health this well- 
known American textbook is at the same time one of 
the best introductions to bacteriology as a branch 
of general science. Since the last edition appeared 
its distinguished author, Dr. Jordan, has died, but 
in the present revision Dr. Burrows has succeeded in 
bringing the book up to date without interfering 
with its characteristic qualities, 


Tabes Dorsalis | 
Klinische, erb- und konstitutions-pathologische sowie 
sozialmedizinische Untersuchungen. By Prof. Dr. F 
CURTIUS, Dr. H. SCHLOTTER and Dr. EDM. SCHOLTZ. 
Leipzig: Georg Thieme. 19388. Pp. 275. R.M.14. 
THIS monograph is one of a series on the social 

aspects of medical subjects, sponsored by the German 
ministry of labour. The authors have studied 101 
cases of tabes dorsalis in war pensioners, and have 
amassed a truly remarkable amount of statistical 
and other details. Age, heredity, constitution, 
environment, family history, race and the effects of 
war service have been diligently recorded and each 
individual symptom and.sign has been closely 
examined as to its statistical significance and its 
possible relationship to any or all of these factors. 
Comparison has been made with the findings of other 
authors. Where possible interesting clinical points 
are illustrated by photographs, and most of the 
statistical facts are clearly set out in tables. Those 
who will face the task of separating the irrelevant 
from the relevant in this mass of information should 
be well repaid. | 


Positioning in Radiography 
By K. ©. CLARK, F.S.R., radiographer-in-charge, 
Ilford radiographic, technical and demonstration 


department. London: Ilford Ltd., William 
o onia (Medical Books). 1939. Pp. 482. 
3 38. 


Tuis large book, which is intended for students of 
radiography as well as for practising radiographers, 
is made up of 32 sections, each dealing with one part 
of the skeleton, one organ, or one' special method 
of examination such as pelvimetry, tomography or 
kymography. The method of presentation is to 
show photographs of a model placed in the appro- 
priate position together with the actual radiograms 
obtained. Where the projection is somewhat com- 
plicated the part is shown in section in a line drawing 
to explain the reason for using the particular tech- 
nique. Alternative methods of examination are 
included, and the less experienced worker will 
appreciate the suggestions given concerning exposure 
factors and the difficulties that are encountered in 
certain abnormal conditions, — 

It seems a pity that the author has omitted the 
innovators’ names that are customarily applied to 
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certain projections, though there is some justification 
for preferring a more informative description. The 
statement that the preparation of a patient for an 
opaque enema calls for ‘“‘ frequent high colon wash- 
outs’ is not one that should appear without some 
reference to the patient’s condition, if indeed it should 
appear at all. Apart from these small points, how- 
ever, there is little to criticise. In the preparation 
of the 1300 illustrations the author has been able to 
call upon the resources of Ilford Ltd., and this happy 
collaboration has resulted in a book that will be 
valuable in every department where radiography is 
undertaken. 


Diseases of the Nose, Throat, and Ear 
By W. WALLACE Morrison, M.D., clinical pro- 
fessor, department of otolaryngology, New York 
Polyclinic Hospital. London and Philadelphia : 
'W. B. Saunders Company. 1938. Pp. 675. 25s, 
Dr. Wallace Morrison has had a long experience of 
teaching postgraduates, but he has written this 
textbook for both the undergraduate student and 
the general practitioner. It admirably fulfils its 
purpose. In each section the surgical anatomy and 


| physiology of the parts concerned are outlined; 


the common diseases are then dealt with fully and 
the rarer conditions more briefly. Similarly, only 
the more simple operations are described at length, 
The various stages of an operation are indicated 
quickly and clearly by means of diagrammatic 
drawings with a short descriptive text. The book is 
illustrated throughout by pen-and-ink sketches drawn 
by the author, which are mainly amplified versions 
of the chalk drawings he uses in his lectures. These 
are satisfactory as diagrams but are too rough to 
give the student a good idea of the appearance, for 
example, of disease of the larynx or fauces. The 
work is thorough and accurate, though it repeats 
the unimportant but common error of giving the 
focal length of the concave head-mirror as 14 in., 
whereas it is really 6-7 in. The advice given on 
treatment is sound, and the student and practitioner 
will find Dr. Wallace Morrison a straightforward and 
reliable guide. 


Chemical Analysis of Foods and Food Products 
By M. B. Jacoss, Ph.D., chemist in the bureau of 
food and drugs, department of health, City of 
New York. London: Macmillan and Co. 1938. 
Pp. 537.. 25s. 

THE author of this book is one of the more modern 
food analysts who is prepared to avail himself of the 
help which all branches of chemistry can offer to 
those who practise this important but in the past 
not very scientific branch of analytical chemistry. He 
has produced a readable and useful manual. The first 
five chapters deal with general and physical methods 
of examination, colouring matters, and preserva- 
tives and metals in foods, and the next ten with 
examination of special groups of foods. The author 
then describes the determination of vitamins and 
various inorganic determinations, giving many very 
modern methods, such as the determination of sodium 
by the zinc and magnesium-uranyl methods. Apart 
from a few slips and occasional sentences which 
need recasting the book is well written. The author 
provides a useful bibliography at the end of each 
chapter and quotes copiously from publications issued 
inside and outside the United States. Although 
the references to legal enactments necessarily apply 
mainly to those of his own country, the ceneral 
information, including tables of analyses of many 
products, will be valuable to all food analysts. 
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PROPHYLAXIS IN WAR AND PEACE 


THE Medical Research Council and their pre- 
decessors, the Medical Research Committee, have 
now been established for a quarter of a century 
They recall, in their report for 1937-38, the fact 
that in their first five years of life most of the 
efforts of their staff had to be directed to the 
solution of problems of war, presented mainly 
through the medical departments of the War 
Office and the Admiralty. Indeed the early green- 
books on such subjects as surgical shock and 
hemorrhage and wound infections observed under 
war conditions, and on rickets in Vienna during the 
post-war period, are now prized as classic works 
of reference. After a period during which the 
demands for help from Government departments 
diminished, and the council were able to develop 
their own plans of medical investigation, official 
requests for inquiries have again in recent years 
become more numerous and exacting, and this 
type of work, of which examples are given on 
another page, has loomed larger in their pro- 
gramme, necessitating the permanent appointment 
of expert members of staff to cope with it. During 
the past year the work has included various services 
of a technical nature undertaken at the request 
of the Committee of Imperial Defence and designed 
to make the resources of science available for the 
defence of the civil population. Some of these 
activities are not detailed. One of the plans out- 
lined, however, will greatly relieve the anxiety 
felt by many of our profession lest no precautionary 
scheme against epidemics had been included among 
the preparations for evacuation of large sections 
of the population in an emergency. It is now 
announced that last year the Medical Research 
Council were entrusted with the organisation of 
an emergency public-health laboratory service to 
assist, in the event of war, in the protection of the 
civil population against the spread of epidemic 
infections under the abnormal conditions which 
might prevail. The possibilities that had to be 
envisaged included large movements of population, 
especially as the result of evacuation from big 
cities, and dislocation of ordinary services of 
various kinds. At the best it would take time to 
train adults and children to behave so as not to 
endanger their neighbours in such circumtances, 
and expert guidance will be essential if disasters 
are to be avoided. 

In these circumstances there appeared to be 
need of a much more widely spread laboratory 
service for bacteriological diagnostic work than 
at present exists. A scheme was accordingly 
worked out for an emergency service which would 
augment the facilities already available under the 
normal public-health administration. It was 
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based on the utilisation of bacteriologists and 
assistant personnel usually engaged in research 
work or postgraduate teaching, and of those in 
hospital laboratories who could be spared from 
their ordinary duties. With the willing codpera- 
tion of the various authorities concerned the 
scheme was elaborated in detail, and arrangements 
were made for giving it effect without delay in the 
event of an emergency. It is satisfactory to learn 
that the measures had been completed before 
the international crisis in September in districts 
where such provision seemed to be most required, 
and that they have since been extended to the 
remaining regions. There is thus at least one 
section of the medical profession whose members 
know that their services in an emergency will be 
used to good advantage. Such essential measures 
as the provision of a safe water-supply, the proper 
disposal of sewage, prophylaxis in overcrowded 
areas against enteric diseases, the identification 
of carriers, would certainly tax the resources of the 
public-health departments of the districts receiving 
refugees. Even where a bacteriological service is 
already established, the knowledge that it will be 
supplemented at need by highly skilled workers 
will be welcomed by all who have realised the 
havoc that disease could cause in a community 
suddenly transplanted from highly civilised condi- 
tions of life to primitive ones. The good offices 
of the Medical Research Council have also been 
enlisted in the codrdination of certain medical 
supplies to meet the requirements of the defence 
services and of the civil population in the event 
of war. Action taken last year related particularly 
to substances, such as tetanus antitoxin, which 
might be required in quantities out of all propor- 
tion to the productive capacity of the manu- 
facturing laboratories in peace-time. Estimates of 
the probable demand having been made, steps were 
taken to accumulate the necessary reserves for 
use at the outset, and also to ensure that means 
existed for rapidly increasing production. These 
arrangements -had also been completed, in respect 
as the most important substances, before September 
ast. 

In view of these concrete services and the 
evidence throughout this and previous reports 
that the Medical Research Council are not merely 
an academic body promoting research into disease 
processes without concern for practical issues, 
their plea for the coöperation of the public in the 
application of new knowledge should receive 
earnest attention. The swift spread of the use 
of any curative drug—for example the new chemo- 
therapeutic agents—is contrasted with the delay 
in the application of discoveries in preventive 
medicine. The councilsuggest that a better method 
of informing and educating the public has become 
imperative and that there is great need for some 
authoritative body to transmit the necessary 
information. Surely this is a duty which could 
properly be undertaken by the local medical officer 
of health and his staff; immunisation against 
diphtheria, for example, is gaining ground in 
certain districts where facilities are not only pro- 
vided but are well advertised and the codperation 
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of practitioners is enlisted. The Ministry of 
Health has urged local authorities to adopt 
prophylactic measures and would doubtless support 
any scheme designed to interest the public in 
their widespread use. Unfortunately, as the 
council point out, immunisation will not be com- 
pletely effective in eradicating diphtheria until 
it is applied to all susceptible children in any 
community; but the example, quoted in the 
report,! of the town of Hamilton in Ontario, with 
a population of 175,000, where not a single case of 
diphtheria has been reported during the past 
five years, should stimulate progressive local 
authorities in this country to a campaign of 
persuasion. The unchanged dietary habits of the 
British people, in spite of the accumulated evidence 
of the nutritive value of the protective foods, are 
deplored by the council as another example of the 
failure to interest the public in preventive medicine. 
Admittedly the application of modern teaching on 
this subject is depressingly slow, but conservatism 
does not necessarily spell ignorance. The 
relative cheapness of carbohydrates and the child’s 
taste for sweets may influence the proportion of the 
various foodstuffs consumed in a household whose 
head knows well enough that bread and biscuits 
and sugar are not now favoured by experts as 
substitutes for milk, butter, eggs or fruit. There 
is truth, however, in the contention that preventive 
medicine lacks the dramatic quality possessed by 
cure of disease and that continued effort to keep 
the public informed of the ways in which they can 
take advantage of new knowledge gained in this 
field is a necessary step towards the improve- 
ment in the general health of the community and 
the elimination of disease. Not only public-health 
authorities but family doctors can help in this 
educational campaign. The first step is to rekindle 
their own enthusiasm and the best way to do so 
is by study of this dynamic report. 


A PHARMACOLOGIST PROTESTS 


“ AN unfortunate situation in the field of bacterial 
chemotherapy ” is the title of a strong protest 
by E. K. MARSHALL? against the indiscriminate 
therapeutic use of new sulphonamide compounds 
before their experimental study is complete. Dr. 
MARSHALL and his colleagues were the first to 
carry out a thorough pharmacological study of 
sulphanilamide itself, in the sense of determining 
its rate of absorption, its distribution in the body, 
and its rate of excretion; hence no-one is better 
entitled to administer this reproof, if reproof be 
deserved. He complains in the first place that tests 
of curative action have been performed with 
inadequate numbers of mice, and that investigators 
performing them make “no attempt to evaluate 
the significance of their figures or to analyse and 
test their meaning by even an elementary statistical 
technic.” Another direction in which preliminary 
experimental work has been inadequate has been 
the study of toxicity ; three reasons are suggested 
for the undoubted fact that toxic effects are more 
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liable to be produced in the sick human being than 
in the normal animal, and it is argued that in view 
of this observation the study of toxicity in animals 
should be all the more thorough. 

These criticisms are made without specific 
reference to any sulphonamide compound ; indeed 
the only one mentioned is “ 2-sulfanilamido- 
pyridine,” and this for a somewhat different 
reason—namely, that “as yet no description of 
the substance has been published. The proof of 
its chemical structure, analyses for purity and 
chemical properties are withheld.” It is appropriate 
here to refer to another recent publication by 
MarsHatu and others describing the results of 
a toxicological study of this drug. Although it 
has been said to have about “one fourth the 
toxicity of sulphanilamide,” this statement is based 
only on the results of administering a suspension 
by the mouth, with no proof of comple te absorption. 
MARSHALL and his colleagues, by determining the 
blood concentration after various doses of such a 
suspension by the mouth, obtained results from 
which itis clear that absorption is far from complete. 
On the other hand, when they prepared the sodium 
salt of this compound, which is much more soluble, 
its administration produced blood concentrations 
to attain which with 2-sulphanilyl-amidopyridine 
itself a dose as much as eight or sixteen times 
greater was necessary. Judged by results with the 
sodium salt, this drug is not less but more toxic 
than sulphanilamide. They conclude by recom- 
mending that ‘until more is known about this 
drug, it should not be used in conditions where 
sulfanilamide has been shown to be effective.” 
This is a transatlantic verdict on the most 
successful new sulphonamide compound produced 
in this country, and something of the same sort 
might be said of Uleron, which occupies a similar 
position and has had a similar career in Germany. 
It is therefore of interest in this connexion that 
BiatcH * of Münster has made some new and 
disquieting observations on the behaviour of this 
drug in the body. They are briefly that its excretion 
in the urine’ continues for five days after adminis- 
tration has ceased, and that the drug accumulates 
in the liver and spleen, with demonstra ble damage 
to the former. Uleron has been used on an 
enormous scale, and occasionally produces toxic 
effects of several kinds which are not known to be 
caused by other sulphonamide compounds ; it is 
astonishing that this important clue to the nature 
of its dangers should only now have come to light, 

It must be admitted that the general criticism 
made by MARSHALL has considerable force. What- 
ever the therapeutic results attained, it is unsatis- 
factory that a compound of this kind should be 
widely used before some of its elementary properties 
are understood—hbefore, for example, it is known 
how much of a given dose will be absorbed. 
Sulphanilamide is still the only one of these drugs 
for which full pharmacological data are available, 
and it is very desirable that the necessary patient 
and careful studies which alone can furnish such 
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data should be pursued with other compounds. 
MARSHALL’S concluding plea that the place and 
value of pharmacology in medicine should be more 
fully recognised is well supported by his evidence 
of the neglect of this subject in the bewildering 
developments of the past few years.. 


A PROGESTATIONAL EFFECT BY MOUTH 


THE capacity to evoke progestational changes in 
the uterus was originally thought to be specific 
to the hormone of the corpus luteum, progesterone, 
a substance which even now is available only in 
limited quantity and which is virtually inactive 
by mouth. Later, however, it was found that 
certain methyl and ethyl derivatives of androgens, 
notably methyl testosterone, also had a pro- 
gesterone-like activity, though this was only about 
one-twentieth that of progesterone itself. This 
result disproved the supposed absolute specificity 
of progesterone, but at the same time, since methyl 
testosterone differs from progesterone only in the 
absence of the short side-chain, it emphasised the 
relative specificity of progesterone-like activity. 
Moreover, any practical use of methyl testosterone 
based on this discovery was discouraged by the fact 
that the compound is a very powerful androgen. 

Last year an important advance was made by 
INHOFFEN and Hox#LWwEa,! who prepared the 
17-ethinyl derivative of testosterone and produced 
a compound differing from progesterone only in 
the absence of the elements of water from the short 
side-chain, and in the presence of an extra oxygen 
atom in the 17 position. This compound, variously 
known as ethinyl testosterone, pregneninolone, 
and anhydrohydroxyprogesterone, was found by 
INHOFFEN and HOHLWEG to have progesterone-like 
activity one-fifth to one-tenth as great as that 
of progesterone itself. Its most interesting and 
important property, however, was that, as tested 
on the rabbit, it retained its full progesterone-like 
activity when given by mouth. Since this com- 
pound possesses virtually no androgenic activity 
the introduction of what amounts to an orally 
active form of progesterone promised to be an 
important event in endocrine therapy. Neverthe- 
less, as pointed out in our columns last December,? 
experiments on oral activity carried out on the 
rabbit are not necessarily conclusive evidence as to 
the behaviour of the substance in other animals and 
particularly in man. It is encouraging therefore to 
know that clinical results which indicate an oral 
effectiveness of pregneninolone in women are now 
beginning to appear. Some results pointing to 
this conclusion have already been published by 
CLAUBERG and Ustijn? and today we publish a 
paper by Prof. ZoNDEK and Dr. Rozw which 
shows that a number of effects they have been 
able to obtain by the injection of progesterone can 
also be obtained by the oral administration of 
pregneninolone (or, as they term it, pregneninono)). 
They find for instance that this compound, like 
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progesterone, will induce hemorrhage during the 
intermenstrual phase of the normal cycle; more- 
over, it appears that secondary amenorrhea can 
be relieved by its oral administration even when 
no preliminary treatment with cestrogenic hormone 
is given. 

ZONDEK and Roz conclude that a dose of 
pregneninolone given by mouth needs to be about 
six times as great as that of progesterone given by 
injection. But in view of the inconvenience of 
repeated subcutaneous injection for practical 
clinical purposes any technique that provides an 
alternative method must be considered favourably, 
and we shall watch the future developments of this 
work, particularly as regards substances with 
progesterone-like activity, with great interest. 


-= MEDICAL REFUGEES 


A MONTH ago we again put the case for a 
sympathetic attitude towards medical refugees.’ 
This case needed re-statement because it appears 
that many doctors are showing an automatically 
negative reaction towards schemes for helping 
foreigners in this country. Such schemes may be 
good or bad, but where they avoid injustice to 
our English colleagues they should, we believe, 
be given every possible chance of success. 

Our arguments have evoked two published 
criticisms—an article on Feb. 10 in the Medical 
World, the organ of the Medical Practitioners’ 
Union, and a letter from Dr. G. H. Crisp which 
we printed on Feb. 18. The burden of both is 
that general practice is an increasingly difficult 
means of livelihood and that many practitioners 
fail to secure a decent living. In Dr. Crisp’s view 
competition is now so keen that any talk of 
scientific or humanitarian ideals is out of place ; 
and where the workers already in the field are 
finding the harvest so poor it is unfair to introduce 
new ones in the name of charity. This is the 
dilemma considered last year in our columns? 
under the heading “‘ An Overcrowded Profession ? ”’ 


_—though at that time the chief complaint against 


refugees was that they congregated in overcrowded 
Harley Street. The essentially competitive nature 
of private practice is generally recognised ; it is 
again well brought out by a correspondent in our 
present issue. All will admit, moreover, that good 
work often brings quite inadequate rewards and 
that a large proportion of doctors are now unable 
to give their children the kind of start in life they 
received themselves. On the other hand at a 
time of high taxation these conditions are not 
peculiar to our profession, and to the outsider it 
appears unreasonable to talk of gross overcrowding 
in medicine when this is one of the few callings 
in which one can be almost sure of securing some 
sort of work and some sort of pay. Nevertheless, 
even if the overcrowding is not so acute as it is 
sometimes considered, Dr. Crisp makes a very 
good point when he says that the compassionate 
decision to admit a refugee may be excellent in 
theory but wrong in practice because it is made 
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purely at the expense of a few neighbouring prac- 
titioners with whom the refugee will compete and 
whose opinion has not been asked. The Medical 
World, in its not unfriendly article, puts a similar 
case for the group of practitioners as a whole: 


why should the profession be generous at the 
expense only of a section of its members ? 


** General practice has already admitted a full 
quota, far more than any other organised sailing: 
There are others who have done nothing. What 
has the huge machine of government and municipal 
medicine done? We know. of nothing. There are 
millions of inspections of school-children which might 
usefully be made. Why not set some aliens to this 
work ? There are short staffs all over the country, 
over-work occasioned chiefly by A.R.P. legislation, 
and by such scandals as that of our water supplies. 
Is there no room for aliens here ? ” 


` The journal makes a constructive suggestion when 


it proposes that the Government should call a 
conference of the representatives of all the medical 
organisations and “tell that Conference what it, 
as a Government, is prepared to do in admitting 
aliens to its own services and in causing municipal 
bodies to admit to theirs.” It would certainly be 
interesting to hear what advantage the Colonial 
and Dominion Offices are taking of the present 
supply of medical men and women ready to work 
in difficult circumstances among backward 
populations. 

As regards private practice or other employment 
outside government services it may fairly be asked 
that doctors in all branches of the profession 
should judge each proposal on the facts. It may 
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or may not be true that traditional professional 
ideas are outmoded, but it is certain that the 
nationalist theories now being imported into this 
country from abroad need at least as close a 
scrutiny as the refugees they have created ; and 
we cannot help noticing that until recently, despite 
the overcrowding of the profession, little was said 
about cutting down the number of new entrants 
—who were not at that time foreigners. There is 
a danger too perhaps that the extent of the 
immigration from Germany so far permitted may 
be exaggerated: the grand total, including 50 
Austrians who are now going through a two years’ 
course, is, we understand, not more than about 300, 
and this includes a group of medical psychiatrists, 
whose localisation is more or less controlled by 
the Home Office and who are not admitted to the 
Medical Register, and a substantial number of 
laboratory and other research workers who are 
not allowed to practise. There are something like 
55,000 doctors in Great Britain, and the new 
immigrants cannot at worst be held responsible 
for more than a small proportion of their present 
discontents. 

Dr. Crisp at the end of his letter suggests that 
“our academic idealists ” should find a way to 
secure the services of refugees without jeopardising 
the incomes of overworked men. But he must be 
aware that for many of the refugees this has in 
fact been achieved ; and we have reason to think 
that it could be done for more of them if the 
impossibility of such schemes were not so often 
assumed in advance. 


ANNOTATIONS 


BRIEF STORY OF ST. THOMAS'’S 


SomE may have found the weight of antiquarian 
detail in Prof. Parsons’s three-volume history of 
St. Thomas’s Hospital heavy going, but no-one can 
make such an accusation against his delightful 
epitome.! The earliest days of St. Thomas’s are still 
something of a mystery. In 1106 Bishop Gifford 
built a priory in Southwark for the Austin canons of the 
church of St. Mary the Virgin. In that priory a small 
room was set aside as an infirmarium for the sick 
brethren. There is little doubt that the sick poor 
were soon invited to share the infirmarium, and a 
hundred years later four canons and three canonesses 
were required to look after them, Thus St. Thomas’s 
actually began before there was a St. Thomas, for the 
patron saint of the hospital until the reformation was 
not the apostle, but the English martyr. In 1212 
a disastrous fire destroyed almost the entire priory, 
and in his appeal for rebuilding funds Bishop Peter 
de Rupibus says: “ Behold at Southwark an ancient 
spital, built of old to entertain the poor, has been 
entirely reduced to cinders and ashes.” Peter’s new 
hospital occupied a new site, and here St. Thomas’s 
stood for 650 years, from 1212 to 1862. Prof. Parsons 


` traces the story of St. Thomas’s up to the reformation, 


when Henry VIII confiscated its property and shut 
it down. One of its early benefactors was Sir Richard 
Whittington, the famous lord mayor, who added an 


1. Scenes from the Life of ot TRO: K ates Duar By F. a. 
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eight-bed ward for unmarried mothers. It is said 
that Henry intended to refound the hospital as the 
Hospital of the Holy Trinity for sick and wounded 
soldiers, but he died too soon, and it was left to 
Bishop Ridley to persuade the boy king Edward VI 
that the needs of London’s sick poor called for urgent 
action. So the third St. Thomas’s was built, this 
time dedicated to the doubting apostle. In 1552 
the first lay surgeons were appointed and four years 
later the first lay physician. The early staff were 
not above seeking unprofessional help, and a certain 
Mother Edwyn used to be called in to treat ruptures 
and supply trusses. Among the famous members of 
the early staff were the great Mead and Cheselden, 
of whom Pope wrote: 
‘*T’ll do what Mead and Cheselden advise 
To keep these limbs and to preserve those eyes,”’ 

Mead was medical adviser to Thomas Guy, a governor 
of St. Thomas’s, and on Mead’s advice Guy built his 
hospital on ground belonging to St. Thomas’s 
to harbour the incurables and lunatics whom 
St. Thomas’s had to reject. In-Guy’s will however 
he allowed his hospital to take other than incurables ; 
so the second of the great Borough hospitals was born. 
It was perhaps a pity that the two hospitals of growing 
south London should be side by side, and the forced 
removal of St. Thomas’s in 1861 to make way for the 
new London Bridge railway station was a blessing 
in disguise. The rise of Guy’s had been associ: ited 
with a decline at St. Thomas’s, but in its new home 
on the embankment the old hospital gained a new 
lease of life, 
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Prof. Parsons ends his book with a brief tour of 
St. Thomas’s today, and in passing College House he 
reminds us that the residents’ photographs include 
notorious as well as famous characters. All old St. 
Thomas’s men should read this little book, and there 
is much in it to interest those who grew up in less 
venerable institutions. - 


CARCINOGENESIS IN THE LUNG 


How far the results of animal experiments on 
cancer can be interpreted as applying to man is a 
question raised again in a paper by Valade.! The 
suggestion has been made by more than one observer 
that the apparent increase of pulmonary cancer 
in recent years is attributable to the inhalation of 
tar-laden dust from the modern roads, and experi- 
ments on animals have been cited as supporting this. 
It has been shown for example that application of 
tar to the skin of mice is often followed by cancer of 
the lungs, and Argyll Campbell? has succeeded in 
demonstrating that in mice exposed to an atmosphere 
contaminated with road dust there is a high incidence 
of these tumours. Campbell suggests that his experi- 
mental results can be applied to man, or in other 
words that they indicate tar as the probable causative 
factor in cancer of the human lung; but Valade 
questions this, He points out that mice are especially 
prone to spontaneous pulmonary cancers, and that 
their lung tissues are susceptible to carcinogenic 
agents. Other animals do not necessarily have a 
similar susceptibility ; in the rat, for instance, he 
found that intratracheal injections of methylcholan- 
threne in oil has no carcinogenic effect on the lungs. 
Out of 50 rats which he subjected to this procedure 
14 developed connective-tissue tumours about the 
trachea and esophagus, but none developed epithelial 
tumours of the bronchi or lungs, notwithstanding the 
fact that after the rats were killed crystals of methyl- 
cholanthrene could be demonstrated lying in direct 
contact with their lung tissues. Valade argues that 
if an agent. so strongly carcinogenic as methylcholan- 
threne fails to produce pulmonary cancers in rats 
there must be great variations in the susceptibility 
of different animals, and we cannot assume that what 
is true for a mouse will also be true for a man. 


INFANT FEEDING IN CHINA. 


IN an inquiry into Chinese methods of infant 
feeding carried out for the Henry Lester Institute at 
Shanghai, Platt and Gin’ found that the great 
majority of the 400 babies investigated were breast- 
fed. Wet-nurses were employed in 36 cases, in 6 
imported milk powder was used and one mother 
claimed that she had brought up her child on a food 
based on rice-starch powder, entirely without milk. 
The usual procedure in the breast-fed baby is to give 
a solution containing some cathartic substance of 
native manufacture immediately after birth -and 
again a few hours later. This is intended to drive 
out of the body all the ‘“‘ heating ” substances. Breast- 
feeding is begun on the second day. A thin sweetened 
paste of rice flour or starch cake (if the family can 
afford it) is given once or twice daily. In a few days’ 
time if the supply of milk is adequate the child may 
refuse to take any additional food ; but most children 
continue to take small amounts of rice flour. Breast- 
feeding when established is irregular, the frequency 
of feeds being determined by the baby’s cry. The 
infant is fed less often during the night, and some 
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8-10 feeds are usually given in the course of twenty- 
four hours. There is no accepted time for the duration 
of a feed, which is usually continued until the baby 
falls asleep. Mixed feeding begins at about five months 
with some preparation of soft rice, and vegetable 
soup is added after six months. At about eight 
months a greater variety of soups are introduced 
together with egg, biscuit and oranges. 

The importance of feeding the mother or wet-nurse 
adequately is thoroughly appreciated by the Chinese. 
There are recognised rules as to the special foods 
required, and the mother is expected to consume a 
definite number of eggs as well as chicken, fish, soup 
and so forth shortly after delivery. Even with the 
very poor every effort is made to fulfil the require- 
ments of tradition. Emphasis is laid on a sufficient 
supply of fluid, and when milk secretion is poor 
drinks of many kinds are prescribed. A large number 
of substances have a reputation as lactagogues, such 
as mashed lean pork, a mixture of pork fat and cream - 
beans, cuttle-fish in the form of soup, shrimps cooked 
with red wine, and cooked sea-slugs, When an 
infant’s requirements cannot be wholly met by the 
mother wet-nursing is often resorted to, and in most 
big cities there is a subdivision of a general servants’ 
agency which provides wet-nurses. -Apart from 
wet-nursing the commonest way of supplementing 
breast-milk is to give rice flour or starch-cake powder 
two or three times a day. In nearly a third of the babies 
breast-feeding was discontinued by the end of the 
first year, but about half were still breast-fed during 
their second year, and the commonest reason given 
for weaning was a frésh pregnancy. From the 
European standpoint perhaps the most surprising 
finding of this inquiry was that in the 300 cases in 
which the indications for weaning were investigated 
“ doctor’s advice ” was recorded in only one. 


SODIUM BICARBONATE IN DIABETIC COMA 


ALTHOUGH during the last year or two surprisingly 
little has been written about the treatment of 
diabetic coma, it would be rash to infer that the last 
word has been said on the subject. It is of course 
true that in most cases the response to insulin leaves 
nothing to be desired. Yet from time to time the 
clinician still meets with patients who give him grave 
anxiety. While delay in starting treatment is 
often responsible it is well to admit that other factors, 
at present unknown, may be concerned and to search 
widely for methods of reducing the mortality. When 
the treatment of a disease is revolutionised in the 
way that the treatment of diabetes has been revolu- 
tionised by the discovery of insulin there is always a 
tendency to discard prematurely the older thera- 
peutic weapons. In the early days of insulin treat- 
ment, for instance, little attention was paid to the 
extreme dehydration that attends diabetic coma, 
and it was several years before the importance of 
saline was recollected. Elsewhere in this issue Dr. 
Kirk suggests reviving another old remedy—namely, 
parenteral sodium bicarbonate—which was widely 
used in pre-insulin days in the belief that the 
symptoms of coma were due to acidosis, Although 
nowadays it is agreed that it is ketosis rather than 
acidosis that is the culprit, it does seem that the 
energetic use of sodium bicarbonate occasionally 
saved life during an era when diabetic coma was | 
almost always fatal. 

The two cases related by Dr. Kirk are therefore of 
considerable interest. Nevertheless it is important 
to remember that sodium bicarbonate is a potentially 
dangerous drug. There is always a tendency for the 
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hydrogen-ion concentration of the blood to rise 
when insulin begins to restore the normal oxidation 
of fat, and injudicious use of bicarbonate during this 
period is apt to exaggerate the drift towards alkalosis. 
And alkalosis is to be avoided, for three reasons: 
it can rarely be recognised clinically ; it is as difficult 
to dispel as it is easy to provoke; and it is some- 
times fatal. Another obstacle to the treatment is that 
solutions of bicarbonate cannot be sterilised by heat. 
Dr. Kirk is evidently alive to these drawbacks and 
the only object in underlining them is to make it 
clear that the indiscriminate use of sodium bicar- 
bonate is likely to do more harm than good, especially 
where facilities for emergency measurements of the 
pH or bicarbonate content of the plasma are not at 
hand. But the physician who, like Dr. Kirk, can 
command such facilities will no doubt be encouraged 
to try bicarbonate in cases where response to insulin 
is dangeropsly delayed. | 


THE NEW SCHOOL AT NEWCASTLE 


DURING their visit to Tyneside last week the King 
and Queen formally opened the new medical school 
attached to King’s College, Newcastle, and made a 
tour of the building. The school, which has been 
in use since October, is planned on the pavilion 
system, in three main blocks joined by a corridor. 
The south block contains the dean’s offices, the com- 
mittee-room, and common-rooms for men and women 
students, with a café and gymnasium. Above these 
are the physiological chemistry laboratories and 
lecture theatre. The lower floors of the central block 
are taken up by the laboratories of the bacteriological 
and public-health departments. On the first floor 
is the histological laboratory and demonstration- 
rooms and on the second the Sutherland Hall, a 
large room for examinations, the museum, and a 
well-equipped animal-house. The north block houses 
the pathology department on the ground floor and 
the anatomical museum, dissecting-rooms and lecture 
theatres above. The school now has 409 under- 
graduates, of whom 50 are women. 


FAMILIAL PERIODIC PARALYSIS 


SIncE the demonstration by Allott in 1935 of the 
diminution of serum-potassium during attacks of 
familial periodic paralysis our knowledge of the 
condition has advanced considerably. Some of tho 
recent developments were referred to in these columns 
in August last.! During an attack of paralysis the 
affected muscles are entirely flaccid, and cannot be 
made to contract either by direct electrical stimulation 
or by stimulation of their nerve-supply. This fact 
seems to point to a peripheral rather than a central 
abnormality, and until lately the evidence suggested 
that the paralysis was due to an abnormal demand 
for potassium in the muscles of affected subjects. 
Last year Pudenz, McIntosh and McEachern found 
that if potassium was injected intravenously the 
paralysis was relieved before the level of potassium 
in the serum rose, which is in agreement with the 
conception that the additional potassium is taken 
out of the blood-stream by the tissues suffering from 
potassium lack. They have now shown,’ however, 
that if the venous return from one arm is prevented 
by acuff at 60 mm. pressure the intra-arterial injection 
of potassium chloride in the affected limb does not 
produce any return of function. On the other hand, 
if the circulation in one arm is completely cut off 
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by a cuff £t 200 mm. pressure, and potassium chloride 
is injected intravenously in the other, the occluded 
limb recovers as quickly as the unoccluded. These 
experiments seem to show that a central factor is 
involved, but the creatinuria found by these Montreal 
workers, a8 well as by Ferrebee, Atchley and Loeb,?® 
still seems more likely to be due to a concomitant 
muscular abnormality than to purely nervous 
influences. The choline-esterase level in the blood 
is normal during an attack, but recovery can be 
brought about without potassium salts by the intra- 
venous administration of the choline esters doryl or 
mecholyl. Under the influence of these drugs the 
serum-potassium level rises in the same way as it 
does in spontaneous recovery, suggesting that potas- 
sium is liberated from some organ or tissue and 
becomes available for use by the affected muscles, 
At present there is no evidence as to the whereabouts 
of this potassium storehouse. Whatever the eventual 
mechanism of the disease may turn out to be, it is 
clear that there is in affected subjects some metabolic 
abnormality affecting potassium, and the condition 
should probably be added to the growing List of 
inborn errors of metabolism. 


CANCER CLINICS 


A RECENT deputation to the Minister of Health 
expressed the hope that the proposed cancer schemes 
would utilise the facilities of the larger hospitals, 
voluntary and municipal, rather than lead to the 
establishment of special clinics not closely linked 
with general hospitals. The deputation also asked 
for consultant facilities in the homes of patients. On 
both these policies Mr. Elliot’s reply was encouraging, 
subject to the advice given him by the medical 
advisory committee shortly to be appointed. For 
many reasons he thought it would clearly be desirable 
for a large and well-equipped hospital to serve the 
areas of more than one local authority. At present, 
whatever the future may hold, the only practical 
methods of treatment for cancer are surgery and 
radiation. Surgery in this country has definite 
standards, radiation has not ; it is therefore necessary 
before framing a scheme of clinics to define the 
minimum requirements for adequate radiation 
therapy. X-ray apparatus should be available for all 
patients requiring it to be treated within a fortnight 
of being identified. Radium should be at the disposal 
of the therapist in such quantities as will allow him 
to treat any case with correct doses, using suitable 
containers. Such treatment must be in the hands 
of fully trained radiotherapists and it is a question 
whether a diploma in radiology can in itself be 
considered as a full qualification ; prolonged experi- 
ence or a complete course of instruction at a recognised 
centre is also essential. In view of the expensive 
nature, in time and money, of this training the radio- 
therapist may expect to have the same status as the 
surgeon, notwithstanding the nature of the work 
requires a full-time appointment. At present the 
number of fully trained radiotherapists is limited, 
and this fact has a bearing on the possibility of 
using effectively in the near future any considerable 
increase in the quantity of radium available. Despite 
any impression to the contrary given by the recent 
report (Lancet, Feb. 18, p. 403) there are already a 
number of large treatment centres where all forms 
of radiation are available in charge of a trained staff. 
In Manchester, for instance, this centre is attached to 
a cancer hospital, with adequate surgical service, and 
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the steady increase in the number of patients there 
treated is due to agreements with local authorities and 
to the diagnostic stations staffed from the centre in 
municipal and voluntary hospitals throughout the 
region served by the centre. In this way in the last 
completed year 29 per cent. of cancer patients in the 
civic area (pop. 1,039,740) and 26 per cent. in the sur- 
rounding area (pop. 1,663,860) actually obtained radia- 
tion treatment at the centre. Assuming, as seems fair 
from figures given in the report, that at least a third 
as many received surgical treatment, it follows that 
no less than 40 per cent. of all patients suffering from 
cancer in the Manchester area were treated—in 
contrast with the 27 per cent. given in Dr. Mackenzie’s 
sampling inquiry. He estimates that a quarter of all 
the cases have cancer in accessible sites. The 
Manchester figures show that three-quarters of the 


cases in accessible sites were actually treated by radia- 


tion at the centre. Again allowing for the numbers 
submitted to surgery it follows that practically all 
patients in the Manchester area with cancer in 
accessible sites actually received treatment. These 
figures lend point to the deputation’s argument. 


-LIGHT EYES AND GLARE 


Ir has long been known that albinos, partial albinos, 
and people in whom the intra-ocular pigment in the 
iris and retinal-pigment epithelial layer is sparse 
are more sensitive to light than those more richly 
endowed in these structures. It is said also that 
persons with lightly pigmented eyes see less well 
under low illumination than those with dark eyes ; 
thus negroes are said to see considerably better at 
night than white persons. De Silva and Robinson,! 
who report experiments on light sensitivity and visual 
adaptation at low illuminations, examined 1238 
subjects, of whom they labelled 620 “‘light-eyed ” 
(light grey, light blue or iris) and 618 “ dark-eyed ” 
(dark brown or dark blue iris). The apparatus used 
was designed to simulate a night-driving scene: 
the observer was confronted with two glaring lights 
and was required to distinguish the direction of 
stripes painted on a rotating test-object which 
had its own source of illumination, the threshold of 
sensibility being determined by increasing the 
illumination of the test-object until the observer was 
able to distinguish correctly the direction of its lines. 
The index of glare sensitivity was expressed in terms 
of the amount of light required to perceive the lines 
correctly, and ‘the results supported the conception 
that light-eyed people, at all ages, are relatively 
sensitive to glare and are unable to see so well under 
low illumination. These facts have some practical 
bearing on driving vehicles at night when light- 
eyed drivers should presumably take special care. 


STERILISATION OF ARMY WATER-SUPPLIES 


DuriInG the war of 1914-18 the sterilisation of 
water on a large scale by chemical means was intro- 
‘duced by the French authorities about the time of 
the battle of Verdun, whence it became known as 
verdunisation. In Bunnau-Varilla’s method lorries 
were used for purifying the water by both chemical 
and mechanical means—i.e., chlorination and filtra- 
tion. Inherent disadvantages in these lorries have 
led to the design of a new type in the Spanish war. 
Early in 1937 the Spanish republican army put into 
service some water-sterilising lorries built in Holland, 
which chlorinated the water and filtered it through 
sand, eliminating the excess of chlorine with activated 
charcoal; but they lacked storage tanks for the 
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sterilised water. This type of lorry has been improved 
and is described by L. Hormaechea, a Spanish engineer 
attached to the military sanitation service (Rev. 
Sanid. Guerra, June-August, 1938, p. 336). Apart 
from delivering the purified water at a much greater 
rate than do other types, and having storage tanks on 
board, these lorries sterilise the water in a simpler 
way. The water is drawn in with a centrifugal motor 
pump, about a fifth of it being passed through a 
chamber in which it receives and dissolves a dose 
of about 30 grammes of aluminium sulphate per 
cubic metre of water, after which it joins the rest 
of the water on its journey to the chlorinating tank. 
Organic matter and particles in suspension are thus 
coagulated and entangled in the gelatinous precipitate 
of aluminium hydroxide which is formed: 
(SO,),Al, + 3(CO,H),Ca <2 2A(0H), + 6CO, + 
350,Ca. Chlorination is done with hypochlorite, 
which decomposes into chlorine and oxygenates the 
water on its way to the sand filter; as it emerges it 
is tested with o-tolidine for any excess of free chlorine. 
This method does away with the need for activated 
charcoal. The tanks and pipes of the installations 
on the lorries are insulated against changes of tempera- 
ture with sheets of compressed cork to prevent its 
freezing in cold weather and becoming unpleasantly 
lukewarm in hot weather. 


THE HOSPITALS IN EMERGENCY 


THE Minister of Health is now responsible for the 
proper use of hospitals in time of war, and besides 
appointing twelve ‘hospital officers’? to prepare 
and execute regional schemes he has secured the 
advice of consultant specialists nominated by the 
presidents of the colleges of the physicians and 
surgeons. His plans are outlined in a memorandum 
just published,! and in the next few weeks all the 
hospitals implicated will be told what is expected 
of them. The Government does not. intend to 
interfere in their internal management—unless they 
are to be exclusively used for the military services— 
but it will make arrangements about the cost of 
maintaining casualty cases and the cost of alterations 
and equipment. The hospitals are to be divided into 
classes according to their proposed function, and 
some of them will be “ affiliated’ into groups so as 
to render mutual assistance and facilitate the trans- 
ference of patients. The larger institutions which 
have—or can readily be given—facilities for treating 
surgical and medical casualties will be prepared for 
that purpose: besides general hospitals these include 
certain sanatoria, the larger infectious-diseases hos- 
pitals in areas that will be evacuated, and special 
hospitals able to undertake general work. Where 
necessary such institutions will be ‘“ up-graded ” 
by providing them with appropriate equipment, and 
if they are in danger areas this equipment will 
ordinarily be supplied in advance. 

On an emergency arising all the hospitals concerned 
would at once be cleared of those patients that 
can go home—private cars being used for transport. 
Selected general hospitals in danger areas—the prin- 
cipal casualty-receiving hospitals—will then be further 
cleared by sending movable patients by ambulance 
train or motor-coaches to affiliated institutions in the 
outer areas. As a hospital becomes mainly available 
for the immediate reception of casualties its staff 
will generally be reduced ; for the number of beds 
in use in danger areas will be kept as low as possible 
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(not more than 200) though any others in the building 
will remain ready in case of extreme need. Smaller 
hospitals will be employed chiefly for outpatient 
casualties, and may become mere first-aid posts. 
Hospitals unsuited by .position or character for 
receiving casualties will mostly be used for con- 
valescent or chronic cases, and they are of less 
immediate importance than the casualty-receiving 
hospitals; thus even if they are in danger areas it 
will not be possible at first to remove those of their 
patients who are too ill to go home. 

‘In districts where children will be billeted infectious- 
diseases hospitals will retain their usual function, 
and the special facilities of other special hospitals will 
not be ignored, Maternity hospitals or wards will 
be maintained as such so long as they are still needed, 
but children’s hospitals in the danger areas will 
immediately be converted to the use of casualties. 
Most mental hospitals will merely be expected to 
rearrange their inmates so as to clear a wing or block 
for casualties, but a few selected ones will be cleared 
completely, their patients being taken elsewhere. 
Psychoneurotic casualties will if possible be dealt 
with separately from the others: they may be 
admitted to the casualty-receiving institutions, to 
which a neuropsychiatrist will usually be attached, 
but special intermediate hospitals, with neurological 
clinics, will be organised on the fringes of the central 
areas and mobile teams of neuropsychiatrists will 
also be formed. There will likewise be mobile 
surgical teams that can be sent to points of excep- 
tional pressure. 

« Affiliation’ of hospitals in groups is meant to 
facilitate the necessary spreading of the skilled 
personnel and equipment which in peace-time are 
concentrated at a comparatively small number of 
institutions. The general idea is that hospitals 
in the inner (or especially threatened) part of each 
district should evacuate their patients to affiliated 
ones in an outer (or safer) zone. In London, and 
possibly one or two other large cities, the plan is 
carried further by dividing each district into segments, 
radiating from the centre, the casualties being 
evacuated outwards towards the ‘base hospitals ” 
at the periphery, which will have a senior and more 
experienced staff. Each group of hospitals will be 
expected to work out schemes in advance by which 
the personnel is divided into teams allocated to 
specific hospitals, and each group is to appoint a 
responsible “‘ group officer ” to represent it in time of 
peace and to retain responsibility for the organisation 
of the group in time of war—subject to the direction 
of the Ministry’s “ hospital officer ” for the region, 
who will receive regular reports and will collate the 
work of groups. The arrangements proposed for 
supplementing staffs have already been described,* 
but are again briefly set out in the memorandum, 
together with preliminary observations on finance, 
proposals for record-keeping, and a short account 
of the various steps to be taken as an emergency 
develops. To minimise an inevitable run on materials 
at the beginning of a war all hospitals are asked to 
keep at least a month’s normal supply of drugs and 
dressings, and some will also be asked to serve as 
depôts for Government supplies. Some have already 
been invited to store bedsteads, bedding, and other 
equipment provided by the Government, and arrange- 
ments for distributing about 80,000 bedsteads are 
known to be in hand. It is estimated that the plans 
envisaged would provide a total of about 300,000 
beds for casualties in England and Wales, of which 
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‘with about 4 per 1000 among the others. 


about 200,000 would be available within twenty- 
four hours. Half of them would be “first-class 
surgical beds.” But since even this might not 
suffice the Government is exploring the possibilities of 
using additional buildings to expand hospitals in the 
danger areas and of erecting huts for the same purpose. 


B.C.G. IN RUMANIA 


ADMINISTRATION of B.C.G. to babies has been done 
on a large scale in Rumania for some dozen years ; 
it started on the initiative of the late Prof. Canta- 
cuzéne. Prof. Marfan! reported to the French 
Academy of Medicine on Feb. 7 that the number of 
persons who have now had the vaccine is nearly 
half a million. As he pointed out, B.C.G. vaccination 
is not compulsory in Rumania, but it has been very 
well received, thanks partly to the favourable 
conditions under which it was introduced. Originally 
given by the mouth, the vaccine will in future be 
given more and more by the subcutaneous route, 
with which tests carried out in the Rumanian army 
have been encouraging. The main conclusions that 
the Rumanian medical proféssion has reached are 
that B.C.G. vaccination is harmless, that it appreciably 
reduces the tuberculosis mortality among children— 
notably among those who live in contact with cases 
of tuberculosis during the first three years of life— 
and that the tuberculosis morbidity is also reduced, 
At present about 70 per cent. of the babies in 
Bucharest are given B.C.G. at birth under conditions 
calculated to facilitate follow-up studies. The tuber- 
culosis mortality during the first year of life is said 
to be 1°3 per 1000 among the B.C.G. babies, compared 
In the 
second year of life, the corresponding figures are 
0'9 and 3 respectively, and in the third year of life 
they are 0°4 and 2. There does not however appear 
to be much improvement in the general infant mor- 
tality in Bucharest where the rate is 167 per 1000, 
Among the B.C.G.-vaccinated babies it is 153. 


In the competition for designs for the rebuilding 
of St. George’s Hospital that of W. H. Watkins and 
Partners was placed first. The plans of the first 
five designs will be on view to the public at 15, Knights- 
bridge, S.W., from 10 a.m. to 5 P.M. daily except 
Sunday until March 11. 
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From a lecture delivered at the Oollege of France 
by Monsieur Magendie. 


. . . Many a drug has owed its vogue and pretended 
efficaciousness to errors which the habit of observing can 
alone ensure us from committing. You try a new mode of 
treatment, your patient recovers: are you quite sure that 
the supposed complaint really existed ? There is not an 
old woman without her formula against rabies ; and many 
intelligent and conscientious persons will tell you of 
individuals who, after having been bitten by mad dogs, 
made use of certain drugs and recovered. Recovered from 
what, if the dogs were not diseased? ... A certain 
medicine appears to succeed today, and in fifteen days 
hence it will fail when exhibited under the same circum- 
stances; some persons would not hesitate to attribute 
the failure to the state of the medical constitution. But 
this, and similar methods of evading contradictory facte, 
are mere ignes fatui ; with their aid we have explanations 
for everything, and need never fear being caught in a 
difficulty. 


J 
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MEDICAL RESEARCH COUNCIL 
REPORT FOR 1937-381 


In the introduction to their annual report the 
Medical Research Council contrast the speed of the 
application of new methods of cure with the regrettable 
delay in the application of knowledge in preventive 
medicine, giving cogent examples in the neglect of 
diphtheria prophylaxis, of modern views on dietetics, 
and of breast-feeding. Though they emphasise that 
their own function is the promotion of discovery 
rather than its application, they are necessarily 
interested in the enlightenment, education, and 
guidance of the public and deplore the fact that 
“it does not seem to be anybody’s business in this 
country to undertake this task.” 

The research policy of the council, here briefly 
outlined, is that indicated by Sir Edward Mellanby in 
his Harveian oration (Lancet, 1938, 2, 929): the 
stimulation of investigations by groups of workers 
on a broad basis—for example, of virus diseases, 
endocrinology, or chemotherapy—rather than of 
particular diseases. Encouragement is given alike to 
the direct study of disease and to that of the funda- 
mental sciences, though at the moment, in view of 
the comparative dearth of work in these subjects, 
clinical science and experimental pathology are 
favoured. But the council “ send out fleets in several 
directions and in different seas, hoping that indi- 
viduals will seize any special prize of discovery that 
shows itself in any quarter.” i 

The planning and carrying out of 


Investigations for Government Departments 


have come to occupy more and more of the time 
both of the administrative staff of the council and of 
their expert technical staff. 


Tropical medical research was gladly undertaken, 
at the instance of the Colonial Office, since it clearly 
offered unequalled opportunities for discoveries and 
for their application in raising the standard of health 
in countries for which Great Britain has a special 
duty and responsibility. In the three years since the 
scheme was initiated 8 junior and 3 senior fellowships 
have been awarded for the training of investigators, 
and fully trained investigators have been sent to the 
Gambia, Uganda, and Tanganyika Territory to study 
the action of chemotherapeutic drugs on sleeping 
sickness, the natural history of yaws, and other 
problems, 

Nutritional problems in the colonies.—The council 
have appointed, for a period of five years in the first 
instance, a small staff to undertake the scientific 
coordination of a series of field surveys of diet in 
relation to health and physique in the colonial terri- 
tories. The actual surveys are to be made by 
officers seconded from the colonial service in each 
territory. Dr. B. S. Platt has been appointed head 
of the unit, which will codrdinate the inquiries and 
ensure the adoption of comparable methods and 
standards in the different territories and the uniform 
interpretation of the complete results. Dr. Platt has 
now gone to Nyasaland to start a comprehensive 
investigation involving dietetic, nutritional, agri- 
cultural, anthropological, and social studies. It is 
hoped that an important development of this scheme 
will be the greater encouragement of the production 
of food crops for improving the physical and mental 
condition of the population. Dr. Platt has already 
been able to confirm the curative properties of nico- 
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tinic acid in pellagra among the maize-eating 
population. 

Chronic pulmonary disease among coalminers.— 
Coalminers are subject to disabling chronic pulmonary 
disease which resembles silicosis clinically but not 
radiologically. The economic importance to the 
workers of the distinction is that whereas silicosis is 
a disease allowing compensation, no such claim is 
allowed ordinarily to those who develop other forms 
of chronic pulmonary disease. Whether this con- 
dition, when disabling, should be scheduled as an 
occupational disease under the Workmen’s Com- 
pensation Act along with silicosis is an administrative 
problem outside the province of the council but at 
the request of the Home Office and the Mines Depart- 
ment an investigation has been undertaken into its 
origin, symptoms, and radiological manifestations. 
Dr. E. L. Middleton of the Home Office is responsible 
for the codrdination of the research of a team of 
workers, under the control of Dr. P. D’Arcy Hart, 
which includes medical men, chemists, physicists, 
statisticians, geologists, and mine inspectors; the 
mine-owners and the workers themselves have given 
wholehearted coöperation. A particular colliery in 
the anthracite coalfield in South Wales was selected 
for intensive study, all the workers being examined 
in order to obtain better knowledge of the incidence 
of pulmonary lesions, grave and slight, and the 
environmental conditions in the pit have been closely 
studied. The observations were concluded in March, 
1938, and hundreds of case-records and X-ray photo- 
graphs were then analysed and compared in order 
to determine further lines of inquiry. Several pits 
of different types have been selected, some with a 
high, others with a low, incidence of pulmonary 
disease among their workers. Investigations at these 
collieries will be restricted to special studies in regard 
to certain classes of occupation. The council add 
a reminder that research of this kind is necessarily slow, 
and cannot be accelerated. 

Physical exercise and the public health.—In con- 


nexion with developments arising from the Physical |. 


Training and Recreation Act, 1937, the council point 
out that little is known as to the physiological basis 
of the processes underlying the feeling of well-being 
or of the mechanism of improved physique and 
health resulting from exercise in the healthy person. 
Training in various exercises and sports is still largely 
based on empiricism, and the deleterious effects which 
may result from unsuitable forms of physical activity 
require analysis. In man, as in animals, physical 
exercise is closely related to nutrition; the different 
nature of the food eaten by races living under other- 
wise similar conditions explains at least some of the 
differences between them in activity, vitality, physical 
condition, and state of health. In order to provide a 
scientific basis for the national physical training 
movement, the council have consented to advise the 
Board of Education on investigations concerning the 


effects of effort, repose, diet, and growth in man; 


also on experimental research which might appro- 
priately be carried out at universities and teaching 
hospitals. To this end a physical exercise research 
committee has been appointed under the chairman- 
ship of Sir Henry Dale. The committee have already 
considered the accommodation and facilities required 
for the teaching of physiology and anatomy at the 
proposed National College of Physical Training. 
They have also collaborated in drawing up a form of 
standardised medical examination—to be used 
especially in the case of students at universities— 
which would provide a comprehensive record of their 
physical condition. The main work of the com- 
mittee, however, will be to advise the council on 
matters relating to the planning and initiating of 
investigations on questions of physical exercise and 
its relation to health. : 

The systematic study of the toxicity of industrial 
solvents was undertaken by the council at the request 
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of the Home Office. Various volatile organic sub- 
stances, when used in industry on a large scale or in 
enclosed spaces, may result in serious illness or even 
death ; moreover, a slow toxic effect may result in 
some chronic disabling disease after prolonged exposure. 
The committee set up to initiate and control investi- 
gations on this subject have arranged for as 

of all the relevant literature by Dr. Ethel Browning, 
which has been published, and for experimental 
studies at the Chemical Defence Research Station, 
Porton, by Wing-Commander T. J. McClurkin, who 
has worked in close collaboration with Prof. G. R. 
Cameron. During the past years, studies have been 
made of toxicity of the solvents methylene dichloride 
and ethylene dichloride, and of the substance methyl 
mercuric iodide, and toxicity tests of new organic 
solvents introduced into industry will be carried out 
at an early stage. 


Other investigations undertaken by the council at 
the request of Government departments include 
those into the infestation of houses, old and new, by 
bedbugs; the vitamin content of canned food ; 
copying pencils, with the object of finding a type of 
lead which is innocuous when lodged beneath the 
skin; and eyestrain in industry and means for its 
prevention. Throughout the past year the council 
have also been engaged, at the request of the Com- 
mittee of Imperial Defence, in the organisation of 
important medical and scientific services of an 
emergency nature. The cost of these services is 
separately provided. 


Other Research in Progress 
TREATMENT OF CANCER BY RADIUM 


Until recent years clinical research centres were 
investigating only the effects of the ‘‘inter- 
stitial’? and ‘surface ° methods of treating cancer. 
Treatment by means of the rays from a large mass 
of radium situated at a distance from the patient 
was started in London in 1933. During the first 
four years the Radium Beam Therapy Research, 
conducted under a special governing body, was 
restricted to cases of cancer of the mouth, tongue, 
pharynx, and larynx. The results have been 
encouraging, though most of the patients were in 
an advanced and inoperable stage of cancer. It 
is noted that the patient with cancer undergoing 
radium beam therapy cannot expect to escape a 
period of some discomfort during and immediately 
after the treatment. New technical methods which 
have been elaborated as the result of close coöperation 
between physicists and clinicians in this research are 
being widely used as models at other centres. The 
research is being extended at least until the end of 
1939. The method is capable of destroying accessible 
primary growths, and, after a course of irradiation 


from a 5-gramme unit, the secondary growths in the’ 


neck usually disappear but, if present in the chest, 
they escape destruction. Work has recently been 
begun with a 10-gramme unit, and it is proposed 
shortly to make a comparative study of the relative 
values of radium beam therapy and of high voltage 
X rays in the treatment of cancer. The new work on 
the biological effects of neutrons has not escaped 
attention, nor the possibility that both radium and 
X rays will be superseded by the cyclotron in the 
treatment of cancer. Dr. F. G. Spear, of the council’s 
staff, is at present in California, working with Prof. 
E. O. Lawrence who discovered and developed the 
cyclotron. 


RECENT WORK ON HORMONES 


Among the important discoveries made during the 
year that of the synthetic estrogen diethyl-stilbestrol 
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by Dodds, Lawson, and Robinson has pride of place, 
Although it has some structural resemblance to the 
natural female hormone, estradiol, it is considerably 
more active, and is effective even when taken in 
small quantities by mouth. 


This synthesis raises the hope that the properties 
and actions of some other hormones may eventually 
be reproduced by substances of a simpler chemical 
nature and more easily made than the natural pro- 
ducts. Mr. A. S. Parkes, Sc.D., and Prof. E. C. 
Dodds have demonstrated that diethyl-stilbcestro) 
taken by mouth inhibits the changes of the uterus 
which precede gestation and thereby prevents or 
interrupts the implantation of the fertilised ovum in 
the uterine mucous membrane. In view of the 
implications of these studies, which are still in the 
experimental stage, the council point out the possible 
detrimental effects and even dangers attached to the 
use of cestrogens and their synthetic derivatives for 
such purposes. In inhibiting the progestational 
changes, they are capable, if given in excessive doses 
of causing tremendous cedema and hyperzxmia of the 
endometrium of the uterus. The remoter effects of 
excess of such substances on the activities of the 
anterior-pituitary lobe are under investigation. 


Miss Ruth Deanesly, D.Sc., and Dr. Parkes, 
working at the National Institute for Medical 
Research, have found experimentally in animals 


that a simple and effective method of producing 
prolonged action of certain hormones is to insert 
them under the skin in the form of crystals or com- 
pressed tablets. In this form the substances are 
absorbed at a very slow rate and the effect of the 
one tablet or crystal may be sustained for months or 
even years. The exact amount of hormone used can 
be determined after any length of time by removal 
of the crystal or tablet and weighing. Experiments 
have been made with cestrone, cestradiol, testosterone, 
and testosterone propionate, and others with pro- 
gesterone and diethyl-stilbestrol are in progress. 
Dr. P. M. F. Bishop has found clinically that a small 
tablet of cestrone relieved menopausal symptoms ina 
woman over a period of weeks. There is no evidence 
that the hormones of a protein nature, such as 
insulin, can be given in this form with advantage. 

In the course of an attempt to induce immunity in 
dogs to the so-called ‘diabetogenic’? action of 
extracts of the anterior-pituitary gland Mr. F. G. 
Young, Ph.D., has succeeded in producing a condition 
of diabetes which continues permanently without 
further injections. 

The pituitary extract was injected daily and at 
first some tolerance was established but, with 
progressive increase of the dose, the tolerance dis- 
appeared and large quantities of sugar were passed 
in the urine even when no further anterior-pituitary 
injections were given. The islet tissue in the pancreas 
of these dogs shows changes varying from slight 
abnormality up to practically complete loss of cellular 
structure. Further evidence that the extracts of 
anterior-pituitary gland produce diabetes in dogs by 
suppressing the functional activity of the islets of 
Langerhans has been supplied by Prof. C. H. Best 
and his co-workers at Toronto. A detailed study of 
the metabolism of these diabetic dogs on (a) a high 
protein diet, (6) a diet rich in carbohydrates, and 
(c) one consisting almost entirely of fats throws fresh 
light on the relation of diet to the diabetic condition. 

It is not yet certain whether the anterior-pituitary 
extract acts primarily by raising the threshold of 
sensitivity of the tissues against insulin or by a direct 
effect on the islet cells or by both mechanisms. 


UNIT FOR SURGICAL RESEARCH 


The new unit for clinical research in surgery at 
Edinburgh, under the direction of Mr. W. C. Wilson, 
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has suffered the loss of a keen and experienced guide 
by the death of Sir David Wilkie, but the facilities 
he provided and the spirit with which he endowed 
his collaborators will endure. 


The investigation of burns and scalds and the 
healing of wounds caused by them will be continued ; 
further chemical fractionation of damaged skin is 
being attempted and growth factors in skin are being 
studied. Experiments on the effect of acetylcholine 
on the excitability of the cerebral motor cortex are 
in progress. Circulatory disturbances in the limbs 
following injury, normal and abnormal sweat secre- 
tion, the relation of the thymus gland to creatine 
metabolism, and the renal function of children after 
severe pneumococcal infections are being studied by 
various workers. 


The council note the vast opportunities for experi- 
mental investigation into problems associated with 
surgery and express the hope that research will be 
extended to the study of the causes especially of 
morbid conditions of the digestive system. 


THE PHYSIOLOGICAL ACTIONS OF ALCOHOL 


The council draw attention to the revised third 
edition of the book ‘‘ Alcohol: its action on the 
human organism’’ which has recently been issued 
under their auspices. It gives not only the results of 
ad-hoc scientific investigations but also an impartial 
account of experimental and clinical data as to the 
actions of alcohol. 


The depressant effects of alcohol upon critical 
judgment and neuromuscular codrdination have a 
bearing on the causation of road accidents; some 
psychological experiments are discussed relating to 
the effects of different amounts of alcohol on the skill 
and initiative of motor-drivers. A review is given of 
recent work on the lowest concentration of alcohol 
in the blood which may be incompatible with the safe 
control of a motor vehicle. The sections of the book 
relating to the bodily effects of chronic alcoholic 
intoxication refer to recent work, mainly American, 
on the parts played by nutritional deficiencies in 
causing certain of the symptoms. ‘ Alcoholic 
neuritis ” is now regarded as a nutritional disorder 
depending on deficiency of the B-vitamins, and 
especially of vitamin B,, in the alcoholic’s diet. 
Other morbid effects of chronic alcoholism, notably 
the gastric changes and the ‘alcoholic heart,” 
may also be due at least in part to vitamin-B, 
deficiency. 


Alcoholic neuritis sometimes responds quickly to 
adequate doses of the vitamin, but clinicians in this 
country have rarely been able to obtain such 
dramatically rapid cures as have been reported in 
America. 


EPIDEMICS IN SCHOOLS 


During the year an interim report on an inquiry 
into the prevalence and mode of spread of minor 
epidemics in residential schools was published. 


One of the results obtained from analysis of the 
data was that the incidence of nasopharyngeal infec- 
tions such as influenza, colds, and sore throats, upon 
boys and girls with or without tonsils did not differ. 
There was evidence that in selected cases the opera- 
tion is of value, but not that there is any justification 
for a ritual now practised upon more than 50 per 
cent. of the children admitted to public schools. 

Noteworthy differences of incidence between boys 
and girls with respect to certain illnesses were brought 
out. Boys suffer twice as frequently from middle-ear 
disease, two and a half times as frequently from 
pneumonia, and eleven times as frequently from acute 
rheumatism, This may be a real sexual difference, 
but it may in part be due to a stricter supervision of 


girls, earlier isolation of the sick and less close 
contact in bedrooms, 


The report provides the general reader with an 
account, based upon an adequate sample, of the kind 


of information which schools can give, and enables 


him to judge what contributions to knowledge of 
hygiene and general epidemiology may reasonably be 
expected from this source. The responsible com- 
mittee are continuing to collect sickness records from 
13 schools (9 boys’ and 4 girls’). Some of these have 
suffered from persistently high attack-rates of certain 
diseases, such as rheumatism, pneumonia, and various 
infectious fevers, while others have shown per- 
sistently low rates ; further observation should show 
whether these differences remain constant or were 
due to chance. The committee have taken steps to 
obtain sickness records from a certain number of 
co-educational schools, where boys and girls share a 
common environment, and receive the same treatment 
when ill, 


STATISTICAL METHODS IN MEDICAL 
RESEARCH 


All the purely statistical work financed by the 
council and most of the statistical work undertaken 
by the medical staff of the Ministry of Health now 
comes under the notice of the statistical committee 
as a whole or of members of it, and an important 
fraction has its origin in recommendations of the 
committee, over which Prof. Major Greenwood 
presides. In addition, the opinion of the committee 
is habitually sought on statistical questions—whether 
of technique or interpretation—incidental to other 
investigations, The work of the committee has been 
heavy and at times invidious; there is a risk that 
statistical criticism or advice may excite in other 
research workers something of the irritation or per- 
plexity which a professional opinion upon a difficult 
point in law sometimes produces in a layman. The 
statistical committee have sometimes passed reports 
of which the technical statistical standard would not 
be regarded by professional statisticians as satis- 
factory, but of which publication is justified by the 
novelty and interest of the subject matter. During 
the past seventeen years many valuable reports of a 
statistical kind have been published which no journal 
could have printed, and the system adopted for their 
scrutiny has done much to ensure the accuracy and 
intelligibility of their presentation. 


NEW BUILDINGS FOR THE NATIONAL 


INSTITUTE 


The proposed migration of the National Institute 
for Medical Research from Hampstead to Mill Hill 
was recorded in last year’s report. Plans have been 
approved, and a beginning was made with the work 
of construction, which will take two years, last 
August. The new National Institute will provide 
accommodation for the central laboratory for research 
in chemotherapy, arrangements for which are being 
gradually developed. In view of the fact that the 
nutrition laboratory at Mill Hill will now occupy a 
relatively subordinate place, instead of being one of 
the chief buildings on the site, it has been decided to 
use the fund subscribed for a memorial to Sir Walter 
Fletcher for the provision of a hall for meetings and 
lectures at the new institute. The council have 
agreed to meet the whole cost of the nutrition 
laboratory, which was to have been the memorial, 
from their own funds. 


(To be concluded) 
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SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


MEDICAL CURRICULUM 


AT a debate at the Edinburgh University Union 
last week undergraduates took advantage of the 
opportunity to say what they thought of medical 
teaching, Prof. Stanley Davidson, in summing up 
the debate, laid stress on the need for reorganising 
dispensary practice, and said that more time should 
be given to the teaching of medical psychology, 
child life and health, and infectious diseases. Arrange- 
ments for a period of residence in hospital were 
particularly important, and the teaching of minor 
surgery should be amplified. Under the new curri- 
culum the summer vacation would be used to increase 
the amount of clinical teaching. More individual 
clinical instruction was needed, but the real problem 
was that there were too many students for the amount 
of material and the number of teachers available. 
This could be corrected by limiting the number 
of students and by increasing the clinical facilities 
in the municipal hospitals, as was done at present 
in Edinburgh. Since the fees paid by students 
covered only a small portion of the teaching expenses, 
the cost of additions to the teaching staffs would 
have to be met either by raising the fees or by 
additional Government grants. 


ROYAL MEDICAL SOCIETY 


Prof. R. M. Johnstone, senior president, presided 
over the annual dinner of the Royal Medical Society 
last week. Sir Joseph Barcroft was the guest of 
the evening, and the other speakers were the junior 
presidents, Dr. D. A. C. McRae, Dr. R. B. Hunter, 
and Dr. P. E. Brown, the presidents of the Royal 
College of Physicians and of the Royal College of 
Surgeons, and Dr. G. J. Linklater. There was a 
large gathering of both active and senior members, 
who enjoyed the brilliant and entertaining speaking 
which is usually heard at this function. The presidents 
may be warmly congratulated on the success of the 
202nd session, 


EXTENSIONS TO 
EDINBURGH ROYAL INFIRMARY 


On March 1 the Simpson Memorial Maternity 
Pavilion and the Florence Nightingale Nurses’ 
Home were opened for the reception of patients and 
nurses, though their formal opening will take place 
later. These buildings occupy the site of George 
Watson’s College which stood alongside the gynæco- 
logical block of the Royal Infirmary. 


The new maternity pavilion replaces the Royal 
Simpson Memorial Maternity Hospital, whose accom- 
modation had become inadequate after an honoured 
career of sixty years, and which was taken over by the 
Royal Infirmary in 1930. Soon after the patients 
are transferred a banquet will be held in the old 
hospital, at which the staff and former residents will 
say a suitable farewell to the institution. The 
Pavilion is a five-storied building built round an 
open rectangular square. To the south it over- 
looks the Meadows, an open municipal park, 
and its southern balconies command a fine view 
of Arthur’s Seat and the Pentland Hills. The 
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pavilion contains 122 beds, of which 30 on the ground 
floor are for antenatal work. Normal cases are 
accommodated on the first, second and third floors, 
and these constitute three charges, each with its 


- own chief and staff. The top floor is an observation 


ward of 20 beds and is a self-contained unit with a 
separate lift and staircase.. The delivery wards for 
the three main charges are all on the north side 
of the first floor. Here the building is only two- 
storied, thus providing ample air and light to 
every room. Each charge contains 2 six-bedded 
wards, 4 two-bedded wards and 4 single wards. 
All the wards and nurseries have south verandahs 
which can accommodate all the beds. The beds of 
each floor are distributed in two groups in wings 
which project to the south. These are connected 
on each floor by corridors off which open the nurseries, 
infants’ bathrooms, milk kitchens, service kitchens, 
sisters’ and doctors’ rooms, work-rooms, lavatories 
and so on. Here also is a special dark room for the 


Scotsman 


Fie, 2—A nurse’s bedroom. 


treatment of eclampsia. The nurseries are air-condi- 
tioned and are divided into three sections for healthy, 
sick, and premature infants. The temperature and 
humidity of each section can be separately controlled. 
Each half of the pavilion is served’ by separate lifts 
and staircases, so that in the event of infection only 
half of the floor need be closed. 


The antenatal section is designed to afford quick 
reception and evacuation of patients. Patients 
enter by the north-west door and are dealt with at 
once by the lady almoner and the reception sister, 
who take particulars of their cases. Old patients 
receive their record cards at the same oflice. Patients 
are then called in turn from the waiting-room, to a 
dressing-cubicle, where urines are collected, and from 
there to one of the eight examination-rooms, where 
the examination is at once proceeded with. This 
done, the patient passes back to the dressing-cubicle 
and so out. On the ground floor near the north- 
east entrance is the postnatal and child-welfare 
section, where the progress of mother and infant 
is noted weekly, the latter being on the books for 
one year. Here also instructional classes for mothers 
are held. In addition, this floor contains the wards 
for antenatal inpatients, with a separate delivery 
suite, the examination suite for V.D. outpatients and 
beds for V.D. inpatients, an emergency reception and 
delivery suite for dealing with unknown emergencies, 
and the X-ray installation. The delivery suites 
for the three main charges consist of reception- 
and preparation-rooms fitted with special baths, 
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12 first-stage labour rooms and 
4 delivery-rooms. The first-stage 
rooms are equipped with delivery 
beds, sterilisers and anzsthetic 
trolleys so that normal deliveries 
may be completed in them if 
necessary. The windows are 
doubled and the walls made of 
special sound-absorbing material. 
The delivery suites are on the 
north side and consist of two 
pairs of delivery-rooms, each with 
its scrub-up rooms between. A 
gallery runs along the 4 rooms 
so that instruction may be given 
on four cases at any time. The 
sliding type of delivery bed has 
been selected. On the same floor 
is a fully equipped operating- 
theatre for cesarean section and - 
other operative work. Sterilising 
for the whole hospital is carried 
out in a central room. On the 
second floor is a large lecture theatre seating 250. 
This will: be used for systematic clinical lectures 
to pupil-nurses, students, and postgraduates. The 


- observation ward on the fourth floor has its own 


first-stage labour rooms and delivery suite and 
operating-theatre. 

The work in the hospital will be distributed through- 
out three charges, each with its own chief, senior and 
junior obstetricians, clinical assistants and three house- 
surgeons. The senior clinical assistant and all the 
house-surgeons will be resident in the Pavilion, 
which has a complete system of internal telephones. 
The three gynxcological charges in the Royal Infirmary 
will be combined with the obstetric charges and the 
same staff will be in charge of the combined units. 
Resident house-surgeons will stay one year in the 
Pavilion. They will do four months as junior resident 
obstetrical house-surgeon, four months as gynzco- 


logical house-surgeon and four months as senior 


resident obstetrical house-surgeon. These resident- 
ships will be open to both sexes. A resident under- 
graduate hostel is situated in a neighbouring street 


Evening Dispatch, Edinburgh 


Fie. 1—Simpson Memorial Maternity Pavilion. South view. 


Scotsman 


Fre. 3—Florence Nightingale Nurses’ Home, Recreation hall, 


with direct access to the Pavilion. In the Pavilion 
itself accommodation and board is provided for six 
postgraduates. Facilities. for postgraduate instruc- 
tion will be abundantly available, and postgraduates 
will be taken for periods of one week and upwards. 
Postgraduate teaching includes lectures and demon- 
strations and attendance at normal and emergency 
deliveries and at the antenatal and postnatal clinics. 
The charge for board and lodging is 34 guineas a week 
and the fees range from 24 guineas for one week to 
12 guineas for three months. A special intensive 
course in midwifery and gynxcology will be held in 
July, the fee for this being £25 including board and 
lodging. The records of the hospital will be in charge 
of a special medical registrar, who will issue an 
annual medical and statistical report. 


THE NURSES’ HOME 


The Home is a seven-storied building containing 
280 bedrooms. Each bedroom has about 110 sq. ft. 
of floor space, and is heated by a steam radiator and 
has a wash-hand basin with hot and cold water. The 
cupboards (hanging and shelf) and chests 
of drawers are built in, and each room is 
provided, in addition to the bed, with a 
rug, occasional and bentwood chairs, linen 
basket, writing table and locker (fig. 2). 
The lavatory and bathroom accommodation 
is adequate, there being one bath to every 
five nurses. There are also shampoo- 
rooms and pantries on every floor where 
occasional teas may be prepared by the 
nurses themselves. A sick-room of 23 
beds occupies the top floor, which commands 
fine views of the Castle to the north and 
the Pentland Hills to the south. In the 
maternity section of the Home are large 
and well-equipped class- and study-rooms. 
The ground floor of the Home contains 
dining-rooms, library, sitting- and smoking- 
rooms. The recreation hall (fig. 3) and 
adjacent sitting-rooms can be thrown into 
one large hall suitable for dances and other 
functions. : 


APPLICATIONS are invited by the Royal 
Society of Medicine for the William Gibson 
research scholarship for medical women. 
Further information will be found in our 
advertisement columns, 
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MEDICINE AND THE LAW 


‘Tuberculosis after Anti-diphtheria Inoculation 


AFTER 12 days’ hearing in the Dublin High Court, 
before the president and a jury, an end was reached 
on Feb, 23 in the claim for damages arising out of the 
inoculation against diphtheria of children attending 
the Irish College at Ring, co. Waterford. The serious 
allegations against the Wellcome Foundation (which 
had prepared and marketed the T.A.F. used for 
inoculating the children) were rejected, the jury 
returning a verdict for the defendants after an 
absence of less than half an hour. 

Two years ago (see Lancet, 1937, 1, 1305, 
1480) we noted the result of an inquest at Ring on 
the death of a girl who had been treated with 
injections of T.A.F.; Dr. D. T. McCarthy of 
Dungarvan, who had administered the injections, 
obtained the material from Dr. Michael O’Farrell, 
county medical officer of health. He had inoculated 
44 children at St. Augustine’s College on three dates 
in November, 1936, and.no illness had resulted; he 
had inoculated 38 children on the same dates at 
Ring College; several children in the latter group 
had sore arms and one girl died; post-mortem 
examination showed generalised tuberculous infection 
without meningitis. The coroner told the jury that, 
if they believed they were not in a position to give 
an opinion as to the origin of the tubercle bacilli, they 
should say so; “I cannot see,’ he added, ‘‘ how 
you are in such a position.” The coroner’s jury, 
undeterred by his hint, returned a long and 
technical verdict declaring that the tuberculous con- 
dition was originated by the inoculation in November 
and that tubercle bacilli were present in a 25 c.cm. 
bottle of prophylactic labelled ‘‘T.A.F. Burroughs 
Wellcome,” from which Dr McCarthy had extracted 
the material for inoculating the deceased. In due 
course proceedings for damages for negligence were 
launched against Dr. McCarthy and the Wellcome 
Foundation as joint defendants. No fewer than 
eight King’s Counsel (for there are still King’s 
Counsel in Eire) appeared, along with members of 
the junior bar. The case, of which the Irish Times 
gives an excellent report, was rhetorically described 
in the opening speech as “unique” and “of vast 
and critical importance ” ; “it is no exaggeration to 
say that the reports of this case, and the results of it, 
will be greatly canvassed . . . all over the world.” 


THE PLAINTIFFS’ CASE 

The plaintiffs were Michael O. Cionnfhaolaidh 
(anglice Kineally), claiming damages on his own and 
his wife’s behalf in respect of the death of his daughter, 
and his three sons who had also suffered as the result 
of the inoculations. Mr. Kineally claimed £16,100. 
His counsel made it clear that the outbreak of 
tuberculous disease among these children must have 
been due to one of two causes: either Burroughs 
Wellcome had issued by mistake a bottle contain- 
ing a suspension of live tubercle bacilli, or else 
there had been some negligence or mishandling by 
Dr. McCarthy in administering the contents of a 
bottle which purported to contain, and really did 
contain, T.A.F. No other alternative was possible. 
By a forensic paradox plaintiffs’ counsel in both the 
opening and final speeches and at all other times 
entirely disclaimed any suggestion of negligence against 
Dr. McCarthy ; indeed, as the president of the court 


remarked to the jury, the plaintiffs actually went out | 


of their way to say that he was not negligent. The 
defendant company’s counsel offered his own theory 


of the reason why the doctor had been named as a 
defendant. The Wellcome Foundation was an 
English concern and the plaintiffs could not ordinarily 
sue it in an Irish court; by making an Irishman a 
defendant they could name the Foundation as an 
additional defendant and could sue it in Eire, 
Suggestions were made during the course of the case 
that the tuberculous infection might have been due 
to a fleck of sputum encountering the needle, or to 
contamination of the needle through its penetrating 
a cold abscess, or otherwise to faulty sterilisation. 
Plaintiffs’ counsel from first to last scouted these 
hypotheses ; the claim was so conducted as to leave 
no possible explanation except the substitution of a 
bottle containing live tubercle bacilli for a bottle 
of T.A.F. It was alleged that the company ‘“‘ prepared 
life-giving medicines alinost side by side with death- 
dealing bacilli.” ‘‘ Life and death were being manu- 
factured side by side by Burroughs Wellcome, and 
the question would be ‘was the life sufliciently 
segregated from the death’ ?” Dr. McCarthy, describ- 
ing in the witness-box his methods of injection and 
sterilisations (to which not a little criticism was 
directed during the course of the case), said it was 
his theory that he received a bottle of live tubercle 
bacilli instead of a bottle of T.A.F. Mr. Patrick 
Kiely, F.R.C.S., lecturer in operative surgery at 
University College, Cork, described the condition of 
the affected children. They were suffering from 
primary tuberculous ulcers, and secondly, from tuber- 
culosis of the arm-pit glands. He said he formed the 
opinion that the material injected contained a strong 
and uniformly disseminated suspension of live and 
virulent tubercle bacilli. The hypothesis of accidental 
sputum on the syringe was, he thought, most unlikely ; 
so also was the theory of infection from a cold abscess 
because of its rarity in such a position, the great im prob- 
ability of such a swelling being unnoticed if present, 
the acknowledged scarceness of tubercle bacilli in cold 
abscess, and the wiping effect on the needle of the 
tissues and the rubber cap of the bottle. He agreed, 
however, that the substitution of the wrong bottle 
was also most unlikely. Mr. Henry MacAuley, a 
Dublin surgeon, also gave reasons against the theories 
of the sputum and the cold abscess. Sputum was a 
mixed infection: if it had been present, he would 
have expected in many, if not all, of the cases a 
septic lesion at the site of the inoculation, followed by 
a tuberculous lesion ; moreover, the infection would 
have been carried over from one bottle to another. 
He had never known a case of cold abscess at the 
point where the injection was made. He thought 
the cause of the children’s illness was infection from 
germs uniformly disseminated through one bottle 
before the bottle was used by the doctor; in his 
opinion a preparation called B.C.G. could have 
produced similar symptoms, but in cross-examination 
he refused to say that he thought the children might 
have been inoculated with B.C.G. Dr. William 
O’Donovan, pathologist, of University College, Cork, 
gave evidence that he had examined the contents of 
the second bottle used at Ring in November, 1936, 
and had found no sign of infecting organisms. He 
said he had never wavered in his conclusion that, at 
the moment of inoculation at Ring, a bottle pur- 
porting to contain T.A.F. actually contained live 
tubercle bacilli, Dr. John McGrath, state patho- 
logist (but not appearing in tls case in his official 
capacity), elaborated the theory of the substituted 
bottle. He had been to the Wellcome Foundation 
laboratories last April and he had seen guineapigs 
and rabbits which he understood were used for 
experimental work on tuberculosis. In another part 
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of the same building was a bacteriological laboratory. 
He was informed that suspensions of tubercle bacilli, 
for use in infecting the animals, were prepared on 
the upper floor of another building; on a lower 
floor of the same there were animal rooms. He 
described what he saw of the preparation of a bottle 
of T.A.F. and he said he thought it possible that a 
bottle containing a uniform suspension of bacilli had 
been issued by the company by mistake. If it suited 
his purpose, a worker could have filled a 25 c.cm. 
bottle similar to one produced in court with a 
suspension of tubercle bacilli for use on animals: the 
doors of the packing-room were apparently open: 
having filled the bottle, the worker could convey it 
accidentally to the packing-room and there, by 
mischance or lack of memory, might lay it down 
among others which closely resembled it; it would 
then go through the routine of labelling and packing 
and be sent out as T.A.F. In cross-examination Dr. 
McGrath agreed that at the inquest he had first 
suggested that T.B. might have got into a bottle at 
the laboratories and might still have been active 
when used at Ring; he knew now that this was 
highly improbable. After calling further witnesses 
the plaintiffs closed their case. By direction of the 
court Dr. McCarthy was at this stage dismissed from 
the case, and the claim now proceeded against the 
Wellcome Foundation alone. 


THE WELLCOME FOUNDATION’S REPLY 


Opening the Foundation’s defence, Mr. J. M. 
FitzGerald, K.C., explained that the late Sir Henry 
Wellcome, who owned all the shares in Burroughs 
Wellcome, had so constituted the Wellcome Founda- 
tion that all profits were directed to research ; 
there were no hungry shareholders. The plaintiffs 
had made no general charge of negligence against the 
company ; the allegations related to a single bottle. 
He ridiculed the idea that an employee could by 
oversight go to the only place in the factory where 
these bottles were to be found before labelling, 
could walk in with a bottle of this terrible poison in 
his pocket, and could substitute the poison for the 
T.A.F. To that theory, said Mr. FitzGerald, I apply 
what Dr. McGrath said at the inquest about a similar 
theory—‘‘ short of insanity such a thing could not 
have happened.” The jury had been told that there 
must have been a bottle containing an even sus- 
pension of bacilli because the symptoms of the 
children were uniform. The symptoms were not 
uniform. They all began with sores, it was true ; 
but some sores showed in a month, some after three 
months, and one child was said to have first shown 
infection after twelve months. If a bottle contained 
a suspension of tubercle bacilli strong enough to look 
like T.A.F. when shaken up, the suspension would 
contain an 4mount at least 50 times as great as the 
amount of tuberculin used medicinally, and the 
effect on the children would have been early and 
severe. Dr. McGrath was the only .doctor who, 
through thick and thin, had supported the plaintiffs’ 
story of a substituted bottle ; at the inquest he had 
charged the company with having allowed a bottle 
of T.A.B. to become contaminated through care- 
lessness in manufacture; he now fell back on the 
theory of the substitution by an absent-minded 
worker. Mr. FitzGerald described the system of 
sterilisation used by Dr. McCarthy and the nurses as 
incomplete and unsatisfactory. He went on to 
describe the preparation of T.A.I. at the defendants’ 
laboratories. The room where the serum was made 
was as much cut off from the room where the tubercle 
suspension was made as if there was a sea between 
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them. There were at least six separate inspections 
and checks of every tray and every bottle before the 
bottles were packed from the trays. There was no 
evidence whatever of negligence, and the jury could 
not act on suspicion, surmise, or speculation. 


EVIDENCE FOR THE DEFENCE 


The first witness called for the Wellcome Foundation 
was Dr. H. J. Parish, who has been its principal 
bacteriologist since 1930. He told the court how the 
preparation of T.A.F. was carried out in building 
No. 62 of the laboratories, the material being then 
taken in 4-litre bottles to building No. 5. In neither 
of these buildings were there any living organisms in 
suspension. From No. 5 the product went into cold 
storage for over a year and passed a series of elaborate 
tests (for sterility, toxicity, and potency) in com- 
pliance with the Therapeutic Substances Act. There 
was also a test to see that the phenol content was 
correct. The filling room, where the small bottles 
were filled from bulk, was regarded as a “sacred 
room’’; he himself entered it only to test the air 
in order to ensure that it was sterile. Suspensions 
of tubercle bacilli were made in building No. 61 or 
on the ground floor of No. 62 where the T.B. animals 
were kept. There was no connexion between the 
ground floor of No. 62 and the top of the building. 


' An inexperienced worker might confuse the appear- 


ance of a bottle of tubercle suspension with that of a 
bottle of T.A.F., but anyone familiar with the two 
would notice a distinct difference. Tubercle sus- 
pension was put into 50 c.cm. bottles, never into 
25 c.cm. bottles which were used for T.A.F. There 
would be approximately 1,000,000,000 tubercle 
bacilli in one cubic centimetre of the suspension ; if 
it were injected into a normal child, he would expect 
the child’s death within a month. He had obtained 
portions of the unfinished bottle of T.A.F. left over 
by Dr. McCarthy after the Ring inoculations and 
also of eight bottles of the same batch. Tests showed 
that none of the contents contained any organisms ; 
he had injected guineapigs with the contents and 
none showed evidence of tuberculosis; samples of 
the contents were intentionally infected with tubercle 
bacilli and the bacilli died rapidly owing to the 
presence of the carbolic acid. Dr. Parish also described 
an experiment made by putting an infected syringe 
in contact with sterile T.A.F. He put a minute drop 
of tubercle-infected sputum on the end of the plunger 
of a syringe similar to that used by Dr. McCarthy at 
Ring; guineapigs injected with 1 c.cm. of the 
T.A.F, all developed tuberculosis. Repeated experi- 
ments showed like results. The sputum would be 
carried into the bottle and infect the entire contents, 
Describing Dr. McGrath’s theory as “a damnable 
accusation,’ Dr. Parish said it would be criminally 
wicked if any culture were allowed to enter the 
building where there were products for human use. 
Prof. John Blacklock, professor of pathology at 
Glasgow University, spoke of tests he had made of 
quantities of T.A.F., including some from the batch 
used at Ring; all were free from infection. After 
introducing a suspension of tubercle bacilli into 
T.A.F., he found that in six days or less all the 
tubercle bacilli were dead. Experiment showed that, 
if a syringe were used as Dr. McCarthy used it, it was 
possible for organisms present in the needle of the 
syringe to contaminate a whole bottle of T.A.F. 
Prof. Blacklock also confirmed the possibility of 
infection either by flecks of sputum or by striking a 
cold abscess unsuspected by the doctor. Prof. J. W. 
Bigger, M.D., dean of the faculty of physic, Trinity 
College, Dublin, gave evidence, as Prof. Blacklock 
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had done, of the systematic precautions at the com- 
pany’s laboratories at Beckenham, the admirable 
checking and recording arrangements, and the expert 
qualifications of the technical staff. There was a 
difference in the appearance of a suspension of 
tubercle bacilli and T,A.F.; even when really well 
made the suspension was somewhat granular; if the 
bottle had been standing for some time, the T.A.F. 
formed a rather bulky floccular layer at the bottom 
and the tubercle bacilli a very dense, even, compact 
_layer; no one who looked at the two a couple of 
times could possibly confuse them. Cross-examining 
counsel sought to put to Prof. Bigger the possibility 
of a bottle of T.A.F. being contaminated at the 
laboratories and the contamination being held under 
the rubber cap of the bottle until pressure was applied 
to it by the doctor. The court refused to allow the 
questions ; the president said the plaintiffs had given 
no evidence of this possibility on which the jury 
could hang a finding ; it was accepted that there was 
enough phenol in each bottle of T.A.F. to kill tubercle 
bacilli in six days. Further evidence was given by 
the heads of the filling and packing departments of 
the company: as to the intensive care and continual 
precautions taken in the production of the prophy- 
lactic. Additional medical witnesses included Dr. 
J. C. Saunders, medical officer of health for Cork 
City, Dr. C. J. McSweeney, medical superintendent of 
Cork Street Fever Hospital in Dublin, Dr. R. A. 
O’Brien, director of the Wellcome Foundation labora- 
tories since 1914, Dr. Robert Collis of Dublin, and Mr. 
H. L. Barniville, senior surgeon to the Mater Hospital. 

After counsel’s speeches the president summed 
up. The onus was on the plaintiffs, he said, to 
establish their case. If the evidence left the jury 
in doubt between two possibilities—one, that the 
infection came from the bottle as it came from 
Beckenham: the other, that it came from the bottle 
being infected by something that happened while it 
was in Dr. McCarthy’s hands—if they could not make 
up their minds between those two alternatives, then 
the plaintiffs must fail. He put to the jury the 
question which embodied the allegation on which 
the plaintiffs relied—Did the Wellcome Foundation 
negligently issue a bottle containing live tubercle 
bacilli in suspension for use instead of a bottle of 
T.A.F.? The jury, as already stated, answered in 
the negative, and judgment with costs was entered 
for the Wellcome Foundation. 


MENTAL NURSING 


THE Royal Medico-Psychological Association and 
the medical section of the British Psychological 
Society spent the evening of Feb. 22, with Dr. DENIS 
CARROLL, president of the R.M.P.A., in the chair, 
considering the question of mental nursing from many 
aspects. 

THE CONSULTANT’S ASPECT 


Dr. R. D. GILLESPIE distinguished two classes of 
mental patients: psychotics who were ill enough 
to be placed in mental hospitals ; and psychopathic 
or psychoneurotic patients who had to be treated 
in their own homes or in single care, often under 
conditions of greater difficulty. Training devoted 
entirely to the nursing of cases of the first class was 
apt to be inadequate to the care of cases of the second 
class, In his experience, the best nurses for the 
psychoneurotic patient had never had any training 
in an approved mental institution. Their qualities 
were intelligence above the average, inborn under- 


standing of human nature, vocation, initiative in 
devising the right occupation for their patients’ 
needs, patience and perseverance—in short, “‘ person- 
ality.’ The training of the mental nurse should 
cover the psychopathic type of case, and the staff ofa 
mental hospital were not likely to come into contact 
with many of these cases until] its organisation was 


‘extended to psychiatric outpatient departments in 


The behaviour of the two types 
of patient was different. Although the incidence 
of the second class was probably higher, the 
R.M.P.A. handbook on mental nursing contained only 
three pages on the psychoneurotic patient and no 
mention of the psychopathic. Unless the medical 
officer had similar training, he was not likely to 
be able to teach the management of these patients 
to his staff. Nurses might well be sent for periods of 
training to hospitals such as the Cassel, the Maudsley, 
and the Lady Chichester. The Cassel Hospital had 
a scheme for training general nurses for a year in the 
nursing of psychoneurotic patients. Re-education 
must be based on fundamental principles, and nurses 
trained to carry it out were indispensable. In psycho- 
therapy they gave great help in obtaining the patient’s 
confidence and inducing him to speak. ‘The nurse 
could also, under supervision, help to interpret the 
patient’s behaviour to himself and to replace faulty 
mental habits by good ones. 


general hospitals. 


THE MEDICAL SUPERINTENDENT’S ASPECT 


Dr, A. A. W. PETRIE (Banstead) traced the evolution 
of the mental nurse and of the examination system 
held by the R.M.P.A. He suggested that the educa- 
tional course should be divided so that the General 
Nursing Council were responsible for the preliminary 
and the R.M.P.A. for the final examination. The 
report of the departmental committee on nursing 
might point the way to a wider portal and perhaps 
bridge the gap between mental and general nurses. 
It was most important to enrol educated women, 
but the present rewards and conditions were not 
sufficiently attractive to enable the mental service 
to compete with the general hospitals, especially 
as the municipal hospitals were improving their 
conditions. The presence of chronic patients deterred 
recruits from entering the public mental hospital, 
and private practice did not offer the same amenities 
or pensions. The R.M.P.A. handbook was an 
ambitious work, and had grown up from small 
beginnings. It had to deal with much matter in 
a small compass. Opinions differed on whether the 
handicrafts teacher should be a nurse or a separate 
kind of worker. Female nurses were almost essential 
for certain conditions in male patients. To send 
general nurses for six months to a mental hospital 
could do nothing but good, but at present the matrons 
of the big teaching hospitals were against this plan, 
The educated type of psychoneurotic required an 
educated type of nurse. Assistant nurses should 
be trained workers, for otherwise women would seek 
the assistant rank to avoid training. If intelligent 
women, trained in general nursing, could be interested 
in mental gursing and trained for short periods in 
a mental hospital or a clinic, the ideal supply of 
mental nurses would be much nearer fulfilment. 

Dr. NoEL Harris (Woodside) considered that the 
object of training should be the nurse who was 
equally proficient in dealing with both the psychotic 
and the neurotic. The martinet type of nurse was 
hopeless for mental patients, as she tried to make the 
hysteric face reality without establishing the all- 
important rapport which made for confidence, 
Some assistant nurses who had failed to pass their 
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- of male nurses. 
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examinations were of the motherly type, which was 
better but might fail to exercise the right kind of 
firmness, The amateur psychologist was a definite 
danger. In dealing with the milder psychoses or 
psychoneuroses the mental-hospital-trained nurses 
were the best, for they seemed more stable when 
anything went wrong. The best nurse had an 
intuitive knowledge of human nature and a way of 
making the patient feel as if she were going to help 
him ; backed by a mental-hospital training, she was 
almost ideal. Male nurses were almost indispensable 
for some of the more difficult chronic patients, and 
even for some acute cases. The only alternative 
was the orderly system, which was said to work well 
in the army but could not easily be applied to the civil 
mental hospital. The orderly could hardly be expected 
to take the same interest in the work as a trained nurse. 

The standard of education among students should 
be higher. He had been impressed with the number 
of girls he had met in the Student Christian Move- 
ment in hospital who had been anxious to take up 
work that they could feel was worth while. If the 
need of the mental hospitals was put to these girls 
and conditions could be made better, a large number 
of them might find their vocation in mental nursing. 
Some of the finest mental nurses were to be found in 
the religious sisterhoods abroad. Mental-hospital 
matrons should have the same administrative position 
as in the general hospitals and should engage their 
own nurses. 

Some mental-hospital officers must take the blame 
for teaching psychology to nurses with a view to 
examination and not to their work with patients. 
A medical staff keen on the psychological approach 
would help the nursing staff to realise its importance. 
Some nurses were amazingly good at applying a 
little austerity or a little tenderness to a patient at 
exactly the right moment at a hint from the medical 
officer. Some hesitated to leave a mental hospital 
for special training because they feared that they 
would forgo superannuation time. With the increase 
of clinics, admission blocks and special hospitals 
for neuroses, and the solution of the superannuation 
difficulty, the mental-hospital nurse would come 
into her own and be able to nurse psychotics and 
neurotics equally well. 

Dr. J. Ivison RuUssELL (North Riding) declared 
that medical officers were killing their nurses with 
criticism. For improvement of the service, some 
praise of her work and elevation of her status were 
essential. Many women of good credentials joined 
mental-hospital staffs, but left when they saw what 
the service was like. 
well were, however, of exceptional quality. The 
hospitals, by taking advantage of the industrial 
depression, had built up an incredibly good staff 
The status of the male nurse should 
be improved so that, when economic conditions 
became better, recruiting would not fall off. The 
mental hospitals could get enough nurses if they 
would raise their status and cause the public to 
respect them more. THE LANCET Commission on 
Nursing had said that the mental nurse should be 
supervised by general-trained nurses in order that 
the early signs of physical disease might not pass 
unnoticed. On the other hand, if there was one 
department of nursing in which the mental nurse 
had an advantage, it was in her experience in detecting 
the beginning of a physical illness. The general- 
trained nurse did not have the same opportunitieg 
of learning those signs. 

The recruitment of labour in an industry depended 
on its prestige. At present the mental nurse was 
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thought of as the kind of person who cleaned the 
hospital. Mental nurses divided themselves—though 
superintendents would not accept the classification— 
into two classes: nurses and nurse-maids, according 
to their duties for the time being. Dr. Russell 
submitted that there was no reason why a maid should 
not be in charge of patients—e.g., to see that they 
did not climb the garden wall. If some of the 
excellent young women who for one reason or another 
did not take their certificates could be used for these 
duties, they would not be terrified into resignation 
by fear of examinations, and might have their own 
grades of promotion—e.g., to housekeeper in charge 
of the nurses’ home or the parole ward. Under that 
system only 60 per cent. of the ward staff would be 
nurses; probationers would be few, and would 
be properly instructed and freed from the domestic 
duties which kept many girls away. Mental hospitals 
would then be required to provide higher training 
facilities. The technique peculiar to mental nursing 
was occupational treatment, but only a small pro- 
portion of the staff could be properly taught, and 
when a nurse learned the technique she ceased to 
be called a nurse. If mental nursing were elevated 
to its proper place young women who trained as 
occupational therapists would be proud to complete 
the training course for a nurse. A surplus staff 
could be kept for the nursing of private patients 
who entered homes within a local authority’s area, 
and the time they spent could be counted for pension. 
He believed that this was permitted by the Mental 
Treatment Act, 1930. 


GENERAL DISCUSSION 


The PRESIDENT did not agree that all private 
mental nursing should be done by nurses trained in 
mental hospitals. His own experience of male 
private mental nurses had been little short of 
disastrous. For borderline cases personality was 
more valuable than training. Agencies charged a 
higher fee for mental nurses with general training, 
but the consulting psychiatrist was lucky if these 
could give a hypodermic injection capably. He 
should have his own panel of nurses whom he knew 
to be generally competent. Psychotherapy by 
nurses was difficult to teach and to control, and the 
results of its unskilled use might be deplorable. 
Nurses should be chosen for it who had an intuitive 
gift for saying the right thing at the right moment 
and could tolerate the anxieties of the particular 
patient. 

Dr. C. H. RoGERSON maintained that the best 
type of nurse for neurotic patients was the one with 
a general-hospital training. The Cassel Hospital was 
interested in training the general nurse in an under- 
standing of psychiatric problems. For this training 
the nurse needed exceptional intelligence and resource, 
but an important addition to her knowledge was an 
understanding of the mental mechanism of patients 
so that she could view their problems as those of 
illness and not of contrary and difficult people, and 
not be irritated and disturbed by them. This 
knowledge would help her enormously in dealing with 
ordinary patients, who had many neurotic character- 
istics. 

Dr. HENRY YELLOWLEES remarked that in an 
institution where 80 per cent. of the work consisted 
in giving the patients occupation the person in charge 
must take an active part in the occupation, even if 
it consisted in keeping the premises clean. The 
occupational therapist did not differ from the nurse- 
maid. The qualities of the ideal nurse were just 
those which training could not give. 
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Dr. A. J. PALMER said that in mental hospitals 
emphasis had been laid exclusively on training for 
treatment, although the nurse would not in practice 
carry out treatment, rather than on training in 
clinical observation. "At Woodside ward-classes were 
held in the nurses’ home to teach accuracy of observa- 
tion. He did not like nurses to help in treatment. 
The valuable training of the matron and higher 
grades should not be wasted in administration. 

Dr. W. J. T. KIMBER said that at the beginning 
of a nurse’s training at Hill End she was conducted 


round all the departments -of the hospital and had 
their working explained, so that she could understand 
the aims of the hospital and her part in it, and how 
the other officers and departments assisted and 
supported her. The nurse’s social background 
should approximately coincide with that of her 
patient. This need might explain the difficulty of 
obtaining a good nurse in private practice, where the 
patient might have more intelligence than the nurse. 
To be of higher social standing than the patient, 
however, also put the nurse at a disadvantage. 


THE AIR-RAID 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mircumer, C.B.E., T.D., F.R.C.8S., and E. M. Cowett, D.S.O., T.D., F.R.C.S. 


IX—CHEST WOUNDS 


SEVERAL types of wounds of the chest may be 
found among casualties due to air-raids: (1) crush 
fractures of the ribs from falling masonry, (2) bomb 
wounds from shrapnel or fragments, (3) bullet wounds 
from machine-guns of low-flying aircraft, (4) shrapnel 
from anti-aircraft guns, and (5) fatal laceration of 
the lungs from “blast.” In Spain the mortality 
from chest wounds is very high, especially in women 
and children. Apart from early closure of the open 
pneumothorax and blood-transfusion, but little treat- 
ment has been carried out, and operation has not 
been attempted to any great extent up to the present 
time. 

As the result of experience gained in the war 
1914-18 the following types of chest wound were 
recognised: (1) injuries to the chest wall, with or 
without damage to thoracic contents, (2) perforating 
(with wounds of entry and exit), (3) penetrating (with 
wound of entry alone), and (4) abdomino-thoracic. 
The fact that wounds due to bomb fragments are 
often multiple must not be forgotten; the missile 
that has perforated an arm may lodge in the chest, 
and the man brought in with a bomb wound of the 
leg may also have a penetrating chest wound. 


THE INJURIES 


The parietes may be damaged extensively by 
falling masonry. Such wounds are serious ; fractures 
of the ribs and sternum may be complicated by damage 
to the spine (fracture-dislocations or crush fractures). 
Early radiography is essential, Apart from the 
application of strapping, bandages, or plaster-of- 
paris, treatment by rest, morphine, and oxygen is 
indicated. Traumatic asphyxia may be met with, 
and the doctor should remember the possibility of this 
condition. An oxygen tent affords the greatest 
relief to the urgent dyspnea. Evidence of internal 
injuries, such as hemorrhage, ruptured bronchus, 
or collapsed lung, should be sought for. Surgical 
emphysema commonly accompanies crush injuries 
of the chest. The condition is alarming to the patient 
but in itself is not serious. It must not be mistaken 
for gas gangrene. 

In a perforating wound the wound of entry may 
be a small opening, sealed by blood-clot. The 
wound of exit is usually larger and is perhaps bleeding, 
owing to the greater damage done to the chest wall. 
The amount of internal damage done may be estimated 
from the line taken by the missile, At the wound 
of either entry or exit the rib may be comminuted 
and the intercostal vessels may be lacerated and 
still bleeding, 

In a penetrating wound there is a wound of entry 
only. If the wound of entry remains open and 


allows air to be sucked in with each respiratory move- 
ment, the homolateral lung rapidly collapses, the 
chest fills with blood, and the mediastinum is drawn 
over towards the wounded side. These changes are 
illustrated in fig. 1. The condition is that of an open 
pneumothorax. If the opening is closed, even tem- 
porarily, the lung begins to expand again rapidly, 
and the urgent distress of the patient is relieved. 

The pleural cavity rapidly fills with blood, which 
becomes defibrinated owing to the continual“ move- 
ment of the 
lung. Shreds 
of fibrin adhere 
to the surface 
of the lung and 
diaphragm. 
The lung may 
be damaged in 
one or more 
lobes. It rapid- 
ly collapses as 
the hemo- 
thorax devel- 
ops; hence 
bleeding is 
checked. The 
wound of entry 
into the lung is 
readily found l 
(sometimes — 
there is a large Fia. 1—Diagram showing effect of o 
superficial lac- pneumothorax on the lung. ( 
eration), and Sauerbruch.) 
the wound of 
exit may be seen, or the foreign body may be 
found under the pleura. In early cases the 
track of the wound, when opened up, is seen to 
be full of necrotic’ material, including fragments 
of rib, shreds of clothing, and pe rhaps the 
bullet or bomb fragment. A severed vessel may be 
found and sometimes a cut bronchiole. The lung 
tissue immediately surrounding the track is infiltr: sted, 
firm to the touch, and hepatised. Later, sepsis 
and pneumonic areas develop, and subsequently 
abscess, empyema, or gangrene. The surface of 
the diaphragm becomes covered with shreds of 
fibrin, and on it may be found fragments of rib, 
foreign bodies, and other septic material. Search 
should always be made for wounds of the diaphragm. 
The pleural cavity may be full of air (pneumothorax) 
or a mixture of air and blood (hemopneumothorax). 
A closed pneumothorax may result from damage to 
the bronchus or a finer branch, or may result from 
the development of gas in the presence of an anaerobic 
infection. The open pneumothorax is produced 
when the wound allows free access of air. 


THE LANOET] 


Elliott and Henry (1917) in an examination of 500 
cases of chest wounds found 195 infected, including 
87 with anaerobic bacilli. The infection is generally 
carried in by the missile, but anaerobic organisms may 
come from the surface wound. When introduced the 
anaerobes grow readily in the blood present in the 
pleural cavity. For the first twenty-four hours 
the sepsis remains localised to the wound track, 
and conditions are favourable for operation. 


Symptoms.—A person suffering from a chest wound 
immediately exhibits considerable distress. The 
dyspnoea becomes severe, and there is usually a 
painful cough and possibly hemoptysis. When there 
is an open pneumothorax, the to-and-fro suction 
sounds become most alarming to the patient. In a 
few hours the signs of shock, with or without hæmor- 
rhage, supervene, and the patient becomes cold, blue, 
and pulseless. Signs of sepsis and inflammation do 
not appear as a rule for twenty-four to forty-eight 
hours. 

Pierre Duval (1917) gives the mortality as 25—30 per 
cent. in the dressing-stations. These deaths result from 
bleeding and mechanical asphyxia. In the casualty 
hospitals the mortality is still 18—20 per cent. Death 


is early in half the fatal cases. - The seriousness of - 


the condition varies with the nature of the missile 
as well as with the nature of the wound; thus, 
bullet wounds give a mortality of 2-12 per cent., 
shell wounds 16-28 per cent., perforating wounds 
21 per cent., and penetrating wounds with retained 
foreign body 30 per cent. In 60 per cent. of the 
fatal cases death comes in the first forty-eight hours. 
Open wounds are said to be twice as fatal as closed 
wounds, 
TREATMENT 


The successful treatment of these wounds depends 
largely on the administrative arrangements. Early 
recognition is essential, and priority evacuation 
to special centres is the ideal. Immediate first-aid 
treatment and rapid transport in the Fowler position 
should be encouraged. At the dressing-station shock 


‘should be prevented and an open pneumothorax 


closed by plugging or skin suture. At the hospital 
an experienced physician should consult with the 
surgeon on the question of operation. If operation 
has been decided upon, the case should be dealt with 
only by surgeons possessing the special experience 
which chest surgery demands. Such surgery should 
be carried out with a team trained for the work; 
this team includes the anzsthetist, assistant, radio- 
logist, and skilled nurses in special wards with oxygen 
tents, 

The general condition of the patient is studied and 
the presence of other wounds noted. In all cases 
the blood-pressure is determined, some cases the 
blood-volume and hæmoglobin percentage also. 
Radiography, if the patient can stand it, is helpful. 

In examining the chest the surface wounds are 
carefully observed, and the time that has elapsed 
since the wound was sustained is taken into account. 
Information as to the presence of hzmothorax, 
pneumothorax, or collapse of the lung can be obtained 
by physical examination. The position of the heart 
should be accurately ascertained. 

Prof. Gask, writing in 1917 on his experience 
of 500 cases, gives the following indications for 
early operation :— 

(1) A ragged wound of the soft parts. 

(2) A compound fracture of ribs. 

(3) Bleeding from the parietal wound. 

(4) Suction of air into the pleural cavity. 

(5) Retention of a large foreign body in an accessible 
position. 
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(6) Pain due to fragments of rib scratching the 
lung on every respiration. 

(7) Rapidly increasing pneumothorax due to a 
valve-like opening into the pleural cavity, which 
allows air to be sucked in and prevents its expulsion. 


Pierre Duval (1917) says, “ Leave bullet wounds 
alone; always operate on all shell wounds.” We 
agree with this dictum | 
from evidence based on . i : 
our Own experience. i 

If none of the above- l 
mentioned indications 
are present, the case is 
dealt with on the usual 
medical lines, and a care- 
ful watch is kept for 
complications. Hzmo- 
thorax is aspirated only 
if producing inconveni- 
ence, and a needle is 
inserted if infection is 
suspected. Apart from 
collapse due directly to 
the effusion of blood, 
massive collapse occurs in 
about 10 per cent. (Gask 
1917) and contralaterally 
in 1 per cent. Pneumo- "ry 
thorax is usually ab- | tec ieee 
sorbed rapidly, but, when Fia. 2—Rib-spreader 
it is due to anaerobic (Schaerer’s pattern). 


1 
1 
{ 
oe 


infection, operation is 
indicated. Surgical emphysema is not uncommon 


and usually clears up rapidly. 

As a result of the pioneer work of Pierre Duval, 
Gask, and others, the previous reluctance of surgeons 
to operate on chest wounds has been replaced by 
confidence and satisfaction with the results gained. 
Once it was shown that the chest could be safely 
opened and the lung could be directly handled, it 
became obvious that wounds of the lung should be 
treated on the same lines as any other infected wound. 
containing septic material and an irritating foreign 
body. 

The following special instruments are required :— 

(1) Doyen’s periosteal rib-elevator and shears. 

(2) Small 1 cm. trephine and Cowell’s double- 
bladed thoracotomy saw (Mayer and Co.). 

(3) Powerful rib-spreader (Schaerer’s 
(fig. 2) or Tuffier’s écarteur. 

(4) Duval’s lung-forceps (Collin, Paris) or Cowell’s 
peritoneal forceps (Mayer and Co.). 

(5) Symonds’s round-bodied fish-hook needles. 

(6) Good illumination is essential, and a head- 
lamp may be useful. 


Local or regional anzsthesia is recommended by 
some surgeons. The patient has usually received a 


pattern) 


heavy dose of morphine beforehand and undergoes 


gas-and-oxygen anesthesia well. It is not necessary 
to raise the intrapulmonary pressure. The lung 
is already collapsed, and attempts to inflate it only 
hamper the surgeon. 


OPERATIVE TECUNIQUE 


After radiography, if circumstances permit, and 
probably a previous blood-transfusion, the operation 
is carried out in the following steps :— 

(1) The superficial wounds are excised in the usual 
way, and a decision is made whether to open the chest 
through one of the original wounds or through a new 
incision. The optimal access is obtained by an 
antero-external incision: along the third, fourth, or 
fifth rib, from the edge of the sternum to the mid- 
axillary line. 
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. (2) Thoracotomy.—Le Fort’s antero-external flap, 
including incision of one or two costal cartilages, 
is not recommended. The chest is best opened by 
either resecting a rib or sawing it along its long axis 
for four or five inches, according to the size of the 
surgeon’s hand. If the latter method is used, a 
centimetre trephine makes an opening through which 
the double-bladed saw divides the rib forwards and 
backwards. The cut is made so that the edges of the 

l divided rib 
are bevelled. 
The ends of 
the sawn rib 
are cut across 
with forceps, 
and the open- 
ing is ready for 
the introduc- 
tion of the 
spreading for- 
ceps. The ad- 
vantage of this 
method is the 
facility with 
which the chest 
is shut; the 
pleura which 
adheres to the 
divided por- 
tions of the rib 
is closed by ty- 
ing these 


Fie. 3—Exteriorisation of lung. The 
rib has been split and each half 


widely retracted by a powerful rib- ; 

spreader (not shown). The lung has fone on 
been drawn out and will be packed (3) Rib- 
off while the toilet of the wound spreading. — 


track is made. (After Duval.) With one. of 


the powerful 
spreaders already mentioned the opening is made 
wide enough to admit the hand. 


(4) Hateriorisation of the lung.—The first portion 
of the lung that presents itself is seized with the 
lung forceps and drawn up into the wound. It is 
then covered with gauze, firmly grasped, and drawn 
out on to the surface of the chest. Each lobe can 
be delivered and examined in turn if necessary after 
separating any adhesions (fig. 3). When the wounded 
parts have been found, the opening into the chest 
is closed by packing round the exteriorised lung, to 
prevent the free entry of air. No attempt is made 
to deal with any fluid in the pleura at this stage. 

(5) Track toilet and removal of missile-—The wound 
of entry into the lung is examined and then cleaned 
by gentle swabbing with gauze, any ragged pieces 
of tissue being snipped off with curved scissors. 
Necrotic material is swabbed out from the track, 
and any foreign bodies, such as fragments of rib, 
missiles, or shreds of clothing, are gently removed. 
If the bomb fragment is felt under the pleura on the 
opposite side of the lobe, a separate incision may be 
made, but this is not generally necessary. In the 
case of a through-and-through wound, gentle cleans- 
ing by a gauze wick may be done. Sometimes a 
whistling bronchiole may be tied off or a bleeding 
vessel ligatured. 


(6) Suture of the lung.—There is an area of infil- 
trated tissue round the track, and no attempt is made 
to suture this. The surface of the lung, however, 
must be closed to shut off the wound from the pleural 
cavity, internal drainage of the wound being provided 
naturally through the branches of the bronchus. 
Lung tissue holds sutures well, and no difficulty is 
found in tying them off. Medium-size catgut is 
quite satisfactory. The lung is now returned to the 
thorax. 

(7) Pleural toilet.—Any fluid present is gently 
removed by a suction apparatus or by mopping, 
care being taken to remove all clots and fibrin adher- 
ing to the diaphragm or to the parietes or foreign 
bodies that may have fallen loose into the diaphrag- 
matic recess. Shell fragments may be seen fixed 


in one of the vertebral bodies, or wounds may be 
seen in the diaphragm suggesting an abdominal 
injury as well as a thoracic one. 

(8) Closure of the wound.—The spreader is removed 
and the chest closed in layers. Pleura is, unlike the 
peritoneum, difficult to suture by itself, and unless 
the rib-splitting method has been used, is included 
with the intercostal muscles. When the rib has 
been excised it may be necessary to pass stout sutures 
round the two adjacent ribs, and in any case care 
must be taken to make the ends of the wound air- 
tight. The second layer, consisting of the pectoralis 
or other muscle, is then sutured, and finally the skin 
is closed. No drainage is necessary. 

(9) Aspiration of air.—The discomfort of the 
patient after operation is lessened if the pleural cavity 
is emptied of air. This is generally drawn out by 
a large syringe with a two-way tap. If Potain’s 
aspirator is used a negative pressure may be set up, 
causing bleeding of the lung. 

(10) Application of dressing.—In order not to impede 
the movements of the sound side of the chest, it is 
advisable to retain the dressing in position by unilateral 
strapping. If a many-tailed bandage is applied it 
must not be put on tightly. 


RESULTS 


Chest operations are among the most satisfactory 
of the surgical procedures carried out for war wounds, 
It is possible to open a chest, remove a foreign body 
and close the chest in 15-20 minutes. The after- 
treatment includes careful watching for complica- 
tions. The nursing details will be given in a later 
article. 

Duval claims that in one series of 33 selected cases 
operated on without indications of urgency all 
recovered. The figures given for the severer cases 
tell a very different story. In a series of 161 cases 
the mortality was :— 


Cases and 


per cent. 
Died on admission (no operation)... ace "SE (23) 
Immediate operation r si ... 29 (44-8) 
Early operation ste wae a war te” (£808) 
Medical treatment ... » 102 (1°0) 


In Gask’s series 104 cases were operated on with a 
mortality of 20-2 per cent., and 206 cases were treated 
medically with almost the same result—-21-07 per 
cent. The first series were all serious cases, the 
second much less serious wounds. 


ABDOMINO-THORACIC WOUNDS 


Gordon Taylor, writing on this subject in 1919, 
states that abdomino-thoracic wounds constitute 
9 per cent. of chest wounds and 12 per cent. of 
abdominal wounds admitted into a casualty clearing 
station. The early mortality-rate in France was 
very high—about 80 per cent.—and as a rule only 
those survived in whom solid viscera alone were 
damaged. When improved methods were adopted, 
a total recovery-rate of 64 per cent. was obtained. 


The incision advocated by Pierre Duval in 1917 
is generally followed when thoraco-laparotomy is 
indicated. The patients are generally moribund on 
admission to hospital. Active resuscitation methods, 
including blood-transfusion, alone make surgery 
possible and thereby offer the patient a chance of 
recovering. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A PART-TIME PROFESSOR 
I 


In recent years the part-time university chair in 
medicine has been strongly impugned. Its critics 
have asserted that it is both a sinecure and an 
anachronism. It is suggested that the sole duty 
assigned to its occupant is to deliver each session 
a course of systematic lectures in medicine ; and even 
this is considered by some no longer necessary, 
for they assert that the student can obtain more 
detailed and accurate information from his textbooks. 
The professor plays no special part in clinical teaching 
for this he shares with his hospital colleagues. More- 
over, the fact that he has chosen Mammon, as typified 
by consulting medicine with its “ glittering prizes,” 
is evidence that he lacks not only the spirit of self- 
denial but. also the intellectual depth and outlook 
which are necessary for research. Finally, the 
university is called upon to refrain from enhancing 
the market value of an already prosperous consulting 
physician by conferring on him, in exchange for the 
lectures he delivers, the title and dignity of 
professor. | 

However accurate these allegations might have 
been in the past (and I can neither confirm nor deny 
them from my personal knowledge) they are entirely 
unfounded today. The holder of a part-time pro- 
fessorial chair in medicine willingly and adequately 
shoulders its many responsibilities. 

He teaches the current knowledge of his subject- 


This entails his keeping abreast of recent advances — 


by reading the literature and attending scientific 
meetings. No textbook can replace his lectures. 
Rapidly advancing knowledge leaves the text- 
books well behind and no text can be as vivid as the 
lecture illustrated and annotated by the speaker’s 
own experiences. Most universities have established 
departments of medicine with clinical and experi- 
mental laboratories. In these the professor endeavours, 
not only by his own efforts but by stimulating the 
curiosity of his students, to extend the frontiers of 
medical knowledge. As the head of his department 
he must direct its activities, both routine and 
research; he must engage its personnel; and he 
must guard, so that it is spent to its greatest 
advantage, its limited and all too meagre income. 


He is also, by virtue of his chair, a member of a 
university, which is no mere technical school. It 
is a society endeavouring to prepare its youth for 
a mode of life as well as a means of livelihood. And 
so his administrative functions cannot be confined 
to his department and faculty; he must play his 
part in the deliberations of the university senate. 
With increasing redognition by the university of its 
responsibilities for the physical well-being of its 
members it is natural that the professor of medicine 
should be called upon to supervise medical examina- 
tion schemes, and the like. 

And he has public duties. In part these are the 
direct outcome of his university post; for example, 
as an examiner for university degrees, he helps to 
prevent those who fail to reach the necessary standard 
of knowledge from being registered as medical practi- 
tioners. But his expert advice is eagerly sought in 


the service of the community and so he is expected 
to become an active member of innumerable com- 
mittees, commissions and the like. To sum up, his 
duties are not only teaching, research and admini- 
strative but also advisory. 


: * * * 


It is not surprising that the efficient fulfilment of 
these multifarious duties of the chair should have 
been regarded as possible only by one prepared to 
devote the whole of his time to them.. Hence many 
whole-time professorships of medicine were instituted 
in this country after the war. There was, however, 
one consideration above all others which led some 
universities to reject the principle of whole-time 
clinical chairs. It was known that the older test— 
namely, that of proved worth in clinical medicine, 
as measured by success in practice and clinical 
teaching—had provided professors not only of deep 
medical learning and experience but also of broad 
general culture. It was recognised that however 
important were technical skill and research ability, 
the most essential requirement of a professor of 
medicine was that he should train efficient practi- 
tioners and that this demanded not simply knowledge 
but the wisdom, sympathy and understanding 
which are acquired only by intimate and constant 
contact with men and women in their own homes. 
The ill patient, in other words, is not simply a scientific 
enigma but a human problem, a fact too frequently 
overlooked in these days when medicine and its 
kindred sciences are advancmg with well-nigh uncon- 
trollable speed. In the hands of a ‘‘scientific ” 
physician, the human being who is ill may undergo 
so complete an audit of his bodily activities that 
death may be regarded by him as a welcome release 
from the assaults to which he is subjected in the 
name of ‘clinical investigation.” Against this 
attitude towards disease the professor of medicine, 
who is a practising physician, ‘forms the strongest 
bulwark. 


* * * 


If it be asked why the successful consultant should 
agree to undertake the onerous duties of a chair, 
the cynic will doubtless answer that the primary 
consideration is the accompanying financial reward. 
But the direct emoluments of a part-time chair are 
quite negligible and for the most part expended 
by the professor in making good departmental 
deficits on apparatus and in subsidising additional 
research. 

If proved success be accepted as establishing a 
claim to the chair then the indirect reward which 
may result from the increased practice believed by 
the critics to follow the holding of a chair will be 
most evident in those who are the less satisfactory 
aspirants. The most suitable candidate for such a 
chair will already have secured a practice as large 
as he desires and the additional duties of the chair 
can but reduce the time available for private practice, 
for leisure, or for both. 

There are two main incentives to accepting a part- 
time chair. One is pride in achievement (call it 
vanity if you will)—the attainment of one’s ambition 
to be the recognised head in a medical centre of one’s 
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branch of the profession—the ‘leader’ instinct. 
But this is far from being an ulterior and entirely 
selfish motive; a similar gibe might be aimed at 
any public figure, be he prime minister or city alder- 


man. The other is based partly on the pleasure: 


some find in teaching and partly on the altruistic 
motive of using one’s talents for the benefit of one’s 
fellow men. Successful teachers and lecturers are 
born, not made, just as some men have an innate 
genius for research and others are capable only of 
those routine investigations which show no original 
flair. Herein lies the crux of our whole problem. 
What relative importance should be attached to 
teaching ability and to research achievements in 
deciding by whom a chair in medicine should be held ? 
As Newman has observed in the preface to his Idea of 
a University, “to discover and to teach are distinct 
functions; they are also distinct gifts and not 
commonly found united in the same person.” It 
might then be thought that the proper solution to 
the problem would be to divorce clinical teaching 
from clinical research and to establish separate 
chairs in these subjects, the latter conforming to the 
‘ clinical science ’’ of Lewis and not to purely experi- 
mental and laboratory investigations bearing only 
a remote relationship to clinical problems. I believe, 
however, that although there should be a separate 
chair of clinical science to be held by a man of proved 
worth and achievement in clinical research (and 
carrying a salary sufficiently attractive to the best 
man) it would be a profound mistake to confine 
the duties of the professor of medicine to teaching 
and to withhold from him the opportunities for 
research. For clinical problems present themselves. 
in somewhat different ways to the practising physician 
and to the research worker. In the final analysis it 
is the practising physician who is more likely to 
recognise new disease types—for example, epidemic 
encephalitis, psittacosis, and the like. His research 
colleague will probably throw light on the nature 
and causative factors of established clinical 
syndromes, 

It would doubtless be sufficient if there were placed 
at the disposal of the professor of medicine the full 
armamentarium of the laboratories of the ancillary 
sciences—bacteriology, biochemistry, &c. The diff- 
culty here, however, is that the heads of these depart- 
ments have their own problems and only limited 
resources of personnel and money with which to 
pursue them. At the moment, therefore, we must 
carry on with our inadequate medical research 
departments in the hope that one day greater public 
generosity and increased governmental grants, 
together with helpful and unselfish codperation 
between the various departments, will enable the 
professor of medicine to make use of them all for the 
common good. For it is incumbent upon every 
university teacher to pursue research. The first 
principal of Owens College, Manchester, Mr. A. J. 
Scott, said in his inaugural lecture, ‘‘ He who learns 
from one occupied in learning, drinks of a running 
stream. He who learns from one who has learned 
all he is to teach, drinks ‘the green mantle of the 
stagnant pool.’ ” 

The practising physician faces, day in and day out, 
novel problems demanding both knowledge and the 
research spirit; each patient he sees differs in some 
way, however small, from all other patients he has 
ever scen. Sometimes he solves their problems, but 
even his failures are not without reward if they 
bring a spirit of humility and the discipline of the 
mind which this engenders. 

The part-time professor of medicine is an indispens- 
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able link in the chains both of medical teaching and 
research. 


+ * +. 


After this apologia pro vita mea and lest my “‘ senten- 
tiousness and ponderosgity ” has incurred Horderian 
censure let me add two lighter notes. 

The recent revival of “ The Doctor’s Dilemma” 
at the Westminster Theatre led me to re-read this 
play. I find Shaw describes Mr. Cutler Walpole as 
“a man of 40,” and then makes him say, ‘‘I have 
been a surgeon and a consultant for 20 years.” 
Aliquando bonus dormitat Shavius ! 

In one of the answers to an examination question 
on “pneumothorax” which I set a few weeks ago, 
the well-known coin-sound was referred to by one 
student as ‘‘ bruit d’aryan.” But is not this phrase 
more appropriately applied to the music of a modern 
German band ? 


MEDICAL PEACE CAMPAIGN 


FOLLOWING the second annual general meeting 
of the Medical Peace Campaign on Feb. 22, Prof. J. A. 
Ryle, the president, gave some account of the present 
status of the campaign and of its aims for the future. 
Doctors were aware of the dysgenic influences of 
warfare; but we are, he said, now too close up to 
possible emergencies for the quiet development of 
an anti-war policy—and for that reason the campaign 
was devoting itself rather to preparedness in a medical 
sense. The work of the medical profession is, he 
said, pacific and humane at all times. The three main 
lines of activity for the immediate future were these: 
(1) Some attempt to increase the membership, now 
200 to 300, and to establish contact with the medical 
profession in other countries by the circulation of a 
manifesto, to be broadcast throughout the world. 
He mentioned with approval the action of the Balkan 
Medical Union which had recently issued through 
its president, Prof. A. M. Ozden, such a manifesto. 
(2) Some thought for civilian medical service in the 
event of war. He had misgiving about the present 
organisation, for so little had been done to take the 
medical profession into its confidence. But expert 
advice should be available from medical men *“‘ not 
yet senile ” who had had experience in designing 
casualty stations and in arranging for the segregation 
of various types of casualties. Some sort of general 
staff to deal with supply and evacuation should be 
more efficient than any committee of the Ministry 
of Health. (3) Some attention to the urgent question 
of the health and feeding of masses of refugees. 
Could not doctors who were themselves refugees 
be given the opportunity of such service, which might 
lead on to a more general plan for mobile assistance 
in times of catastrophe. The campaign, he went on, 
would remain most effective if it kept its policy as 
medical as possible ; only as medical men could its 
members speak as experts. He was, he confessed, a 
little depressed by the lack among doctors of positive 
action, part no doubt of the general inertia and atony 
prevalent in the country; surely the medical pro- 
fession should have plans of its own ready in case 
of breakdown of government plans. We are, he said, 
aware of our mission and the principles are so simple. 
After some general discussion Dr. Janet Vaughan 
spoke of the food situation in Spain referred to in 
a Memorandum issued by the Committee Against 
Malnutrition. Although some might feel that circum- 
stances had made this leaflet out of date, it did, she 
thought, provide a useful analogy for the feeding of 
large numbers of people anywhere in time of need. 
Since the last war the science of nutrition had 
advanced so much as to make it urgent for doctors to 
be instructed in the principles of nutrition as we 
now know them, 
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LETTERS TO THE EDITOR 


MEDICAL FORESIGHT AND A.R.P. 


Sir,—Architects and civil engineers have rendered 
great service in passive defence by using knowledge 
of their own materials (concrete, iron and layers of 
earth) to inform the public of the probable degree 
of security obtainable by the use of them. In 
particular, the now famous Finsbury exhibition has 
shown us how to think in terms of quantity of danger 
and also to assess protection in quantitative terms. 
This is valuable for two reasons: it guides policy 
on rational lines, and it tends to diminish the swing 
of belief between the almost equally foolish extremes 
“complete protection’? and ‘‘inevitable danger.” 
Could not the medical profession with its specialised 
knowledge of its own materials make an analogous 
contribution to passive defence? Would it not be 
possible to make a survey from the medical point 
of view, beginning with one area—say Finsbury, 
since the engineers and architects have already done 


their work well there ? This would apply our general - 


knowledge of medicine to intricate problems raised 
by the bombing of an area which, though healthy in 
time of peace, may be made medically dangerous by 
.a raid through broken drains, defective water-supply 
and interrupted transport. 

Such a survey would bring before ourselves as a 
profession the problems we may have to face; and, 
following the excellent example of the architects 
and engineers, we in turn could put before the public 
(whose coöperation after a raid will be essential) 
our detailed plans for their protection. It is important 
that measures should be taken in advance to check 
the spread of apprehension which would almost 
certainly arise if an urban population found its 
supplies of food and water suddenly curtailed and its 
sanitary system suddenly becoming a danger. How- 
ever valuable it may be to think of A.R.P. in terms of 
nation-wide needs, bombs in fact hit certain spots. 
The object injured, whether a person or a borough, 
has arteries and nerves and an alimentary system. 
Those who live in places which may be hit want to 
know what to do beforehand for protection and what 
would need to be done next after a raid. 

Of course such plans cannot be brought to perfection 
on paper. But the medical survey suggested should 
lead to a plan for dealing with injuries to the health 
as well as the limbs of the people, and should be made 
public, because by fore-knowledge of how to remedy 
evil the dread of it is lessened. 

I am, Sir, yours faithfully, 


Kent Terrace, N.W.1, Feb. 24. JOHN RICKMAN, 


*.* Dr. Rickman’s suggestion was made at a 
meeting of the Medical Peace Campaign, of which 
a brief report is given on p. 538, and was welcomed 
there as a concrete plan on which the medical pro- 
fession could bring their scientific training to bear 
on local A.R.P. problems.—Ep. L. 


BRONCHOGRAPHY 


Srr,—I read with interest Dr. Philip Ellman’s 
article on a method of bronchography in your issue 
of Feb. 25. His emphasis on the simplicity of the 
method will no doubt induce a number of your 
readers, without previous experience, to try it. 
I should like, therefore, to indicate briefly a few 
difficulties which may arise, and to make some 
criticisms affecting the details of the procedure, 


with those of Dr. Gillespie. 


In the first place, provided the patient’s tongue 
is held well forward, I cannot see any advantage 
in the nasal method over the more usual one of 
dropping the iodised oil over the back of the tongue. 
In fact a little more cocaine must obviously be used 
in the nasal method to anezsthetise one nostril as 
well as the throat. When a 10 per cent. solution 
of cocaine is used, as advocated by Dr. Ellman, 
reactions occur even in patients who have shown 
none after a hypodermic injection of gr. 1/10. It 
is, in my experience, much safer to use Decicaine’ 
in a 2 per cent. solution. It should also be the 
endeavour of the operator to use as little anzsthetic 
as possible. In order to do this it is worth remember- 
ing that cocaine derivatives applied to a mucous 
surface take a few minutes to act. I know of a case 
where, through the failure of an inexperienced house- 
physician to realise this delayed action, half an 
ounce of the solution was used to secure anesthesia 
with a fatal result. I have never used more than 
one drachm in any case, and often only half that 
amount, 

I am, Sir, yours faithfully, 
Harley Street, W.1, Feb. 24. L. P. E. LAURENT. 


CONVULSION THERAPY 


Srr,—I was interested in Dr. Gillespie’s account of 
the feelings expressed by patients undergoing con- 
vulsion treatment as I have been collecting similar 
records for some time past. I have also found that 
the patient’s sensations preceding the fit and his 
reaction to the treatment are variable, depending to 
a certain extent on the type and the chronicity of 
the mental illness.. For instance, it is generally 
impossible to explain the rationale of the treatment 
to a regressed schizophrenic, and if he is of the 
paranoidal type he not infrequently includes the 
injection into his system of persecutory delusions. 
On one item, however, my findings do not agree 
He states that ‘‘ patients 
were mostly slow to attribute any improvement in 
their condition to the treatment.” I on the contrary 
have found that wherever a good remission occurred, 
the patient invariably gave the credit to the injec- 
tions. I will quote the example of a patient who 
described the premonitory sensations as ‘‘ terrible, if 
she could die she would.” Nevertheless she willingly 
continued being treated because ‘“‘ she hadn’t felt so 
well for years ” as a result of the first nine injections. 
Another patient, who made a good remission, wrote 
home as follows: ‘‘I am having injections. ... I’ve 
had three already, the last one I had to stay in bed 
the whole of the day, but that one did me most good, 
it has put new life into me and I am eating ever 
so well.” 

I employ triazol as the convulsant and I wondered 
whether this might account for the difference. 
Perhaps other workers using triazol might be able to 
give relevant information on this point. 

I am, Sir, yours faithfully, 
I, ATKIN. 

Park Prewett Mental Hospital, Basingstoke, Feb. 17. 


Str,—Your leading article last week quotes Meduna 
as saying, ‘‘ As regards enthusiasm, I must confess 
that I am not myself enraptured with the cardiazol 
treatment, but for the present I do not know any- 
thing better that I can recommend. In any case 
I regard it as my duty to work as hard as I can at 
devising a procedure that obviates the apparently 
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violent shock to the patient, while utilising only 


the biochemical processes to which the shock gives 


rise.” I have been working on this very point 
for some years, and for the last five years have 
used a method which I believe may be exactly 
what is meant by Meduna’s last sentence. I realised 
that in the treatment of schizophrenia, in all the 
methods mentioned or tried, both old and new, 
whether it be a trap-door or insulin, shock is a common 
factor to them all, and a chemical substance always 
associated with shock is histamine. In fact histamine 
is not only present in insulin shock, but in every 
variety of shock, including anaphylaxis, surgical 
shock, the shock of acute intestinal obstruction, and 
the shock of extensive burns. I started to work 
with a mixture of histamine and insulin thereby 
believing I should get the same results by eliminating 
convulsions. So far the results appear to be much 
better than the convulsive methods. This method 
of mine has been the subject of a paper read by me 
to the Royal Medico-Psychological Association, has 
been published in the Journal of Mental Science 
for July, 1938, and has been used elsewhere with 
good results.—I am, Sir, yours faithfully, 
Horace HIL. 


Laverstock House, Salisbury, Feb. 24. 


FIBROCYSTIC DISEASE OF BONE 


Srr,—Probably the most important feature of the 


case described by Drs. Robson and Todd is the fact 
that though the condition of the bones suggested 
hyperparathyroidism no lesion of the parathyroid 
was found on exploration. Actually the radiographic 
characters of the bones in parathyroidism—and for 
that matter in xanthomatosis—are characteristic 
and can be distinguished by the trained observer. 
This is well brought out in Mr. R. C. Elmslie’s paper 
on fibrosis of bone and in L. Lichtenstein’s excellent 
account of this condition (Arch. Surg. 1938, 36, 874) 
under the title of ‘‘ polyostotic fibrous dysplasia ” 
in which he states that “in at least 6 instances 
patients were subjected to exploration for para- 
thyroid adenoma because of the mistaken clinical 
diagnosis of hyperparathyroidism. In each instance 
the parathyroid glands were found to be normal 
in size and appearance. Two additional patients 


were needlessly subjected to röntgen irradiation of | 


the neck under the same erroneous premise.—It is 
manifestly illogical to expect that a disease resulting 
from hyperfunction of endocrine glands would 
affect the bones of only one side of the body.” 

I do not think Dr. Parsons can blame the authors 
and others for failing to mention the case published 
by Dr. Frances Braid in the article he quotes; for 
the illustrations bear little resemblance to the appear- 
ances seen in the case under discussion. On the other 
hand, the serial X-ray photographs which I have made 
annually of the skeleton of this child do suggest 
that the appearances which she illustrated are the 
first radiographic signs of this malady and therefore 
worthy of credit and most careful study. When 
the patient was first sent to me from an infant welfare 
centre I regarded the condition as an unusual form 
of osteogenesis imperfecta, and I so recorded it in 
my Hunterian lecture. Every bony element of the 
skeleton was imperfectly ossified; compact and 
cancellous tissue appeared to be represented by 
a structure, resembling ground-glass, in which 
rounded or whorled non-calcified areas were visible ; 
these I regarded as areas of cartilaginous prolifera- 
tion. It is these latter areas which now appear to 
be assuming the characters seen in the adult cases 


of fibrous dysplasia. But whereas in the unilateral 
examples the skull sometimes presents a localised 
blister-like expansion of a segment which may be 
an inch or more in thickness from inner to outer 
periphery, the skull of this patient is uniformly 
thickened to a degree which suggests that cranial- 
nerve lesions may ultimately develop as in Albers- 
Schönberg disease. 
I am, Sir, yours faithfully, 
Birmingham, Feb. 27. JAMES F. BRAILSFORD. 


EXCRETION OF INJECTED ANEURIN 


Sm,—The paper by Prof. Marrack 
Höllering in your issue of Feb. 11, prompted Dr. 
Pyke to write the letter published on Feb. 18, which 
in our opinion is not quite fair. When Dr. Pyke 
states ‘‘ that the results (of the thiochrome method) 
cannot be established within a range of less than about 
500 per cent., this is only true when all precautions 
are neglected, which is done neither by Prof. Marrack 
and Miss Hdllering, nor by us, nor by the numerous 
other authors applying the thiochrome method to 
urine. Moreover the fact that Dr. Pyke expresses 
the error as per cent. of the lowest result obtainable 
clearly indicates that he aims at discrediting the 
method as much as possible. 

We have never tried to conceal the difficulties of 
the thiochrome method and have always been 
anxious to make clear that it may be still much 
improved. Nevertheless, it is the only method of 
determination of vitamin B, adequate for clinical 
use. And when this is done as carefully and 
cautiously as was done by Prof. Marrack and Miss 
H6llering, warnings like those included in Dr. Pyke’s 
letter seem quite superfluous to us. 

We are, Sir, yours faithfully, 
H. G. K. WESTENBRINE, 
J. GOUDSMIT, 


Copenhagen, Amsterdam, Feb. 24. 


AS OTHERS SEE US 


Sir,—Dr. Crisp’s letter in your issue of Feb. 18, 
pointing out that the profession of a general medical 
practitioner is competitive, is of real importance. 
The work of the G.P. is the basis of medical treatment 
of the populace generally. There are many schemes 
proposed from time to time dealing with his work; 
and, in order that such schemes may be framed to 
the best advantage of all, it is most necessary that 
the true position of the G.P. should be known. 

It is only when talking to these men in private 
that they are free to admit that their work is 
extremely competitive; though, as one gets on, 
there are many happy friendships that help out. 
Actually there are very few G.P.’s with an income of 
under, say, £1000 (gross) who are not seriously over- 
worked—unless their income is extremely small 
One seldom has time to do any serious reading or 
study, because one is so tired. One dare not risk 
losing a case, because it may lead to considerable 
loss of income. Quite a small slip, or inability to 
attend may lead to great loss. I bought a practice 
from a man who refused one night to attend a child; 
actually he was so overworked that he was absolutely 
unfit, and knew it. The child died, and the man was 
censured for not rushing off. In the same practice 
I was called out to a patient with serious h:emorrhage, 
and I was utterly unable to think, simply because 
I was so overworked. It is at such moments as that 
that one realises how strenuous the life may be; 
and one never dares to refuse on account of probable 
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loss of income. Besides the competition, there is 
also the risk of some legal proceedings. I omitted, 
once, to have a radiogram taken of a damaged little 
toe and had much difficulty in putting things right. 

Actually, until established, one has to get into the 
way of assessing all patients from two points of 
view ; will they talk and recommend ; and will they 
be profitable ?. This is very wrong and wicked, 
but bills, rates and taxes come in inexorably. 

The rate for panel work is extremely low; but it 
has two advantages. The first is that each panel 
patient has dependants ; the second and greater is that 
the cheque arrives absolutely to date, on the same 


morning as the quarter’s bills. Until one is established, | 


accounts are the thought in one’s mind more than 
any other; and so, one dare not risk losing a patient. 
On the credit side, I must add the fact that working 
in an area with far too many doctors in it, under 
conditions of the keenest competition, I never 
experienced anything that was not correct. To 
a great extent medical etiquette is absurd, but I 


am certain that it serves the very good purpose of: 


making a serious competition tolerable—almost 
pleasant. 

As I say, I know no G.P. who does not realise 
that his profession is highly competitive. I feel 
certain that it is only for the best that the true position 
should be known and recognised. I must add that 
it would not make the slightest difference to me, or 
my income, however much more competition there 
was. J have one foot in the grave, and no longer 
do much work. 

I am, Sir, yours faithfully, 
GENERAL PRACTITIONER. 

London, S.W.20, Feb. 24. 


REFUGEES IN FRANCE 


Sm,—The British Red Cross Society have received 
a report from their representative, Major-General 
Sir John Kennedy, who is now at Perpignan inquiring 
into the question of relief for the Spanish refugees 
who have crossed the frontier into France. Thousands 
of them need relief of all kinds but the very urgent 
demand is for blankets, shirts, pyjamas, vests and 
pants. Money is required at once to provide supplies 
of these articles and the British Red Cross Society 
will be glad to receive donations to enable help in 
this direction to be sent immediately to Perpignan. 
Cheques, &c., should be addressed to: The Hon. 
Sir Arthur Stanley, British Red Cross Society, 
14, Grosvenor Crescent, London, S.W.1 and marked 
“ Spanish Relief Fund.” 

We are, Sir, yours faithfully, 
ARTHUR STANLEY, 
Chairman Executive Committee. 


EBBISHAM, 
Chairman Appeals Committee. 
Feb. 28. 


Smr,—Two months ago we launched an appeal 
for the purpose of helping doctors and nurses who 
have worked in Government Spain and who are now 
unable to return to their countries. We wish to 
thank all those who have contributed to the fund. 

Most of the government medical personnel are 
now in the concentration camps in southern France. 
They are looking after the sick and wounded of the 
Spanish Republican Army, carrying on their work 
under the most difficult conditions. We had a letter 
from a Hungarian nurse, who says: ‘‘ The conditions 
in the concentration camps are too ghastly to describe. 
We knew it would be bad, but we didn’t imagine 
that it would be quite so bad. The food consists of 
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hope to our unfortunate colleagues and friends. 
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one loaf of bread between five of us for 24 hours ; 
our patients get no more. We are either going to 
die of hunger or else perish from the cold. There are 
no blankets, and we sleep on the open ground. 
Please send us all the help you can.” 

Needless to say, all the money we have collected 
has already gone to the south of France. It was 
merely a drop in the ocean, but it at least held out 
We 
feel that it is our duty to do everything in our power 
to help the people who with such self-sacrifice and 
devotion abandoned their personal interests two 
and a half years ago and have since tirelessly persevered 
in their humanitarian work. We feel that your 
readers will not fail us if we ask again for contribu- 
tions for that purpose. 

All contributions should be sent to the hon. 
treasurer, Dr. C. F. Hill, 162, Kingston Road, Merton 
Park, S.W.19. 

We are, Sir, yours faithfully, 

C. F. HL, L. CROME, 

ALEXANDER TupoR Hart, G. B. SHIRLAW, 

A. L. COCHRANE, H. BRADSWORTH, 


Feb. 25. 
SPEECH DEFECTS 


Sır, —The remarks on p. 489 of your last issue, 
about stammering, its cause, and the suggested 
method of correction, will interest all who are con- 
cerned with speech therapy ; but I cannot agree with 
Mr. T. C. Norris’s theory that stammering is caused 
by speech being outpaced by thought. The following 
experiment will show that thought always outpaces 
speech :— 

Read silently a column from a newspaper and time 
yourself very carefully. While you are reading you 
are also making mental comments and deciding 
whether you endorse or disagree with the various 
statements ; thus your mind is working more quickly 
than your silent reading. Now read the same column 
aloud, using short phrases such as are used in con- 
versation, and compare the time taken with that 
taken when reading silently. This experiment will 
give some indication of the relative speeds of speech 
and thought. 


Mr. Norris advocates correction by thinking of the 
‘sound’ of each word. With this system I am in 
complete agreement, having used it for some thirty 
years, but it is not original, having been in con- 
tinuous use for at least eighty-eight years. We all 
know that a stammerer, if musical, can sing fluently ; 
the obvious reason being that he is concentrating on 
the “sound” of his words. In 1889 A. G. Bernard 
wrote ‘the slower and more deliberate his articulatory 
efforts, the more perfect they will be. In singing, 
where the movements of these parts are slower, and 
the notes are sustained, stammering rarely, if ever, 
occurs.” In 1894 John Wyllie said: ‘‘ When a 
primary demand for voice is made, as in song, the 
difficulties of the stammerer can be made to dis- 
appear,” and ‘‘ A general injunction to the stammerer 
that, in speaking, he should employ a full tone of 
voice is always of use to him.” 

These writers held the view that stammering was 
caused by word formation outpacing voice production 
and they unanimously advised concentration on voice 
control. The same advice is given in “ Index of 
Treatment,” editions 1932, 1936, and 1939. 


I an, Sir, yours faithfully, 


H. St. Joun RUMSEY, 
eT Speech Therapist and Lecturer at Guy’s Hospital. 
eb. 27. 
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PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By MeEpicvus, M.P. 


ONE of the main topics in which Parliament is 
interested this week is the muddle in the A.R.P. 
arrangements. There has been and is very great 
activity in all departments, but there has been 
muddle—and continues to be. At the same time 
there is less than may appear; the apparent muddle 
is partly due to the unwillingness of the powers 
that be to tell the ordinary man, whether he be 
hospital surgeon or air-raid warden, what they are 
up to. 

The arrangements for A.R.P. as far as doctors are 
concerned—their personal service, that is—are made. 
Ninety-five per cent. of the profession are card- 
indexed, and the central emergency committee at 
B.M.A. House is in a position to say how many 
doctors are available for any definite requirement. 
The Emergency Medical Services Memorandum 
No. 2 published for the Ministry of Health this week 
by the Stationery Office gives an outline of a big 
plan which will make 200,000 hospital beds available 
in the first 24 hours of a war and a further 300,000 
very shortly afterwards. But it is typical of the 
unwillingness of the authorities to let out information 
that this publication has been delayed so that it is 
doubtful if its contents will be known to M.P.s 
generally in time for the A.R.P. debate. | 

The cumbrous procedure of the civil service and the 
apparent reluctance with which information is given 
out has become a serious handicap to Parliament. 
There is of course some justification for the civil 
service ; many of them are real experts at their jobs, 
and they know, although they respectfully conceal 
the fact. at official interviews, that parliamentarians 
are not. Many of the civil service distrust Parliament, 
just like Ministers of the Crown who are happiest 
when Parliament is not in session. If Parliament 
seems suspicious of the motives and intentions of the 
Government it is largely the Government’s own fault 
for not being franker and more explicit in statement. 
But then Parliament is a very nineteenth-century 
institution—like the Houses of Parliament them- 
selves—and with the qualifications of a bone-setter 
is trying to do work which needs modern training 
and technical specialisation. It is safe to say that 
the purely medical side of A.R.P. is satisfactory 
because it is in the hands of a medical committee 
meeting at the B.M.A. outside of Parliament and 
knowing its job. The hospital organisation in war- 
time will also be satisfactory so far as it goes, but 
whether it will go far enough depends partly on Parlia- 
ment, partly on the county authorities in the country, 
partly on the Ministry of Health and partly on the 
medical profession. The profession ought to have a 
larger share of control, because they know the job 
and because if they do not have this control the 
services of individual doctors and of individual 
hospitals are not likely to be used to the best 
advantage. 

The need of the scientifically trained mind in 
Parliament is very great—the whole of this A.R.P. 
muddle shows it. Civilian defence is starved because 
its importance is not understood. | 

It is not much more than two years since A.R.P. 
and civil defence measures in general began to be 
seriously taught to the population in this country. 
In the autumn of 1936 the first medical A.R.P. 
instructors of the medical, nursing and allied pro- 


fessions began work. But only at the time of the 
September, 1938, crisis was a handbook on A.R.P. 
distributed to the general population, although it had 
been ready for over twelve months—and only at 
the last minute were protection trenches dug. Now, 
behind the scenes, there has been a very great activity, 
as this Ministry of Health memorandum on emergency 
hospital arrangements indicates. But there is a great 
deal more that might be made public. 

The proposed division of the country into regions 
which can function independently if cut off from other 
areas by the destruction of communications by air 
attack implies a similar division of medical arrange- 
ments. The report indicates that hospitals in large 
cities will become little more than first-aid posts 
and that base hospitals will have to be at compara- 
tively long distances away from vulnerable areas. 
This inevitably means not only the spreading of 
medical and surgical staff over a number of hospitals 


' but also the spreading of instruments, X-ray apparatus 


and all the technical equipment of hospitals over a. 
number of hospitals. For a time the whole medical 
profession and the hospital institutions will be thrown 
into one melting-pot and it is very important that 
the medical profession, through its representative 
bodies, should have a big share of control. The fact 
that the B.M.A. has been able to prepare a list of 
doctors for use in a war which contains the names 
and particulars of 95 per cent. of the profession 
given voluntarily and individually means that doctors 
are not only scientifically trained people but are 
also disciplined—voluntarily disciplined. No political 
organisation of familiar type, no trade-union and 
probably no other professional association, ean 
approach the efficiency of this organisation. This 
organisation is a great power and might be used with 
much greater effect than at present in public affairs 
and in Parliament. It should be given a mach 
greater share of the control of A.R.P. arrangements. 
It might, for instance, be asked to organise and 
supervise the service of air-raid wardens. 


FROM THE PRESS GALLERY 


Social Services 


In the House of Commons on Feb. 22 Mr. GEORGE 
HALL urged the necessity for an inquiry into the 
working of the social insurance services. In 1910 
all the provision made by the state and the 
municipalities to deal with social insecurity amounted 
to £7,500,000 for old-age pensions and £16,000,000 
for poor-law relief. In 1936, the latest available full 
year, the expenditure under the various social 
insurance services, including public assistance relief, 
amounted to £268,000,000—ten times that of thirty 
years before, Although that figure seemed large 
it was less than 5 per cent. of the total income of the 
country, and when it was realised that the beneficiaries 
under the various schemes represented 20 per cent. 
of the total population, the sum appeared very small 
indeed, The State itself got off very lightly for its 
direct contribution was only £136,000,000, the 
remainder being divided among workpeople and 
employers. He suggested that all these services 
should now be brought under one department with 
a minister of social services at its head. Under a 
coérdinated system of administration there would 
be an abolition of many of the anomalies, and instead 
of a lowering to the lowest there would be an increase 
to the highest benefit paid. Who would say that 
the nation had not the money to meet these needs? 
We were the wealthiest nation in the world.—Sir 
ARNOLD WILson thought that the task of a royal 
commission with terms of- reference so broad as 
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Mr. Hall suggested would be beyond the wit of man. 


-It would involve half the Cabinet, and something 


like half the total activities of Whitehall. Social 
insurance schemes were nowhere so complete, so 
efficient, or so' economical as they were in the 
totalitarian states. The reason was that to make 
the schemes fully efficient and complete involved a 
great element of regimentation,- which had its perils 
as well as its advantages. He hoped one day to see 
family allowances an integral part of our social 
system. He also hoped to see the national health 
insurance scheme further developed, but he questioned 
whether it should be extended by raising the income 
limit. On the other hand, the present system of 
administration through 917 approved societies and 
6500 actuarially independent branches was wasteful, 
and the time was approaching for a national system 
to be devised. The provision as regarded dental 
benefit was most unsatisfactory. The Minister would 
perhaps say that the cure for dental trouble was not 
the services of the dentist, but larger supplies of 
milk. But the wealthier classes were just as badly 
off as the poor in the matter of teeth. The last 
report on teeth by the London County Council’s 
medical officer certainly gave that impression. The 
only reason why the well-to-do did not suffer so 
much was that they spent three times as much on their 
dentists as on their doctors, and they counted that 
money well spent. He suggested that the proper 
way to remedy some of the anomalies that existed 
was by establishing a statutory commission such as 
already existed in connexion with unemployment, 
with power to make modifications by orders in 
council, subject to ratification by the House of 
Commons. 

Dr. EDITH SUMMERSKILL said that nobody had 
mentioned the claims of the dependents of the insured 
workers for national health insurance benefit. The 
children obtained some measure of supervision at 
school, but it was not in any way comprehensive. 
The mothers of the children were absolutely ignored. 
The married woman worker after the age of 23 
joined the most neglected section of the community 
so far as health was concerned. The life of many 
poor women after that age was an obstetrical steeple- 
chase. She was no sooner over the hurdle of one 
confinement than she was facing another. The 
expectation of life of women at that period was less 
than that of men, and yet they were denied any 
form of state health insurance. Could it be wondered 
at that hospital outpatient departments were crowded 
with these women who were the end-products of this 
neglect ? The medical peo oP would welcome the 
inclusion of this new category. 

Mr. BERNAYS, parliamentary secretary to the 
Ministry of Health, said that the Government were 
fully alive to the need for further extension of the 
social services. In spite of the unprecedented calls 
upon the Exchequer for rearmament they were now 
spending £50,000,000 a year more on social services 
than when the Government came into office. To 
double old-age pensions would cost £71,000,000, 
while the reform mentioned by Dr. Summerskill 
would cost the country £10,000,000. The proposal 
for pensions for wives at 60 would cost another 
£4,000,000. These reforms could not be undertaken 
without substantially increasing taxation, and it 
would be a rash man who said that that would be 
good for the country. The Chancellor of the Exchequer 
also had to keep in mind that the young must keep the 
old. Owing to the high birth-rate at the end of the 
nineteenth century and the low rate now, and the 
longer expectation of life, more and more old people 
had to be supported and there were fewer and fewer 
young workers to maintain them. The power to 
increase old-age pensions depended upon the extent 
to which they could equip young men and women 
for the struggle to maintain and extend Great Britain’s 
power and influence in the markets of the world. 
That was being done in the maternity and child 
welfare services, in the school medical inspections, 
in the consulting-rooms of panel doctors, in the 
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employment exchanges, in the training centres, and 
in the educational services. 
a case for an inquiry had been made out. He agreed 
with Sir A. Wilson in regard to the importance of 
dental benefits, but pointed out that two-thirds of 
the insured population now had an opportunity 
of receiving dental treatment.—Mr. T. SmiTH said 
that the present insurance medical service was purely 
a general practitioners’ service, which meant that it 
stopped short just where the need was greatest. 
It should cover the treatment of disease from the 
general practitioner to the specialist or hospital, if 
need be.—Sir F. FREMANTLE said that the medical 
profession knew the danger of suggesting that thesé 
things could be done merely by spending money. 
The thing to do was to bring public opinion along to 
help together with such money as was required. 


Holiday Camps 


In the House of Lords on Feb. 22 Viscount 
ASTOR raised the question of the Government’s 
proposals in regard to camps. The value of these 
camps, he said, had been proved in the Special Areas, 
where, according to the report of the Commissioner 
for 1938, the average child attending camp for a 
fortnight had increased 3 lb. in weight. The report 
for Scotland stated that the provision of camps 
for unemployed men and their families was one of 
the most useful and satisfactory pieces of work which 
the Scottish Council had tackled.—Earl DE La Warr, 
president of the Board of Education, said that the 
camps could be used as schools, so that town children 
could spend say a fortnight in them during term- 
time, or they could be used for school holidays. 
They might take children who were suffering from 
minor bad health and needed building up or might 
be let to boys’ or girls’ clubs, to industrial firms for 
their employees, or to trade-unions. This great 
social experiment arose out of the tragic need for 
war preparation, but that was no reason why they 
should not see that they got the best value out of it 
for the constructive purposes of peace. 


Makerere College in Uganda 

In introducing a supplementary estimate for the 
Colonial Office in the House of Commons on Feb. 23 
Mr. MALCOLM MACDONALD, Secretary of State for 
the Colonies, said that the establishment of Makerere 
College was a great step forward in the development 
of higher education in East Africa. The government 
of Uganda had voted £10,000 in support of the 
College, and the native administrations in Kenya 
and Tanganyika might also give it financial support. 
The Empire Cotton Growing Association was making 


a grant of £10,000 towards the biological laboratory. 


In order to endow the College the government of 
Uganda was giving £150,000, the government of 
Tanganyika £100,000, and the government of Kenya 
£50,000. It was proposed that the United Kingdom 
Government should complete the fund of £500,000 
by contributing £100,000. 


QUESTION TIME 
WEDNESDAY, FEB. 22 
Motor Drivers and Alcohol 


Mr. MATHERS asked the Minister of Transport if he 
recognised that a large proportion of road accidents 
occurred as the result of drivers of motor vehicles drinking 
intoxicating liquor, though they were not so affected as 
to be described as under the influence of drink ; whether 
he would arrange to have the number of such cases shown 
in accident returns; and whether he proposed to take 
steps to ensure that persons partaking of alcoholic drinks 
should not drive a motor vehicle within a certain stipulated 
time thereafter.—Mr. BURGIN replied: I am not inclined 
to believe that a large proportion of road accidents can 
be attributed to drink. The extent to which the consump- 
tion of alcoholic liquor by drivers of motor vehicles may 
have been the contributory cause of accidents is, I am 
afraid, not susceptible of demonstration by statistics, 
nor do I think that trustworthy information on the point 


He did not think that . 
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would be obtainable in the manner suggested. In the 
special investigation made in: 1936-37 it was found that 
out of nearly 200,000 accidents 1307 were attributable to 
drink or drugs as a primary cause, and in 567 cases the 
driver was the person affected. As at present advised 
I am not prepared to introduce legislation under which 
it would be an offence to drive a motor vehicle within a 
specific period after the consumption of intoxicating 
liquor. 

Mir. MATHERS : Is it not the real snag in many of these 
cases that motor drivers are charged with the minor 
offence of careless driving because of the fear in the minds 
of those who are bringing the action that a conviction 
would not be secured otherwise ?—Viscountess ASTOR : 
Will the Minister bear in mind the evidence given before 
the committee set up by the late minister of transport 
and also the recommendations of the medical committee 
who looked into this matter and said that something should 
be done 7—Mr. JoHNsTON: Has the Minister considered 
the evidence submitted by the Scottish sheriffs in the last 
two years as to the preponderance of serious accidents 
‘arising from drunken drivers ? 

Mr. Burar : I hope the House will not think that in 
anything I have said I desire in any way to condone the 
offence of driving under the influence of drink. I wish 
that to be as seriously punished as possible. What I 
am endeavouring to deal with is the much wider problem 
as to whether there is a large or growing proportion of 
accidents due to drink. The evidence does not support 
that statement. I will willingly examine information 
and statistics from any quarter, because this is a real 
problem, and if we can solve it so much the better. 


Pulmonary Diseases on the Gold Coast 


Mr. SORENSEN asked the Secretary of State for the Colonies 
whether, in view of the report of the registrar of births 
and deaths of the Gold Coast that pulmonary diseases 
accounted for 165 out of every 1000 deaths in that territory, 
and that a quarter of the total deaths registered occurred 
between the ages of 24 and 25, he would ask for a report 
on the causes of this position.—Mr. MacDonatp replied : 
The figure mentioned by the hon. Member in the first 
part of the question refers only to non-tuberculous diseases 
of the respiratory system. With regard to the second 
part, the age-group appears to be 24-45, not 24-25. 
This age-group includes practically all immigrant labourers, 
many of whom are said to have little resistance to pul- 
monary infections. The serious nature of the pulmonary 
disease poa is recognised and is discussed in the 
report of the medical department for 1937, a copy of which 
is being placed in the library of the House. 


Foreign Nurses in British Hospitals 

Mr. McENTEE asked the Home Secretary how many 
applications he had had from local authorities or private 
hospitals to grant permits to foreign nurses to work in 
hospitals in Great Britain; how many permits had been 
granted during the past year; and how many were 
-awaiting decision.—Mr. GEOFFREY LLOYD, under-secretary, 
Home Office, replied: The Ministry of Labour issued 
224 permits during 1938 to hospitals to employ foreign 
nurses, and in addition made 98 favourable recommenda- 
tions to the Home Office in respect of persons already in 
the United Kingdom who wished to enter hospital posts. 
In 89 cases the Ministry of Labour was unable either to 
issue & permit or to make a favourable recommendation 
to the Home Office. Fifty cases are outstanding. In 
addition to the cases dealt with under the normal pro- 
cedure, arrangements were made in October with the 
nursing subcommittee of the Codérdinating Committee for 
Refugees to allow German women to undertake work as 
nurses in hospitals in this country, and visas were 
authorised in 63 cases up to the end of 1938. 


THURSDAY, FEB. 23 
Malnutrition among School Entrants 


Mr. GEORGE GeiIrriras asked the Parliamentary 
Secretary to the Board of Education the number of school 
entrants for the 12 months to the last convenient date 
found on inspection to be suffering from malnutrition or 
to require dental treatment, respectively, and the per- 
centage in both cases to the total entrants.— Mr. KENNETH 
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Linpsay replied : Of 571,032 entrants to public elementary 
schools in England and Wales medically examined during 
the year 1937, the latest period for which figures are 
available, 3314 or 0-6 per cent. were found to have bad 


nutrition and 58,267 or 10-2 per cent. slightly subnormal 


nutrition. Separate figures are not available to show the 
percentage of entrants who required dental treatment. 

Viscountess ASTOR : Is it not true that 16 per cent, 
of children entering the elementary schools are suffering 
in some way from physical defects and that if they had had 
the advantage of nursing schools it would be only 7 per 
cent. 

Mr, Linpsay: The standard is improving. 


Survival’ of Retired Civil Servants 

Mr. Ammon asked the Secretary to the Treasury what 
was the average length of life of civil servants retiring 
at 60 years of age.—Captain Euan WALLACE replied: 
The average length of life of established civil servants 
retiring at age 60 is: men, 16 years; and women, 18 
years. 

Training of Women Refugees as Nurses 

Mr. Horts asked the Minister of Health what steps 
had been taken or were contemplated by local authorities 
to offer to women refugees any opportunity for training 
as nurses in the hospitals under their control.—Mr. ELLIOT 
replied : I am informed that 19 town councils and 3 county 


` councils have agreed to admit a limited number of refugees 


as probationers in their hospitals, and that suitable 
candidates are being allocated by the Codrdinating 
Committee for Refugees. 


Water-supply and Drainage in Evacuation Areas 


- Colonel HENEAGE asked the Minister of Health whether 
he was aware that in many rural districts to which it was 
proposed to evacuate large numbers of the population, 
there were at present no adequate arrangements for a 
public water-supply, and no adequate system of sewerage 
or sewage disposal sufficient for the needs of the present 
population; that there was a grave apprehension on the 
part of many local authorities in rural districts that the 
absence of these facilities was likely to have serious 
consequences, the risk of which would be accentuated 
by the removal of large numbers of the civil population 
from congested areas; and what steps the Government 
proposed to take by way of grant from national funds, 
to deal with these matters.——Mr. ELLIOT replied: In the 
evacuation arrangements, steps will be taken to avoid 
areas where insuperable difficulties are likely to arise on 
account of water-supply or drainage. It is not considered 
that the number of such areas will be large. I am not 
at present satisfied that there is a case for grant from 
national funds for the purpose of improving water-supply 
or drainage in rural areas as part of the evacuation scheme. 
Representations, however, have been made to me in the 
matter by the county councils and rural district councils 
associations, and I am seeing a deputation from them on 
March 7. 


Whooping-cough Experiments in Germany 

Sir ARNOLD Wirson asked the Minister of Health 
whether he had received details of the extensive experi- 
ments carried out at Stuttgart in curing whooping-cough 
in children by flights at high altitudes; and whether it 
was proposed to make similar experiments in low-pressure 
air cabinets in this country, in view of the fact that 
whooping-cough was responsible in 1936, in England and 
Wales, for three times as much infant mortality as all 
forms of tuberculosis.—Mr. ELLIOT replied: I am aware 
of. these experiments, the progress of which is being 
followed with interest in my department. With regard 
to the second part of the question, I am not aware that 
any experiments in the treatment of whooping-cough 
by means of low-pressure air cabinets have been under- 
taken, and I am advised that such experiments would be 
attended by considerable risks. 


Hospitals and Emergency Accommodation 
Sir Tuomas Moore asked the Minister of Health what 
was the present approximate capacity of all hospitals in 
Great Britain, including and excluding mental hospitals; 
and whether it was proposed to take any steps to increase 
this capacity in connexion with the emergency arrange. 
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ments, or in connexion with the schemes for erecting 
camps.—Mr. Exuiot replied: The number of hospital 
beds in England and Wales is approximately 502,000, 
including mental hospitals, or 371,500, excluding those 
hospitals. Of the latter figure some 120,000 beds can be 
freed for use by casualties in an emergency, and sufficient 
new beds have been obtained or are on order to increase 


. the capacity by 80,000. A further 100,000 beds could be 


accommodated in existing hospitals if necessary, and 
plans for new hospital units are under consideration. 
The 50 camps at present proposed are primarily to supple- 
ment billeting accommodation in an emergency, not 
hospital accommodation. As to the Scottish figures, I 
must refer my hon. friend to the Secretary of State for 
Scotland. 
. New Standards of Lighting in Factories 

Mr. ROBERT Morrison asked the Home Secretary 
when it was proposed to issue regulations prescribing a 
standard of sufficient and suitable lighting for factories 
as required by part I, clause 4, of the Factories Act, 1937.— 
Sir SAMUEL Hoare replied: I have appointed an expert 
committee to assist me in considering what standards 
can properly be prescribed, and they submitted last 
autumn an interim report.recommending various principles 


for securing good general lighting. As the next step in. 


getting these principles translated into practice, a leaflet 
has been drawn up and will shortly be issued to factory 
occupiers throughout the country summarising the com- 
mittee’s recommendations and urging them to have the 
lighting arrangements in their factories reviewed with 
reference to the principles indicated. As soon as employers 
have had reasonable time to go into the matter I would 
propose to follow it up by issuing draft regulations on 
the subject. This procedure is, I am advised, more 
likely to achieve satisfactory practical results than the 
formulation of a draft legal code at this stage. 


MONDAY, FEB. 27 
Medical Services in Spanish Refugee Camps 


Lieut.-Commander FLETCHER asked the Prime Ministe? 
if his attention had been called to the misery existing in 
the refugee camps in France; that rainproof shelter 
existed for only 10 per cent. of the refugees ; that medical 
services were rudimentary ; that a third of the refugees 
were suffering from stomach troubles owing to food, and 
that no possibility existed of isolating infectious diseases 
such as scabies; and if he would, in consultation with the 
French Government, dispatch a mission to view these 
camps on the spot and to make the necessary offers of 
assistance to the French authorities. 

Mr. NoEL-BAKER asked the Prime Minister whether 
he could make a statement concerning the conditions in 
the Spanish refugee camps at Perpignan; and if he pro- 
poses to make any further grant of assistance.—Mr. BUTLER, 
under-secretary for foreign affairs, replied: As I stated 
on Feb. 23 His Majesty’s Government are in consultation 
with the French Government on this subject. It will 
be appreciated that any steps which it may be decided 
to take must receive the full approval of the French 
Government, and in these circumstances a statement 
from me today would be premature. I can, however, 
assure the House that the matter is receiving our most 
sympathetic consideration and I hope very shortly to 
be able to make a full statement. 


Gas Attack Protection for Infants 


Mr. GALLACHER asked the Lord Privy Seal whether 
any progress had now been made in devising and producing 
a satisfactory form of protection from gas attack for 
infants.—Sir Joon ANDERSON replied: Yes, Sir. Satis- 
factory articles have been designed, and contracts have 
been placed for their production. 


Advertisement of Cancer Treatment 


Mr. Groves asked the Minister of Health whether it 
was his intention to prohibit, under clause 4 of the 
Cancer Bill, registered medical practitioners referring 
to any article calculated to lead to the use of that 
article in the treatment of cancer when speaking to 
audiences or writing for groups of people composed of 
persons other than those mentioned in subsection (4) 
(a) and (6).—Mr. ELLioT replied: In so far as such state- 


ments as the hon. Member has in mind could be held to 
be advertisements, I am advised that, subject to the 
exceptions contained in subsection (5), the effect of the 
clause is as stated by the hon. Member. 


TUESDAY, FEB, 28. 
Radium in Cornwall 


Mr. BEEOHMAN asked the Secretary for Mines whether, 
in view of the large quantity of pitch-blende in the west 
of Cornwall, he would cause a survey to be made for the 
purpose of ascertaining whether radium could be obtained 
therefrom in sufficient quantity to justify development.— 
Captain CROOKSHANK replied : I am advised that although 
pitch-blende is known to occur in several places in Cornwall 
very few deposits have been of commercial value. These 
deposits have now been worked out or contain such low- 
grade ores that they do not justify processing for the 
recovery, of radium. The Geological Survey of Great 
Britain, for which my noble friend the Lord President of 
the Council is responsible, is now completing a compre- 
hensive investigation into the mineral resources of Corn- 
wall, and in these circumstances it does not appear that 
any advantage would accrue from the institution of a 
separate survey of the kind suggested. 


Army Recruits Rejected 


Mr. MoENTEE asked the Secretary of State for War 
what number of men applied to enlist in the Army for 
the twelve months to the latest available date; what 
percentage were rejected on medical grounds; and what 
was the percentage of the applicants for enlistment 
rejected on the ground of defective vision——Sir V, 
WaRRENDER, Financial Secretary to the War Office, 
replied: Of the 61,552 applicants to enlist into the 
Regular Army during the year ended Dec. 31, 1938, 
12-25 per cent. were rejected by examining medical officers, 
The percentage of the total number of applicants who 
were rejected on the ground of defective vision was 1:96 
during the twelve months ended Sept. 30, 1938, which is 
the latest date to which figures relating to the causes of 
medical rejection are available. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
FEB. 18, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1637; diphtheria, 1212; enteric fever, 
20 (25 “ expected”); pneumonia (primary or 
influenzal), 1919; puerperal pyrexia, 195; cerebro- 
spinal fever, 44; acute poliomyelitis, 6; encephalitis 
lethargica, 1; dysentery, 24; ophthalmia neona- 
torum, 76. No case of cholera, plague, or typhus 
fever was notified during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on Feb. 24 was 3352, which included: Scarlet 
fever, 659; diphtheria, 859 (carriers, 47); measles, 5; 
whooping-cough, 828; puerperal fever, 24 mothers (plus 13 
babies); encephalitis lethargica, 00; poliomyelitis, 3. 
At St. et’s Hospital there were 18 babies (plus 9 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 2 (0) from enteric 
fever, 7 (0) from measles, 1 (0) from scarlet fever, 
14 (4) from whooping-cough, 33 (5) from diphtheria, 
40 (15) from diarrhoea and enteritis under two years, 
and 255 (37) from influenza. The figures in paren- 
theses are those for London itself. 


The deaths attributed to influenza are again on the down- 
grade, the totals for this week and the seven preceding weeks 
(working backwards) being 255, 265, 210, 173, 223, 214, 144, 89. 
Of these 255 deaths, 108 were reported from the South-eastern 
Area, Ilford contributing 9, Croydon 6; 80 from the Northern 
Area, Manchester contributing 13, Sheffield 12; and 51 from 
the Midland Area, Bristol contributing 13, Birmingham 10, 
Nottingham 6; Ipswich and Norwich each reported 4. Carditf 
had 2 deaths from measles. Fatal cases of diphtheria were 
scattered over 24 great towns, Liverpool reporting 3, Sheffield, 
Stanley, Birmingham each 2. The deaths from enteric fever 
were at Hastings and Liverpool. 


The number of stillbirths notified during the week 
was 244 (corresponding to a rate of 37 per 1000 total 
births), including 28 in London. 


546 THE LANCET] 


[marcu 4, 1939 


OBITUARY 


FRANK GERARD CLEMOW 
C.M.G., M.D. EDIN., D.P.H. 


Dr. Clemow, who died in London last Saturday at 
the age of 76, had spent so much of hiw life in Russia 
and Turkey as to become a recognised authority on 
international health. Born in 1863 and educated 
at the Royal Institution School at Liverpool, he 
graduated in medicine with honours at Edinburgh 
in 1885. After holding some minor appointments in 
Scotland he went to Kronstadt as resident medical 
officer to the British Seamen’s Hospital and remained 
there for ten years, which covered the big cholera 
epidemic of 1892, a study of which he contributed to 
the transactions of the Epidemiological Society. He 
became interested in the medicinal waters and muds 
of Russia and wrote an account of these. But the 
breadth of his knowledge appears best in his account 
of medicine past and present in Russia, which 
appeared as a supplement to THE LANCET of Aug. 7, 
1897, and of which his authorship was not revealed 
at the time. Clemow left Russia to become physician 
to the British Embassy at Constantinople, and there 
he became associated with the famous Board of 
Health, the scope of which covered sanitary services 
in the Levant and on the Turco-Persian frontier as 
well as the supervision of the Mecca pilgrimage and 
the new Hedjaz railway. Each of these services 
administered a series of lazarets, disinfecting stations 
and sanitary offices. Clemow was British delegate to 
the board from 1900 until the foreign element was 
eliminated from it in 1914. He knew more than 
anyone else of the health problems of the Shiah 
pilgrimage, of the carriage of dead bodies to the cities 
of Iraq, and of the sanitary defences of the Suez Canal. 
With this equipment his services were in request 
in various directions throughout the war years. At 
first he was in charge of the red-cross missions to 
Montenegro and later to Rumania and Russia, and 
in 1918 he was appointed director of relief work in 
Serbia. During these varied tasks he accumulated 
a number of unusual distinctions such as the 
Montenegrin order of Danilo I and the Russian order 
of St. Anne 2nd class with swords. After his retire- 
ment from active medical duties he was frequently 
consulted by international bodies. He had -been 
British delegate to various sanitary conferences in 
Paris and was a member of the British delegation 
at the Lausanne Peace Conference in 1923-24. He 
was also a contributor to the transactions of the Royal 
Geographical Society, of which he was a lifelong 
member, and was the author of a manual on the 
geography of disease, and of the section on the same 
subject in Allbutt and Rolleston’s ‘‘System of 
Medicine.” 

Clemow’s work ranks with that of such men as 
Ruffer, Balfour, Barére, Granville and Buchanan, 
to whom this country and western Europe largely 
owe their almost complete immunity from the classic 
scourges—plague, cholera and typhus—which still 
cause such havoc in the east. 


HUGH REEVE BEEVOR 
BT., M.D. LOND., F.R.C.P. 


Sir Hugh Beevor of Hargham, Norfolk, consulting 
physician to King’s College Hospital, died on Feb. 24 
at the age of 80. He was the second son of Sir Thomas 
Beevor, the fourth baronet, and succeeded to the 
baronetcy in 1885, his elder brother having died six 
years before. He was educated at Felsted and King’s 
College, London, qualifying in 1882 and taking his 


.of the medical faculty 


M.R.C.P. in 1888. After being house-physician and 
medical registrar at King’s College Hospital he was 
elected to the staff as assistant physician in 1890, 
In 1896 he succeeded 
John Curnow as dean 


of King’s College, a 
post he held for two 
years. At this time 
he was also on the staff 
of the Victoria Park 
Hospital and saw many 
tuberculous patients 
there and in private; 
in 1899 he deliveréd the 
Hunterian Society ora- 
tion on the declension 
of phthisis. Beevor was 
at one time examiner 
in medicine to the 
Society of Apothecaries, 
and he represented the 
society on the General 
Medical Council. He 


(2Uiott and Pry 
was medical officer to the Norwich Union insurance 


company, and later became a director. In 1909 he 
was elected a fellow of King’s College, and in 1914 
he became consulting physician to King’s College 
Hospital on retiring from the active staff. 

Beevor was an authority on horticulture and more 
especially on trees. In London he was often consulted 


. by the furniture trade when the identity of some 


wood was in doubt. After his retirement he was 
able to indulge this interest to the full, and he came 
to know every inch of his family estate at Hargham 
and the history of the rare trees planted there by his 
father and himself. He travelled extensively in 
Canada, Australia and Japan, bringing back unusual 
specimens and seeds, and he was never happier than 
when conducting a party of friends or a learned 
arboricultural society round his gardens and woods. 
In 1895 he married Emily, daughter of Sir William 
Foster, who died in 1909, and he leaves one daughter 
and a son, Commander Thomas Lubbock Beevor, R.N. 


LEWIS JOHN HOBSON 
M.D. LOND., F.R.C.S. 


THe death of Dr. Hobson on Feb. 22 at the 
age of 87 ends a life of long and useful service. 
Born at Eaton Socon, Huntingdonshire, he was 
educated at Bedford School and at University College, 
London, where he had a distinguished student career, 
taking gold medals in surgery, midwifery, materia 
medica and comparative anatomy. He took honours 
in his final M.B. in 1875, and became F.R.C.S. in 1877 
and M.D. in 1882. After qualifying he filled house- 
appointments at Bristol, Newcastle-on-Tyne, . and 
Scarborough, and later practised in York, where he 
was physician to the York County Hospital. In 18865 
he settled in Harrogate, and was appointed physician 
to the Royal Bath Hospital. In 1892 he joined the 
consulting staff and in 1935, on the completion of 
fifty years in the service of the hospital, he was 
elected vice-president. 

Though an F.R.C.S. Hobson never: practised 
surgery: his interests lay in spa practice, especially 
in skin diseases, on which he wrote occasional papers. 
Of a retiring disposition, he took little part in public 
life ; his energies were largely devoted to the welfare 
of the Royal Bath Hospital. He was one of the 
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founder members of the Harrogate Medical Society, 
of which he became president in 1896. For some 
years he worked in close association with the late 
Dr. George Oliver, prior to the latter’s retirement 
from Harrogate. Never robust, he had little interest 
in. physical recreation. His main hobbies were cycling 
and fishing, and though he began somewhat late in 
life he became a keen and skilful angler. During the 
last few years he was partially crippled with arthritis 
of the hip and in consequence gradually gave up his 
practice. l : 

- Dr. Hobson was a kindly, painstaking physician, 
and a fine representative of the older school of spa 
practitioners. He was married twice but had no 
children, and his widow survives him. 


THE LATE PROF. GRAHAM SIMPSON 


. Prof. Grey Turner writes: In your obituary 
notice of Graham Simpson you mentioned several 
of his examinerships but Durham was omitted. 
Simpson acted as my external examiner in that 
University for several years and I always used to 
look forward with great pleasure to his visits. He 
was a very sound examiner and held the balance very 
justly as between the necessary standards and the 
candidates with whom he was popular. When he 
got hold of a good man he thoroughly enjoyed himself, 
especially if he felt that it was legitimate to branch 
off into some perhaps rather intricate problem. 
He loved his work at the College of Surgeons, both 
while on the court of examiners and on the council, 
and nothing short of the very serious illness which 
overtook him last year would have induced him to 
absent himself from a single meeting. He was 
always delightfully conciliatory, though at the same 
time if he felt that some certain course was the 
correct one, it was not easy to alter his decision. 
He was very pleased at being selected to deliver the 
Bradshaw lecture and was already actively engaged 
in its preparation at the time of his death. 

As a companion on foreign tours Simpson was 
very delightful for he had a surprising knowledge of 
European history and a great appreciation for things 
beautiful, and especially if mellowed by age. It is 
a great pity that in his busy life he did not find time 
to write more for he could express himself very well 
indeed, and his few papers showed a high literary 
standard and were interesting and valuable contribu- 
tions to surgery. He was fond of the classics and 
was accustomed to peruse his favourites as a relaxa- 
tion. No one could be more modest about his very 
considerable attainments and no one was ever & 
truer friend, and his loss will be greatly felt by a 
large section of the profession. 


Dr. Joun HENRY Harris of Dartmouth has died 
at the age of 77. He did his medical training at 
St. Bartholomew’s Hospital and qualified in 1883. 
In his early student days he was on board the Princess 
Alice when she sank in the Thames with the loss of 
over 600 lives. In 1896 he took his D.P.H. Cambridge 
and was then appointed medical officer of health for 
Dartmouth. He was also medical inspector of 
seamen to the port of Dartmouth. During the late 
war he served with the Royal Army Medical Corps 
in India with the rank of lieutenant-colonel. 


Dr. JAMES DEvoN, who died this week at the age 
of 72, was born in Glasgow and educated at Anderson 
and St. Mungo’s Colleges. He qualified in 1893, 
and after house-appointments at the Glasgow 
Royal Infirmary and at Town’s Hospital, became 
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medical officer to Glasgow prison, a post he held until 
1913. In 1902 he was appointed medico-legal 
examiner for the Crown in criminal cases, and in- 
1913 prison commissioner for Scotland. Dr. Devon 
was an authority on all branches of criminology, and 
wrote some important papers on the treatment o 
offenders. : 


Prof. ARNE KISSMEYER, one of the most prominent 
of the younger generation of medical men in Denmark, 
died on Feb. 3, twelve days before his 50th birthday. 
His studies abroad were conducted mainly in 
Switzerland and France. At home his numerous 
appointments in general hospitals were followed by 
service for many years in the Finsen Institute and 
the State Serum Institute. A second professorship 
in dermatology at the University of Copenhagen 
having been created in 1938, he was appointed to it. 
He had already in 1932 succeeded Prof. Ehlers at 
the fourth department of the municipal hospital. 
His publications in Danish and French on dermatology 
and the venereal diseases were numerous, and his 
personality as a lecturer was inspiring. 


Dr. JoHN Ross Home Ross, who died in 
London on Feb. 10, had practised for the last 
forty years at Lower Kingswood, Surrey. He gradu- 
ated from Edinburgh in 1886 and for some time 
remained there as clinical assistant to the dermato- 
logical department of the Royal Infirmary and as 
physician to the Western Dispensary. Before settling 
in the south of England he went out to Rangoon as 
physician to the Dufferin Hospital there. 


MEDICAL NEWS 


University of Cambridge 7 
On Wednesday, March 8, at 5 P.M., Dr. H. E. Magee 
of the Ministry of Health, will give a lecture in the 
physiological laboratory. He will speak on methods of 
studying problems of nutrition. 
_ On Feb. 25 the following degrees were conferred :— 
M.D.—Arthur Willcox. 
M.B., B.Chir.—M. J. Ingram, S: C: Rob, P. C. Conran, and 


Gerald Bourne (by proxy); J. I. Laurie, Arthur Leese, 
E. W. O. Adkins, James Arnott, and K. G. Bergin. : 


Society of Apothecaries of London 

At recent examinations the following candidates were 
successful :— 

Surgery—A. N. Boyle, A. J, S. Coldham, A. Dunkerley, 
D. S. Edwards, K. P. D. Griffiths, E. L. Moll, V. N. Stevenage, 
W. E. Swanston, and T. I. Thomas. - 

Medicine.—H. J. Dismorr, K. R. P. Kent, and R. G. Ticehurst. 

Forensic Medicine.—H. J. Dismorr, K. R. P. Kent, and 
R. G. Ticehurst. 

Midwifery.—E. Batley, T. Bliss, N. B. Eastwood, D. Harken, 
H. A. C. Ingouville-Wiliams, J. R. F. E. Jenkins, W. Simpson, 
E. Smith, and H. F. Sparling. 


The following candidates, having completed the fina 
examination, are granted the diploma of the society — 
entitling them to practise medicine, surgery and mid- 
wifery :— 

H. J. S. Coldham, Univ. Coll. Hosp.; H. J. Dismorr, Camb. 
and St. George’s; A. Dunkerley, Manc.; N. B. Eastwood, 
Camb. and Charing Cross; J. R. F. B. Jenkins, Middlesex ; 
K. R. P. Kent, St. Mary’s; and T. I. Thomas, Lond. and West 
Lond. Hosps. 


Royal College of Surgeons of England 

The spring course of museum demonstration is now 
being given at the college, Lincoln’s Inn Fields, London, 
W.C.2. On March 6 and 13 Dr. L. W. Proger will describe 
new specimens which have been added to the museum, 
and on March 10 Dr. A. J. E. Cave will lecture on the 
anatomy of the pharynx and esophagus, and on March 17 
on the anatomy of the stomach. The demonstrations 
are open to advanced students and medical practitioners 
and are held at 5 P.M.. 
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University of London ' 

Dr. H. P. Himsworth has been appointed to the 
university chair of medicine tenable at University College 
Hospital medical school. 


became M.R.C.P, in the same year. In 1932 he was awarded 
& Beit fellowship and he held this while working at the hospital. 
In 1935 he became first assistant in the medical unit, and in 
the following year deputy director. Last year he was elected 
F.R.O.P. and this week he is delivering the first of his Goulstonian 
lectures to the Royal College of Physicians. He has published 
many papers on diabetes mellitus and this is the subject which 
he has chosen for his lectures. 

The title of professor of physics in the university has been 
conferred on Mr, Gilbert Stead in respect of the post held 
by him at Guy’s Hospital medical school. 

Mr. L. V. Cargill, consulting ophthalmic surgeon to 
King’s College Hospital has been appointed a fellow of 
King’s College. 


Joint Tuberculosis Council 

At a meeting of this council held in London on Feb. 18, 
Dr. G. Lissant Cox being in the chair, discussion took 
place on the draft memorandum presented by the com- 
mittee (with Dr. James Watt as convener) appointed to 
consider the organisation of the tuberculosis service in 
time of war. The report envisages the necessity for the 
service to continue its work during war-time and to be 
ready to deal with the probable rise in tuberculosis 
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morbidity, the examination of recruits and of men dis- 
charged from the forces with tuberculosis, and the mova- 
ment of population by evacuation schemes. Arrangements 
were reported for a series of postgraduate courses. A 
report on skiagraphic terminology presented by Dr. G. 
Jessel, the convener of a committee of five with four 
codpted radiologists, draws attention to the lack of 
uniformity at the present time in reporting on the X-ray 
manifestations of pulmonary disease. 

Among other matters to be considered by the Council are z 
(1) major surgical treatment of pulmonary tuberculosis ; 
convener Mr. J. E. H. Roberts; (2) the institutional 
treatment of children suffering from pulmonary tuber- 
culosis ; convener Dr. Peter Edwards. The following 
officers were elected for 1939: chairman, Dr. S. Vere 
Pearson ; vice-chairmen, Dr. Lissant Cox and Dr. D. A. 
Powell ; hon. treasurer, Dr. Jessel ; hon. auditor, Dr. D. P 
Sutherland ; hon. secretary, Dr. J. B. McDou gall. 


University College Hospital 


On Tuesday, March 7, at 5 P.M., Sir Walter Langdon- 
Brown will deliver the first Suckling memorial lecture at 
the medical school. He will speak on visceral symptoms 
in emotional states. The lecture is open to all members 
of the medical profession and to medical students. 


The British Institute of Philosophy 


An address on ethics and the supernatural will be given 
by the Very Rev. W. R. Matthews, D.D., on Tuesday, 
March 14, at 8.15 P.M., at University College, Gower 
Street, London, W.C.1. Cards of admission can be had 
from the director of studies at University Hall, 14, Gordon 
Square, W.C.1. 


HEALTH 


Need for a Safe Milk-supply 


On Feb. 24 Mr. WALTER Error, Minister of 
Health, and the Earl of FEVERSHAM, parliamentary 
secretary to the Ministry of Agriculture, received a 
deputation from the People’s League of Health, 
introduced by Dr. C. O. HAWTHORNE, which urged 
‘the value of milk as a food and the urgent 
importance of legislation to ensure that consumers 
might rely on the cleanliness and purity of the milk- 
supply. | 

Mr. WALTER ELLIOT said he had received apologies 
for unavoidable absence from Lord Dawson—who said 
be believed all milk intended for human consumption 
should either be’ pasteurised or come from certified 
tuberculin-tested cattle—and from Lord Horder. 

Sir Henry GAUVAIN said that it was incredible 
that milk, the nation’s most precious food, might be 
supplied without restrictions as to its safety. No other 
food was thus exempt, and in the interests of both 
the community and the farmers we should ensure the 
safety of all who consumed it. The only way of doing 
this was by pasteurisation. 

Sir WALTER LANGDON-BROowN held that though 
the economic difficulties in the way of safe-milk 
legislation might be considerable they would not be 
overcome by raising false issues. It was misleading 
to allege that the medical profession was divided on 
this subject. Why should the views of an incon- 
spicuous minority against pasteurisation be so 
frequently quoted against the weight of opinion of 
the profession as a whole ? l 

Sir Joun LEDINGEHAM, F.R.S., said that elaborate 
investigations had shown that pasteurisation in no 
way materially affected the nutritive value of milk. 

Dr. VEITCH CLARK said that about three-quarters 
of the Manchester milk-supply was pasteurised, only 
1 per cent. of the total supply being derived from 
tubercle-free herds. Nearly 400 cases of non-pulmon- 
ary tuberculosis occurred each year in Manchester, 


and he believed that 40 per cent. of them were due 
to the bovine bacillus. l 

Dr. A. S. M. MACGREGOR said that about 8 per 
cent. of the milk entering Glasgow contained tubercle 
bacilli. Of the children treated at the orthopædic 
hospital about 20 per cent. suffered from bovine 
tuberculosis. ; 

Dr. MavLtE Horne said that typhoid epidemics 
had arisen from both milk and water contamination, 
but 95 per cent. of the water used for domestic 
purposes was boiled, which was not true of milk. A 
single delivery of 1600 gallons of milk had recently 
caused 900 cases of typhoid, including 75 deaths. 

Major BRENNAN DE VINE, president of the National 
Medical Veterinary Association, said that milk 
samples in large towns showed 6-13 per cent. infected 
with tubercle bacilli. 


Mr, WALTER ELLIOT, in reply, said that the Govern- 
ment were convinced that the League’s proposal to 
ensure a safe and pure milk-supply was right and - 
just, but there was a need for further education of ° 
public and parliamentary opinion. He had asked 
one of the more prominent of the younger medical 
men in this country to undertake the collation and 
review of the existing evidence on the whole subject 
of pasteurisation and the safety of milk-supplies, 
and he proposed to publish the result. The People’s 
League of Health could assist by issuing reasoned 
statements of the case. 


Besides the speakers the deputation included Miss 
Olga Nethersole, founder of the league, Sir Comyns 
Berkeley, Prof. Amy Fleming, Sir Ernest Graham- 
Little, M,P., Sir Arthur Harden, F.R.S., Dr. 
Hawthorne, Sir Leonard Hill, F.R.S., Sir Frederick 
Hobday, Mr. Eardley Holland, Dr. R. C. Jewesbury, 
Mr. A. Ernest Jones, Dame ‘Louise McIlroy, 
Prof. F. C. Minett, Dr. Nathan Raw, Sir Milsom 
Rees, Mr. Louis Carnac Rivett, and Dr. V. A.T. 
Spong. 
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Medical Diary 


March 6 to March 11 


SOCIETIES 


ia See SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
UESDAY. 
Orthopedics. 5.30 P.M. (cases at 4.30 P.m.), Mr. S. L. 
Higgs: (1) Bilateral Amputation of Legs. Mr. Norman 
Capener: (2) Primary Carcinoma Arising in an Osteo- 
myelitis Wound. Mr. G. O. Tippett : (3) Bilateral Cervical 
Rib. Mr. T. T. Stamm: (4-5) Hemangioma of the 
Spine. Demonstration of distraction apparatus. 
Pathology. 8.15 P.M., laboratory meeting at Guy’s 
Hospital medical school, S.E.1. 

WEDNESDAY. 

Proctology. 8.30 P.M., Prof. E. D. Telford : Megacolon. 
Prof. J. Paterson Ross and Sir Lancelot Barrington-Ward 
will also speak. 

FRIDAY. 

Ophthalmology. 4 P.M., clinical meeting at the Bristol 
Eye Hospital. 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 

MONDAY.—9 P.M., Prof. G. Grey Turner: The Surgery of the 
Gall-bladder and Bile-ducts. (Third Lettsomian lecture.) 

HARVEIAN SOCIETY OF LONDON. 

THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Mr. A. 
Tudor-Edwards : The Modern Principles of Treatment in 
Bronchiectasis. (Harveian lecture.) 

WEST KENT MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8.45 P.M. (Miller General Hospital, Greenwich, 
S.E.10), Mr. John Sandrey: Genito-urinary Emergencies. 

MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
THURSDAY.—8.30 P.M. (11, Chandos Street, W.1), Dr. R. D. 
Gillespie : The Escape into Psychosis. 
BIOCHEMICAL SOCIETY. 
AY.—2.45 P.M. (department of physiology and bio- 
chemistry. University College, W.C.1), short communica- 
ons. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1. 
TUESDAY and THURSDAY.—5 P.M., Dr. H. P. Himsworth: 
Diabetes Mellitus. (Last Goulstonian lectures.) 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s 
nn Fields, W.C.2. 

MONDAY.—5 P.M., Dr. L. W. Proger: demonstration of new 
specimens. 

FRmay.—5 P.M., Dr. A. J. E. Cave : Anatomy of the Pharynx 
and (sophagus. 

UNIVERSITY OF LONDON. 

TUESDAY, WEDNESDAY, and THURSDAY.—5.30 P.M. (Wellcome 
Research Institution, Euston Road, N.W.1), Prof. W. 
Schulemann (Bonn): Chemotherapy. 

WEDNESDAY.—7.30 P.M. (University College, W.C.1.), Dr. 
Maitland Radford: Slum-clearance. 

UNIVERSITY OF BIRMINGHAM. 

THURSDAY.—4 P.M. (Hospitals Centre), Dr. Peyton Rous 

(New York): Present Aspects of the Cancer Problem. 
(First William Withering lecture.) 


UNIVERSITY OF LIVERPOOL. 

THURSDAY.—4 P.M. Prof. Henning Waldenström (Stock- 
holm): Slipping of the Upper Femoral Epiphysis. (Lady 
Jones lecture.) 

UNIVERSITY OF GLASGOW. 

TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church 
Street), Prof. A. J. Ballantyne : The Eye in Disorders of 
the Blood and Blood-forming Organs. 

UNIVERSITY COLLEGE HOSPITAL, W.C.1. 

TUESDAY.—5 P.M., Sir Walter Langdon-Brown: Visceral 

Symptoms in Emotional States. (Suckling lecture.) 
TAVISTOCK CLINIC, Malet Place, W.C.1. 
MoNnDAY.—4.30 P.M., Dr. H. Crichton-Miller: Self and the 


Family. 
THURSDAY.—4.30 P.M., Dr. T. W. Mitchell: Character 
Formation. 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12 


MONnNDAY.—5.30 P.M., Colonel J. M. Weddell: A General 
Survey of War Injuries and Medical Arrangements. 

TUESDAY.—4.30 P.M., Dr. S. Levy Simpson: Diseases of 
Endocrine Glands. 5.30 P.M., Colonel E. M. Cowell: 
Genera] Scheme for Dealing with Wounded. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Dr. T. C. Stamp: Bacteriology of 
Streptococcal Infection. 3 P.M., clinical and pathological 
conference (surgical). 4.30 P.M., Prof. E. C. Dodds: 
Hormonesin Relation to Medicine and Pathology. 5.30 P.M., 
Colonel E. M. Cowell: Prevention and Treatment of 
Shock, and Preparation of Cases for Transport. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
conference. 3.30 P.M., Mr. Leonard Phillips: Radiation 
Therapy in Gynrecology—Benign Conditions. 5.30 P.M., 
Dr. Janet Vaughan: Blood-transfusion. 

FrRimpay.—2 P.M., clinical and pathological conference 
(obstetrics and gynecology). 2.30 P.M., Mr. Stanford 
Cade: Radium. 5.30 P.M., Mr. C. H. Frankau : Common 
Infections of Wounds. 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations, 


NATIONAL HOSPITAL, Queen Square, W.C.1. 
MoNnDAY.—3.30 P.M., Dr. D. Denny-Brown: Chorea and 
Choreo-athetosis. , 
TUESDAY.—3.30 P.M., Dr. J. St. O. Elkington: Forms of 
Progressive Muscular Atrophy (2). 
WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: clinical 


demonstration. 
THURSDAY.—Dr. Gordon Holmes, F.R.S.: Cerebellar 
Degenerations. 
FRIDAY.—Dr. E. A. Carmichael: Subacute Combined 
Degeneration. 
Outpatient clinic daily at 2 P.M. 


ST. GEORGE’S HOSPITAL, S.W.1. 
a ee P.M., Dr. Mildred Creak : psychiatric demon- 
stration. 


HOSPITAL FOR SICK CHILDREN, Great Ormond Street 


THURSDAY.—2 P.M., Dr. Wilfrid Sheldon : Causes of Infantile 
Marasmus. 3 P.M., Mr. J. H. Doggart: Cause and Treat- 
ment of Cataract in Childhood. . a 

Outpatient clinics daily at 10 a.m. and ward visits at 2 P.M. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn Road, W.C.1. 

PRDAY =i P.M., Mr. N. Asherson: Affections of the Lingual / 

onsil. . 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.3. 
WEDNESDAY.—4 P.M., Mr. Clifford Morson: Prostatic 
Obstruction—Cause and Effect. 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL MEDI- 
CINE, Ranelagh Road, S.W.1. 
FRIDAY. 390 P.M., Dr. A. P. Cawadias: Dietinthe Rheumatic 
seases. 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street W.1. 
MonpDAY to SATURDAY.—ROYAL WATERLOO HOSPITAL, 
Waterloo Road, S.E.1, all-day refresher course in medicine, 
surgery, and gynsecology.—ST. Mary’s HOSPITAL, 
Paddington, W.2, Tues. and Thurs., 8 P.M., clinical and 
pathological M.R.C.P. course.—BROMPTON HOSPITAL, 
S.W.3, M.R.C.P. course in chest diseases (5.15 P.M., twice 
weekly).—MEDI0oAL SOCIETY OF LONDON, 11, Chandos 
Street, W.1, Mon., Wed., Fri., 5.15 P.M., primary F.R.C.S. 
Tekh EA course.—BRITISH LEGION HEADQUARTERS, 
6, Eccleston Square, S.W.1, Thurs., 8.30 P.M., lecture on 
clinical and pathological features of bronchiectasis.— 
ROYAL CHEST HOSPITAL, City Road, E.C.1, Mon., Wed., 
and Fri., 8 P.M., M.R.C.P. course in heart and lung diseases. 
(Open to non-members.) —ST. MARK’S HOSPITAL, City 
Road, E.C.1, all-day course in proctology. 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 


WEDNESDAY.—3.30 P.M., clinical meeting at Bolingbroke 
Hospital. l . 


MANCHESTER ROYAL INFIRMARY. 
FRIDAY.—4.15 P.M., Mr. F. G. Wrigley : ear, nose, and throat 


demonstration. 
LEEDS GENERAL INFIRMARY. . 
TUESDAY.—3.30 P.M., Prof. C. W. V : The Interpreta- 
E of Common Symptoms during the Early Years of 
e. i 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY. —4.15 P.M. (Victoria Infirmary), Mr. Norman 
Davidson : surgical cases. 


V acancies 


For further information refer to the advertisement columns 


Albert Dock Hosp., Alnwick Road, #.16.—Second res. M.O., 
at rate of £110. 

Altrincham, St. Anne’s Hosp.—Res. surg. O., at rate of £200. 

Argyll and Bute District Mental Hoep.—Asst. M.O ., j 

Bath, Royal United Hosp.—H.S., at rate of £150. 

Birmingham, Dudley Road Hosp.—Jun. M.O., at rate of £200. 

Brighton, Royal Sussex County Hosp.—Mayo fellowship in 
angesthetics, £300. 

British Postgraduate Medical School, Ducane Road, W.12.— 
Jun. asst. for dept. of pathology, £30. Also two H.S.’s, 
each at rate of £105. 

Cambridge, Addenbrooke’s Hosp.—Res. anssthetist and emer- 
gency officer, at rate of £130. 

Canterbury, Kent and Canterbury Hosp.—H.S., at rate of £125. 

Central London Throat, Nose, and Ear Hosp., Gray’s Inn Road, 
W.C.1.—Hon. assts. in outpatient dept. 

Chesterfield and North Derbyshire Royal Hosp.—Hon. cons. 
surgeon and director of the ear, nose, and throat dept. 

Chichester, Royal West Sussex Hosp.—Jun. H.S., £125 

Colonial Medical Service.—Medical Officers. . 

Cornwall County Council Education Dept.—School medical 
inspector, £600. 

Derby, Bretby Hall Orthopedic Hosp.—Jun. res. asst. M.O., £350. 

Devonport, Prince of Wales’s Hosp.—Sen. and jun. H.S., at 
rate of £130 and £120 respectively. 

Dudley Guest Hosp.—H.S., £150. 

East Sussex County Coyuncil.—M.O. and public vaccinator, 
&c., £190 and fees. 

Eastbourne County Borough.—Deputy M.O.H. and deputy 
school M.O., £600. 

Exeter City and County.—Asst. M.O.H., £500. 

Guildford, Royal Surrey County Hosp.—Two H.S.’s to spec. 
depts., each at rate of £150. 
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Honpilead General Hosp., Haverstock Hill, 

| M.O. for outpatient dept., at rate of £100. 

Holborn : Metropolitan Borough, .C.1.—Temp. 

l maternity and child welfare centre, £1 113. 6d. ‘per session. 

Hosp. or Sick Children, Great Ormond Street, ‘W.CA.—Two 

’s and two H.S 28, each at rate of £50. Also hon. 
a neurological surgeon. 

Hostet peak Luke, 14, Fitzroy Square, W.1.—Res. M.O., at rate 
o 

Hounslow Hosp., Staines Road. —H.P. and cas. O., at rate of £100. 

Huddersfield County Borough.—Asst. scbool M. Ò., £500. 

Hull, Beverley Road Institution.— Asst. M.O., £350. 

Iiford, King George Hosp.—Res. surg. O., £250. Also res. 
anæsthetist, at rate of £150. 

. Ilkley, Sialebor Park Mental Hosp., Burley-in-Wharfedale.— 
Med. supt., £1000-£12 50. 

Ipswich, East Suffolk and ipswich Hosp. —Cas. O. Also H.S. 
to ear, nose, and throat dept, &c., each £144. 

Ipswich Ar Borong General Hosp. —Med. Bupt., £900. 

Irag Government. ar, nose and throat specialist, Iraq Dinars 
150 per mensem. 

Isleworth, West Middlesex: County Hosp, Twickenham Road.— 
Cas. M. O., at rate of £350. 

.Leeds University. —Tutor in obstetrics and gynecology, £500. 

London County Council— Asst. dist. M.O., 

London Hosp., £.1.—Surg. first asst. and ee £300. Surgical 
outpatient first asst., £150. Sen. clin. asst. to obstet. 
and gyn. outpatient *dept., at rate of £200. Also res. 
- aneesthetist, £150. 

London University.—Chair of pathology of mental disease 
at Maudsley hosp., £1250. Also reedoren!? in biology 
at St. Bartholomew’s Hosp. Medical College, £700. 

- Manchester, Crumpsall Hosp.—Res. asst. M.O., at rate of £200. 

Manchester, Saint Mary’s Hosps.—H.S8.’s to special depts., each 

i at rate of £50. 

Melton and Belvoir Rural District Council, é:c.—M.0O.H., £800. 

National Temperance Hosp., Hampstead Road, N.W.1.—Cas. O., 
at rate of £120. 

Nelson Hosp., Merton, S.W.20.—Res. H.S., at rate of £150. 

Northampton’ General Hosp.—H.S. to ear, nose, and throat 
depts., at rate of £150. 

Norwich, Norfolk and Norwich Hosp.—Hon. physician. 

Nottingham Hosp. for Women.—H.S., at rate of £150. 

saad County and Fe IS: Mental Hosp.—First asst. M.O., £50 

Otago University, New Zealand.—Lady King Scholarship, 2600. 

Ozford University.— First asst. in dept. of ansesthetics, £600. 

Peterborough City Education Committee.—Temp. part-time 


N.W.3.—Cas. 
M.O. for 


schoo] ocullet. 24 guineas per session. 
Poplar H East India Dock. , #.14.—Hon. radiologist. 
Prince of ales’s General Hosp., N. 15.—Hon. asst. radiologist. 


Prene Beatrice Hosp., Earl’s Court, S.W.5.—Cas. O. and obstet. 
at rate of £110. 
Pris ‘Elizabeth of York Hosp. for Children, Shadwell, E.1.— 
.P., at rate of £125. 
Princess Louise Kensi ensingion RR Jor Children, St. Quintin 
Avenue, W.10.—H each at rate of £120 
Queen Charlotie’s Maternity Hosp., Marylebone Road, N.W.1.— 
Res. M.O. forisolatıon hosp., at rate of £200. 
Seen e HORD: Jor Children, Hackney Road, E.—H.P., at rate 
Rainhill, Lancs., County Mental Hosp. —Asst. M.O., £550. 
Reading ’ Royal Berkshire Hosp.—H.P., at rate of £1 60. 
. Richmond Rorough, a y —Asst. M.O. H., ona: 
Richmond Royal H See: —Res. M. O., £200 
Rotherham Hosp.—H BB. £1 
Royal Air Force. PS O AAIEN, 

. Royal Cancer Hosp., Fulham Road, S.W.3.—Asst. physician. 
Radium therapeutist, £650. Asst. radiologist for thera- 
peutic dept. and asst. radiologist to diagnostic dept., each 
£350. Also surg. reg. and med. reg., each £150. 

Royal Chest Hosp., City Road, E.C.1 —H. P., at rate of £100. 
Royal College of Surgeons 0 England — Annual examinerships. 
Royal Northern Hosp. Ho oway N.1.—H.S., at rate of £70. 
Royal Society of Medicine Wimpole Street, W.1.—William 
Gibson Research Schclaxthip, £292. 
St. John’s Hosp., Lewisham, S.E.13.—Res. surg. O., £200. 
Also H.P., at rate of £100. 
St. Mary’s Hosp., W .2.—Surg. 
St. TET Hosp. Tor Stone, de, PTE ielta Street, Covent Garden, 
i W.C.2.—H.S., at rate of £15 
P A h Hosp. —Two H.S.’s i H.P., each at rate of £150. 
Sheffield, Royal Hosp.—Clin. asst., £300. 
Smeihwisk County Borough.—Sen. ‘asst. M.O.H. , and asst. school 
Southampton, Royal South Hants and Southampton Hosp.— 
Res. ansesthetist. Also H.S. to general, surgical, and ear, 
nose, and throat wards, each at rate of "£150. 
Stockport Infirmary.—H.S., £150. 
Sunderland Royal Infirmary. —Locum res. surg. O., at rate of 
£25. Also H.S. to fracture and orthopsedic dept., £225. 
Taunton and Somerset Hosp.—H.P., at rate of £125. 
sae Et qe Essex.—Med. supt., £200. Also H. S., at rate of 
£ 
Torquay, Torbay Hosp.—Hon. physician. Also H.P. £175. 
University College Hosp. Medical School, W.C.1.—Asst. in dept. 
of bacteriology, £250. 
Warrington Infirmary and Dispensary.—Third resident, at 
rate of £150. 
West End Hosp. for Nervous Diseases, 73, Welbeck Street, W.1.— 
In-patient registrar, £50. 
West London Hosp., Hammersmith, W.6.—H.P., H.S., Also 
res. anesthetist, ” cach at rate of £100. 
Western Australia Government Mental Hosps. Dept.—Scnior M.O., 
£735. Also two jun. M.O.’s, each £666. 
Western Ophthalmic Hosp. i$ Marylebone Road, N.W .1.— Res. 
sen. and jun. H.S.’s, at rate of £150 and £100 respectively. 
Wigan, Royal Albert Edward Infirmary and Dispensary.— 
Two H.S.’ 8, each at rate of £150. 
Windsor, King Edward VII Hosp.—H.8., £120. 
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Wolverhampton, New Cross Hosp.—Res. asst. M.O., £200. 
rernm a ae "East Denbighshire War Memorial Hosp. —Two 
res "8. 


pore Also res. H.S. to special depts., each at rate 
o ‘ 
The Chief Inspector of Factories announces vacancies for 
ning Factory Surgeons at Garforth (York, W.R.), 
and Littleborough (Lancaster). 


Appointments 


BaLoH, H. W., M.B. Aberd., junior assistant medical officer 
at King Edward VII Memorial Sanatorium, Hertford Hill, 


nr. Waie 

BUTLER, E. B., M.B. Lond., F.R.C.S., junior surgeon to the 
Royal Boi Aid Society 

M.D. eer D.P.H., deputy and assistant 


medical officer of health for Stepney. 


CROSSLEY, DOROTHY L., M.B., woman assistant school medical 


officer for Middlesbrough. 

FRASER, PHYLLIS M. FARNCOMBE, M.B. Lond., D.M.R., hon. 
radiologist in charge of the X-ray and electrotherapeutical 
. department, Princess ‘Elizabeth. of York Hospital for 


. L., M.D. Wales, F.R.C.S.E., M.R.C.0.G., medical 
officer to the St. Pancras gynæc ological clinic. 

KIERNANDER, Bası, M.R.C.P., D.M.R.E., assistant physician 
to the department of physical medicine, Radcliffe Infirmary, 


W., Ch.M. Lpool, resident assistant medical 
officer at Crumpsall Hospital, Manchester. 

LAWLER, N. A., M.B. Sydney, D. M.R. E., D.M.R., assistant to 
the radiological department of the Gloucester Royal 


mary. 
MATHEWS, J. G., L.R.C.P.I., surgical registrar at the Jervis 
Street Hospital, Dublin. 


Morray, D. P., L.R.C.P.1., surgical registrar at the Jervis 
Street Hospital, Dublin. 

PAPPWORTH, M. H., M.D. Lpool, M.R.C.P., resident assistant 
medical oflicer at Cumberland House Hospital, Mitcham. 


ROBERTS, R. r., M.D., assistant school medical officer for Kent. 

R.C.S., registrar at the Royal 

Unive rsity College Hospital, London. 

M.B. Birm., M.R.C.0O.G., assistant medical 
officer of health (maternity and child welfare) for Halifax. 

Witson, A. HUTTON, M.D. St. And., assistant hon. physician 
to the De evonshire Royal Hospital, Buxton. 


Ear Hospit: il, 
WILEES, NELLIE, 


The following appoint- 
ments | are announced :— 
PRICE, A. K., M.B. Lond., F.R.C.S., surgical registrar ; 
JONES, C. D. P. M. B. Lond. , resident surgical officer ; 
NAYLOR, ARTHUR, M.B. Sheff. ., Senior casualty officer; and 
ANDERSON, JOHN, M.B., resident angsthetist. 
Examining Surgeons under the . Factories Act, 1937: Dr. 
W. CUTHBERT (Cardenden District, Fife); Dr. J. M. 


Hons (Stafford District, Stafford). 
| * Subject to confirmation. 


Births, Marriages. and Deaths _ 


BIRTHS 


BALFouUR.—On Feb. 23, at West Worthing, the wife of Dr. 
Ivor Balfour—a son. 

CHRISTIE.—On Feb. 26, at Devonshire Place, W.1, the wife of 
Prof. Ronald V. Christie—a daughter. 

MoRLEY.—On Feb. 21, at Yeovil, the wife of Dr. John E. 
Morley—a son. 

NEWMAN.—On Feb. 24, the wife of Surgeon Commander G. G. 
aoe R.N., ‘of H.M. Dockyard, Portsmouth—a 

aug 

Porpy.—On Feb. 22, at Oakham, the wife of Mr. Gordon Purdy, 
F.R.C.S.E.—a son. 

SINGER.—On Feb. 23, at Devonshire Place, W.1 
Major E. O. A. Singer, R.A.M.C.—a son. 


DEATHS 


BEEVOoR.—On Feb.24,in a nursing-home, Sir Hugh Reeve Beevor; 
M.D., F R C.P., of Hargham, Norfolk, age d 80. 


, the wife of 


Bart, R. 
Boror.—On Feb. 27, at Bournemouth, Charlies Boyce, 
M.D. Edin., of Canford Cliffs, Dorset, aged 85. 


CLEMOW.—On Feb. 25, at Ealing, Frank 


Gerard Clemow, 
C.M.G., M.D. Edin., aged 76. 


Cooxge.—On Feb. 26, William Henry Cooke, M.D. Brux., 
.0.S.E., of Bath 
Dopps.—On Feb. 10, at Capetown, Horace Bonar Dodds, 
M.D. Edin. 


Hosson.—On Feb. 22, at Hastings, Lewis 
M.D. Lond., F.R.C. S. E., of Harrogate. 
MACKENZIE.—On Feb. 24, at Cheadle, Staffs, Ernest Mackenzie, 


John Hobson, 


M.D. Glasg., aged 76. 
MITOHELL.—On Feb. 25, at Farnborough, Hants, Lieut.-Colonel 
Lionel Arthur Mitchell, M.B. Dubl., R.A.M.C. (retd.). 
Mourison.—On Feb. 27, at Clifton Court, N.W.8, Alexander 
Murison, M.B. Aberd., forinerly of Cairo, Egypt. 
SKINNER.—On Feb. 28, in London, Ernest William Skinner, 
O. M.D. Edin., Lt.-Col. R.A.M.C., of Rye, Sussex. 
STANSFIELD.—On Feb. 19, at 9,av. Fremiet, Paris, Lieut.-Colonel 
T. E. Knowles Stansfield, C.B.E., M.B. Edin., late R A.M.C., 
proprietor of the Castello Devachan, San Remo 

WHITEHEAD. —On Feb. 21, at the East Dulwich aacmpital, 
Charles Ernest Whitehead, M.B. Camb., M.R.C.S 


N.B.—A fee of 7s. 6d. is harge for the insertion of Notices of 


Births, Marriages and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


DELINQUENCY AND PSYCHOLOGY 


IN a paper read at a meeting of the Medical Society 
of Individual Psychology on Feb. 9 Mr. Claude 
Mullins said that our methods of trial offended the 
principles of psychology in six ways: (1) by keeping 
the suspect as long as possible in ignorance of the 
fact that he was suspected; (2) by telling him, as 
soon as the matter was mentioned to him, that he 
need not make any statement, with the obvious 
innuendo that it might be worse for him if he talked ; 
(3) by accepting as a general principle that contra- 
dictory statements were evidence of lying; (4) by 
ascertaining the facts by means of a sort of sporting 
contest in which both sides admitted that a wrong 
decision of “ not guilty ” did not matter; (5) by 
holding the proceedings in a court-room constructed 
so abnormally as to instil fear; and (6) by allowing 
the public to be present and the press to publish all 
mames and addresses without being compelled to 
publish a fair account of the case. 

Reformer though he was, he would not abandon 
these principles before psychologists could suggest 
a better alternative. Psychologists had not yet 
tackled the problem of procedure in court. If they 
were to do so, they would doubtless meet with a 
frigid reception from most lawyers at first, for as a 
profession lawyers were satisfied almost to the 
point of smugness. So far psychology had only 
concerned itself with procedure after sentence. He 
had often used the help of psychotherapy to remould 
offenders. Here progress had been made, although 
there could be no real agreement between Freudian 
psychologists and practical lawyers, who had to 
accept free will and punishment and were often 
surprised at some of the claims made by psychologists. 
He pleaded for severe moderation in the expression 
of psychological theories, if they hoped to influence 
the benches. The time might come when their 
occupants would be compelled to have a training in 
psychology. There were five main difficulties: (1) 
the bench was concerned rather with the protection 
of society than with what was best for the delinquent ; 
(2) many delinquents were of subnormal intelligence 
and unamenable to psychotherapy; (3) public 
opinion was imbued with the spirit of retaliation ; 
(4) many delinquents did not wish to be cured and 
refused to codperate with psychologists; and (5) 
psychotherapy often necessitated very prolonged 
treatment. In spite of these difficulties Mr. Mullins 
believed that, though progress would be slow, one 
day psychology would revolutionise our criminal 
law and procedures. Progress would probably be 
more rapid in the juvenile courts, where the value of 
child guidance was increasingly being realised. 
Psychological lawyers would replace criminal lawyers, 
and formal trials would cease to exist, even as hysteria 
was no longer the subject of a trial for witchcraft. 


THE PHYSIOLOGY OF VISION 


Most of the gross phenomena of vision were 
elucidated in the last century, and there is little 
room in the modern physiological textbook for more 
than a few elementary observations on the subject. 
Even the fuller accounts give small indication of 
the trends of modern research, and this is a pardon- 
able fault, for these have few applications for the 
average medical student. It is a pity, however, to 
lose sight entirely of progress even in a specialised 
field, and those who read the review by Wright and 
Granit ! will find both the opportunity and incentive 
to bring themselves up to date. The contents are 
too technical to be easily summarised, but they cover 


1. On the Correlation of some Sensory and Physiological 
Phenomena of Vision. By W. D. Wright, Imperial College 
of Science, London; and Ragnar Granit, Institute of 
Physiology, University of Helsingfors. Brit. J. Ophthal. 
1938, Monograph suppl. IX. . 


recent advances in the photochemistry of substances 
found in the retina and in the study of the electrical 
phenomena accompanying vision. The discovery 
that light sets up an inhibitory state in addition to 
eXcitation, so that its removal is followed by impulses 
in the optic nerve, is particularly interesting, for 
it must give to visual perception in some respects 
the adaptability of a reflex action. The electrical 
response also reveals differences between light- and 
dark-adapted retinæ which are not apparent in other 
ways. Tbe more subjective phenomena of vision, 
such as appreciation of luminosity and colour, visual 
activity, light- and dark-adaptation and so forth, 
are also discussed and their possible relationship to 
physically measured values indicated. In a final 
more speculative section the authors point out what 
they regard as the problems of the future. 


TULAREMIA IN THE UNITED STATES 


ACCORDING to Dr. Byron J. Olson (Bull. Off. int. 
Hyg. publ. 1938, 30, 2808) the total number of cases 
of human tularemia in the United States from 1920, 
when the disease was first described in man, to 1937 
was 8037, with 360 deaths—a fatality-rate of about 
5 per cent. The disease has been found in all the 
states except Vermont and Connecticut. The principal 
sources of infection are the wild rabbit and the wild 
hare, which are the direct cause in more than 90 per 
cent. Other sources are the wood-tick, dog-tick, 
horse-fly, opossum, quail, sheep, musk-rat, marmot, 
cat, red fox, squirrel, grouse, coyote, stag, wild boar, 
bull-snake and skunk. The seasonal incidence of the 
disease is due to changes in the opportunities for 
infection. There has so far been no evidence of the 


transfer of the disease from man to man. 


A PSYCHOLOGICAL VIEW OF EDUCATION 


THE headmistresses of the twenty-five schools 
controlled by the Girls’ Public Day Schools Trust, 
finding that they had not sufficient time to master 
modern theories of education and psychology, 
suggested a few years ago that the council of the 
trust should engage an experienced woman psycho- 
logist to visit each school and study the problems 
she encountered from her specialised standpoint. 
Her duty would be to observe the sequence of work 
at different stages, paying particular attention to 
difficult classes, variation of methods, the effect of 
physical conditions such as ventilation and lighting, 
the length of lesson periods and the arrangement 
of the time-table ; and to conduct vocational tests, 
lecture to the staff and parents on child psychology, 
and advise individual members of the staff on their 
own mental health. Her function would be, in fact, 
to infiltrate each school with modern psychological 
ideas and practice and to carry out research. A 
modified plan was drawn up and work began in 
January, 1935. The results have now been published! 
as one of the series ‘‘ Contributions to Modern Educa- 
tion,” edited by Mrs. Susan Isaacs, D.Sc. The prac- 
tical implications include establishing contacts between 
school and parent, helping girls to deal with their 
emotional problems, allowing for individual differences 
in ability, using intelligence tests in the entrance 
examinations, assisting discipline, reducing fatigue 
for the staff and promoting educational and vocational 
guidance. This study is merely a scratch on the 
surface of an immense field and brings together only 
the bare outlines of its problems. These outlines, 
however, will be of great value to all teachers of girls, 
and will inevitably stimulate interest in, and suggest 
an approach to, the problems of everyday work in 
school. 


By Marion Milner, B.Sc. 


1. The Human Problem in Schools. 
Pp. 320. 88. 6d. 


London: Methuen and Co. 1938. 
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OSTEOMALACIA WITH CQ@LIAC DISEASE 


AT a meeting of the Devon and Exeter Medico- 
Chirurgical Society on Feb. 23 Dr. ©. J. Fuller 
showed and described a case of osteomalacia. 


The patient, a girl of 11, had been treated 44 years ago 
at Alton Sanatorium, but had afterwards been discharged 
to a poor home. There was a history of recent muscular 
spasms and diarrhea, and the right ankle was swollen 
for a week before her admission to the Royal Devon and 
Exeter Hospital. When first seen by Dr. Fuller she was 
much under-nourished, weighing only 1 st. 12 Ib. and she 
appeared to be only about 5 years old. The abdomen 
was large and tumid. Radiograms revealed bony changes 
typical of osteomalacia and also fractures ,of the left 
wrist and ankle. A blood-count showed severe micro- 
eytic anemia and the serum-calcium was only 7-8 mg. 
per 100 c.cm. The stools showed no excess of fat, 
probably because she had been inadequately fed at home, 
and the Wassermann reaction was negative. 


The essential disorder in this case, said Dr. Fuller, 
was inability to absorb calcium. Treatment with a 
diet rich in vitamin but poor in fat had much 
improved the girl’s condition, though she was still 
small for her age. 


THE ‘* BIOMOTOR’”’ 


Messrs. Richard Ostermann Ltd. (High Holborn, 
W.C.1) have called our attention to a remark, made 
by Sir Henry Gauvain at a recent meeting of the 
Medical Society of London (see Lancet, Jan. 28, p. 212), 
to the effect that the Biomotor exerts negative 
pressure. Actually, we are told, the apparatus is 
designed for the application of both negative and 
positive pressure, and it is this double action which 
is the basis of the claim made for efficiency as an 
agent of artificial respiration. The biomotor is one 
of the “ breathing machines ’’ mentioned by Prof. L. J. 
Witts in an address to the Manchester Medical 
Society briefly reported on p. 453 of our last issue. 
Dr. Rudolf Eisenmenger in a monograph issued 
five years ago (Munich: F. and M. Lautenschlager) 
suggests uses for the apparatus in respiratory and 
circulatory disorders as well as in a host of other 
disorders such as constipation, obesity, and cirrhosis 
of the liver. The apparatus weighs about 65 Ib. or 
95 lb. with its trolley ; its lightness and portability 
facilitate its application in emergency. 


TRANSDENTAL DISLOCATION OF THE 
ATLAS 


FRACTURE of the dens of the axis with dislocation 
of the atlas is an accident which rarely comes into the 
doctor’s hands for treatment, because it usually leads 
to instant death. In a case reported by G. W. Tromp, 
however, the patient not only survived but remained 
free from any symptoms of damage to the spinal 
cord (Med. Tijdschr. Geneesk. 1939, 83, 586). 


A woman of 23 was injured in a motor accident, striking 
her forehead forcibly against the side of the car. She 
was taken to a neighbouring clinic in another car and the 
doctor there found that though she was holding her head 
inclined sideways and forward it could be moved actively 
in all directions except backward. No nervous signs or 
symptoms were present. A radiogram was taken, but 
the fracture of the dens was not noticed, and there was at 
that time no sign of displacement. Subsequent examina- 
tion of the plate, however, clearly showed the presence 
of the fracture. The doctor, diagnosing a subluxation 
of the cervical spine, anzsthetised the patient, pulled on 
the head forcibly and put the neck only in plaster. After 
this manipulation the patient could not move her head in 
any direction, and complained of severe pain in the neck 
and back of the head and tingling in the left thumb, 
index, and middle fingers. Another radiogram taken 
after she had come under Tromp’s care showed the fracture 
of the dens with backward displacement of the fragment 
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and of the whole of the atlas to a distance equal to half 
the breadth of the dens. 

To prevent further displacement and sudden death 
the head and neck were immediately fixed in a plaster 
case including the thorax, no attempt at reduction being 
made. But the necessary handling produced further 
displacement, a radiogram showing that the fragment and 
the atlas were now displaced backwards a distance equal 
to the whole breadth of the dens, and it was decided in 
spite of the danger to attempt replacement. The plaster 
case was cut away from the head only, so that traction- 
bands could be passed beneath the occiput and chin, and 
steady traction then reduced the dislocation, as was 
proved by another radiogram, The traction was main- 
tained for 20 minutes, and the head was meanwhile 
re-encased in plaster of paris. The patient was kept 
recumbent in the plaster case for 4 weeks, when fresh 
plaster was applied. After 2 months the patient was 
allowed up in a surgical jacket with head-extension. 


She continued to make good progress, and at the 
time of publication, 74 months after the accident, 
appears to be quite well. 


STATISTICAL BIBLIOGRAPHY 


THE Rutgers University Press have published a 
reprint! from their ‘“‘ Mental Measurements Year- 
book for 1938 ” which aims at providing a full list 
of the recent books in English dealing with statistical 
methods and with methods of research, mainly in. the 
social sciences. To help the seeker after truth to 
assess the value of each book the editor has included 
extracts from the reviews it received in the scientific 
journals—a process he describes as ‘‘ excerpting 
evaluative statements.” e proposes to supplement 
the list every year if it proves of value, and invites 
comment, In response to that invitation it may 
be suggested that the ‘full bibliographic informa- 
tion’ given should include English authors under 
the names that appear on their title pages. It is 
a little strange, for instance, that the world-familiar 
name of G. Udny Yule should -be converted into 
George U. Yule. The initials of authors and the 
titles of their publications are not impeccable, 80 
that the list must be used with care. 


THH MarRMITE Foop Extract Co. have issued a 
new booklet with full references to much recent work 
confirming the value of their product as a source of the 
vitamin-B complex and as an anti-anemic agent. 
Attention is drawn to a tribute to the value of marmite 
in the treatment of beriberi and of multiple dietetic 
deficiencies among refugees in China, and to its 
inclusion among the selected foodstuffs given with 
good results to groups of necessitous expectant mothers 
in the depressed areas in this country. The hsemo- 
poietic activity of marmite was originally ascribed 
to a high content of extrinsic factor, but recent 
experiments have suggested the presence of another 
hsemopoietic factor in this substance, which is now 
established as a curative agent in certain types of 
macrocytic anemia. 


1. Research and Statistical Methodology.. Books and Reviews, 
1933-38. Edited by Oscar Krisen Buros. New Brunswick: 
Rutgers University Press. 1938. Pp.100. $1.25. 


Mayo FELLOWSHIP IN ANSZSTHETICS.—Particulars 
of this fellowship, which has been founded by a Sussex 
resident and is tenable at the Royal Sussex County 
Hospital, Brighton, will be found in our advertise- 
ment columns. The new fellow will be in charge of the 
anesthetic department of the hospital under the hon. 
anesthetists, but he will also be expected to undertake 
research, for which special facilities will be given him in 
the hospital and in the Stephen Ralli laboratory. Nearly 
10,000 anesthetics have been given in the operating- 
theatres of the hospital in the past three years; there are 
three hon. anesthetists and two assistants, 
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ADDRESSES AND ORIGINAL ARTICLES 


CANCER OF THE ALIMENTARY TRACT 
ITS PATHOGENESIS AND ITS PROPHYLAXIS * 


By Sır ArtHur Horst, D.M. Oxfd, F.R.C.P. 


SENIOR PHYSICIAN TO GUY’S HOSPITAL, LONDON 


THE last few years have witnessed a great increase 
in our knowledge of the pathogenesis of cancer of 
the alimentary tract. Those who expect the problem 
of cancer to be solved by a whole-time laboratory 
worker will be surprised to find how much has been 
learnt by the combined observations of practising 
physicians and surgeons, morbid anatomists, and 
medical statisticians. The subject is full of interest, 
for quite different factors are involved when cancer 
occurs in the upper extremity of the esophagus, in the 
rest of the csophagus and the stomach, and in the 
colon, 

In my Schorstein lecture on precursors of carcinoma 
of the stomach (Hurst 1929) and in several more 
recent ‘papers I have discussed the pathogenesis of 
cancer of the stomach. Here I propose to bring my 
account of cancer of the stomach up to date and then 
to discuss the pathogenesis of cancer of the cesophagus 
and colon. 


J—Carcinoma of the Stomach 


The treatment of cancer of the stomach is purely 
surgical, The onset is so insidious and the diagnosis is 
often so difficult that even with the earlier and more 
general use of the most modern methods of investiga- 
tion, including gastroscopy, it is doubtful whether 


TABLE I—INCIDENCE IN MALES OF CANCER OF STOMACH 
AND OF INTESTINES AND RECTUM IN FIVE SOCIAL CLASSES 
COMPARED WITH THAT OF ALL MALES RECKONED AS 100 
(STEVENSON 1927) 


Social class I | II IlI IV v 
Stomach.. ss AR 60 82 100 106 130 
Intestines and rectum .. 105 105 100 93 98 


the most skilful surgeons will ever increase the five-year 
survival-rate after operation much beyond the 
present maximum of 5 per cent. for all cases, including 
the inoperable. It is clear that we must look to 
prophylaxis as the only hope of lowering the mortality 
from carcinoma of the stomach, which claims every 
day over forty victims in Great Britain alone. 
The first essential for the development of cancer 
of the stomach is an intrinsic factor—the individual’s 
constitutional susceptibility to cancer in general. The 
second essential is a constitutional and inherited 
organ-inferiority affecting the stomach. But unless 
an extrinsic factor in the form of chronic irritation is 
also present, cancer of the stomach will not develop. 
Cramer (1934) has drawn attention to the fact that 
the total incidence of cancer is approximately the 
same in all countries, all classes, and both sexes. 
The cancer mortality is, for example, 118 per 
100,000 males in England, 120 in Sweden, and 118 
in Holland. This indicates that the first factor—the 
constitutional susceptibility to cancer—is constant. 
But the incidence of cancer of the stomach shows 
remarkable differences in different nations and 
classes. Thus the stomach accounts for only 22 per 
cent. of male deaths from cancer in England com- 


è Lecture delivered to the Swedish Medical Society in 
ssn) ae May 17, 1938. 


pared with 45 per cent. in Sweden and 55 per cent. 
in Holland, and cancer of the stomach is twice as 
frequent in the lower social classes in England as in 
the well-to-do, whereas the incidence for the colon 
and rectum is the same (table I). . 

There are many possible sources of error in national 
mortality statistics, but we have found that the 
latter are confirmed, so far as cancer of the stomach 
is concerned, by clinical and autopsy statistics at 
Guy’s Hospital (Mann and Payling Wright) and 


TABLE JTI—RELATIVE INCIDENCE OF CARCINOMA OF 
DIFFERENT PARTS OF THE ALIMENTARY TRACT IN 
ENGLAND AND HOLLAND: POST-MORTEM STATISTICS, 
1925-29 


England Holland 
= Hosvital Leeds | Utrecht 
(Mann and General (Nieuwen- 
Waghp (Bonser) huyse) 
(Esophagus. . 43 23 13 
Stomach 102 104 93 
Colon me ae av 126 158 42 
Total alimentary tract 
carcinomas oe sé 271 285 148 
Total post-mortems ; 2715 3893 1766 
Proportion of trio carci- 
noma to total alimen 
tract carcinomas en 38% 36°5 % 63% 
Pro en of carcinoma of 
8 ach to all post- 
mortem examinations .. 3°7% 2:7% 5:3% 


autopsy statistics from Leeds General Infirmary 
(Bonser) representing the English poor, clinical 
statistics from New Lodge Clinic (Hurst) and Ruthin 
Castle (Spriggs) representing the English well-to-do, 
and clinical statistics from the university clinics of 
Amsterdam (Snapper) and Utrecht (Maats) and 
autopsy statistics from Utrecht (Nieuwenhuyse) 
representing Holland (tables II and III). These 


TABLE JII—RELATIVE INCIDENCE OF CARCINOMA OF 
DIFFERENT PARTS OF THE ALIMENTARY TRACT IN 
ENGLAND AND HOLLAND: CLINICAL STATISTICS 


England Holland 
S |as |. 
© D eA Eza g ~ bs 
= Sone 853 PEF EREET 
S308) OTE Song ETA] sie 
poau JBA eagal eae ESS 
One| SAR RIST grg pag 
Z SQ rt 
ew whe 
(sophagus 29 
Stomach 168 
Colon .. 37 


Total alimentary tract | 168 162 1569 685 234 


ee 6 |S |S | |S | 


Prepon of stomach 
to tot tai eet y 
tract. ; 44% 43% 34% | 60% | 72% 


show that the stomach is involved in 37 per cent. 
of cases of cancer of the alimentary tract compared 
with 63 per cent. in Holland. 
Table IV, compiled by Lintott (1936), shows that 
the incidence of achlorhydria in carcinoma of the 
K 
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stomach is almost identical in England and Holland 
and in different classes of patients. If, as I believe 
to be generally, the case, the presence of free acid 
indicates that the carcinoma is secondary to a chronic 
ulcer, and if the presence of achlorhydria indicates 


that it is secondary to achlorhydric gastritis, it is ` 


clear from these figures that the different incidence 
in different social classes and in different countries 
(or at any rate in England and Holland) involves both 
ulcer-cancer and gastritis-cancer. It is thus likely 
to be due to extrinsic factors and not to any con- 
stitutional difference in the resistance of the stomach 
to disease, a difference which would in any case be 
extremely unlikely to exist. 


TABLE I[V—GASTRIC ACIDITY IN CARCINOMA OF THE 
STOMACH 


Achlor- 
hydria 
(%) 


Free 
Free | Achlor- 
HCI Bo 


— Cases hydria (0%) 


New Lodge Clinic an 
Ruthin Castle es 
University Clinic, 
terdam .. its 


45 ' 35 65 


40 33 66 
Guy’s Hospital.. 43 38 62 


a er | ee | cr | e | EE | SR CS 


128 35 65 


SEX-INCIDENCE 


Though the total incidence of cancer is the same 
in males and females, the stomach accounted 
in England for only 16:6 per cent. of the females 
compared with 22-5 per cent. of the males who 
developed cancer in 1935. This appeare to be due to 
the deaths from cancer of the breast and uterus in 
women who would otherwise have developed cancer 
of the stomach and not to any difference in the 
liability of the stomach to become malignant. Thus, 
if cancer of the breast and uterus be excluded, the 
female incidence rises to 24-9 per cent., which is 
actually slightly in excess of the male incidence. 
Similarly, the official Swedish cancer statistics show 
that cancer of the stomach accounts for 45 per cent. 


TABLE V—SEX-INCIDENCE OF CARCINOMA OF THE STOMACH 
IN DIFFERENT PARTS OF THE ALIMENTARY CANAL 


Male Female Total 
© V (ed) 
80 Èo ào 
Om | a= = | jf mt ey 
Sa|Se| 3 |S2)23| 2 |38|33| 2 
BO goj & BO gol & EO goj & 
Z Z Z 
Stomach.. -» | 55 | 51 |106| 19 | 19 | 38 | 74 | 70 |144 
Œsophagus .. | 17 | 10 | 27] 1 6 7/18 | 16| 34 
Colon and rectum | 50 | 57 |107| 26 | 19 | 45 | 76 | 76 |152 
Pancreas .. | 15 7 | 22 3 8 | 11 | 18 | 15 33 
Total non-gastric 82 | 74 |156 | 30 | 33 | 63 |112 |107 |219 
Proportion of 
gastric to total 40% 38 % 39% 
Proportion of 
colon and rec- 
tum to total .. 414% 42% 


of male deaths and 30 per cent. of female deaths from 
cancer; but if cancer of the breast and uterus are 
excluded the latter figure rises to 47 per cent. The 
combined statistics from New Lodge Clinic and 
Ruthin Castle show that, although carcinoma of the 
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TABLE VI—-PERCENTAGE OF OASES OF CARCINOMA OF THE 
STOMAOH IN FEMALES AND OF CARCINOMA OF THE CERVIX 
UTERI AND BREAST OCCURRING AT DIFFERENT AGES 


Age Stomach Prei si A rey oRicnhof) 
“zaa [a +| a8 | 7 
35-44 10 36 oA 
45-54 20 33 re 
55-64 28 15 ae 
65-74 28 3 i 
15+ 13 0 s 


stomach occurred in nearly three times as many 
men as women, the stomach was involved in 40 per 
cent. of 160 men and in 38 per cent. (or almost exactly 
the same proportion) of 58 women suffering from 
cancer of the alimentary tract and pancreas (table V). 

Carcinoma of the cervix, which accounts for 90 per 
cent. of cases of uterine cancer, and carcinoma of 
the breast occur on an average twenty and fifteen 
years respectively earlier than carcinoma of the 
stomach (table VI). Consequently, if a woman who 
is predisposed to cancer is subjected to the predis- 
posing and exciting causes of both cervical or breast 
carcinoma and gastric carcinoma, she is likely to 
develop one of the former at a period when gastric 
irritation has not been operative for a sufficient 
length of time for cancer to develop in the stomach, 


TABLE VII—MALE DEATHS FROM OARCINOMA OF THE 
STOMACH AND LIVER (U.S.4., 1903-12, QUOTED BY 
CROHN 1927) 


pone 
age | Roths deaths | 100,000 
. on 
Under 10 13,110 | 656-5 
10-24 19,057 | 138-8 
25-34 17,273 | 231-8 
35-44 7,569 | 255-4 


The constitutional predisposition to cancer is not 
diminished by any immunity following the develop- 
ment of a growth, for no less than 50 per cent. of 
123 patients, who had had a breast removed for 
cancer and were known to have died from causes other 
than a local recurrence or metastases, died from 
cancer, and in 20 per cent. of these the stomach was 
involved (Lewis and Rienhoff 1932). 


AGE-INCIDENCE 


Cancer of the stomach is commonest between the 
ages of fifty-five and sixty-five; but, when allowance 
is made for the number of people living at each age, 
it is found that there is a steady rise in the incidence 
throughout adult life (table VII). This is not due to 
increasing susceptibility to cancer as age advances 
but to the fact that, as Cramer (1938) has pointed out, 
the exciting causes act very slowly and -may require 
“a lapse of time occupying a considerable fraction 
of the normal span of life” before they can bring 
about the development of cancer. 


GASTRITIS AND GASTRIC ULCER 


Chronic gastritis may be primary and the result 
of chronic irritation of the mucous membrane by 
swallowed irritants or secondary and a sequel of 
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acute gastritis. The causes of chronic irritation 
are very numerous, and most people are subjected to 
one or more of them at some time in their lives and 
often for periods of many years. The most important 
are :— | 

(1) Mechanical—hasty meals and insufficient mas- 
ee a insufficient masticatory surface, and coarse 

ood. 
(2) Chemical—alcohol, strong tea and coffee, 
mustard, pepper and spices, tobacco, and drugs, such 
as aspirin, bromides, iodides, and .quinine. 

(3) Thermal—the swallowing of food and drink 
which is too hot or too cold. 

(4) Infective material swallowed from septic teeth, 

tonsils, and nasal sinuses. 
The chief causes of acute gastritis, of which chronic 
gastritis is a common sequel, are acute food poisoning 
and acute infections, such as abdominal influenza and 
streptococcal infections of all kinds. 

Gastritis impairs the functional activity of the 
secretory cells; hence individuals with constitutional 
hypochlorhydria are likely to develop -achlorhydria. 
Those with the ulcer diathesis, which is often familial 
and generally associated with constitutional hyper- 
chlorhydria, are likely to develop a chronic ulcer. 
Thus the presence of hyperchlorhydria or of achlor- 
hydria in gastritis does not depend on the duration 
of the inflammation nor on its localisation or gastro- 
scopic characteristics, but on the constitutional type 
of secretion peculiar to the patient, exactly similar 
lesions being associated with high acidity and with 
achlorhydria in individuals with constitutional hyper- 
chlorhydria and constitutional hypochlorhydria respec- 
tively. Only in severe cases of the latter does the 
characteristic picture of atrophic gastritis with 
complete and irrecoverable achylia develop. 

INCIDENCE OF ACHLORHYDRIA IN CANCER OF THE 

STOMACH 

In 1932 Hartfall analysed 2448 of my private 
patients who had had fractional test-meals; he 
found that the incidence of achlorhydria between 
the ages of fifty and sixty was 16 per cent. in males 
and 20 per cent. in females. Since a considerable 
proportion of the patients were admitted on account 
of digestive disorders, the true incidence of achlor- 
hydria among the general population in England is 
probably much less than this. Achlorhydria is 
present in about 65 per cent. of patients with cancer 
of the stomach (table IV), or more than four times 
as frequently as in the general population, and an 
extreme degree of hypochlorhydria is present in an 
additional 5 per cent. In the remaining 30 per cent. 
there is good evidence that the growth is secondary 
to a chronic ulcer in at least 15 per cent. (Stewart 
1926). This leaves an indeterminate 15 per cent., 
of which perhaps 5 per cent. developed from the 
malignant degeneration of a simple adenoma and the 
remainder can probably be equally divided among 
the gastritis-cancer and ulcer-cancer, the former 
being cases in which the initial acidity was com- 
paratively high and the free acid had not disappeared 
in spite of the presence of gastritis. 

There is no relation between the size of a growth 
and the presence of achlorhydria, free acid being 
occasionally found with large inoperable growths 
and achlorhydria with very small early and removable 
ones (Polland and Bloomfield 1930). Eusterman 
found histamine-refractory achlorhydria in a number 
of cases in which a very small and latent carcinoma 
of the stomach was discovered in the course of 
examination for other conditions. 

Gastritis-carcinoma.—It was formerly believed that 
the achlorhydria present in about 65 per cent. of 
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patients with carcinoma of the stomach was a result 
of the carcinoma, but in 1929 I brought forward 
evidence to show that the achlorhydria is caused by 
chronic gastritis, which is present before the growth 
develops as a result of malignant degeneration of 
the inflamed mucous membrane (Hurst 1929). Al 
the evidence I have been able to collect since that time 
confirms this theory. I have seen 5 patients in whom 
achlorhydria was known to be present before the 
carcinoma developed, and up to 1937 I had found 
records of 22 similar cases. Comfort, Butsch, and — 
Eusterman of the Mayo Clinic (1937) have published 
an analysis of 72 cases (excluding 7 in which a gastro- 
jejunostomy had been performed) in which a test- 
meal had been given before and after the development 
of carcinoma of the stomach. In 21 the surgical 
findings at the time of the first test-meal and in the 
remainder the results of X ray examinations or the 
time intervening between the two test-meals, an 
average of six years, made it highly improbable that 
cancer existed at the time of the first examination. 
In 30 out of 44 cases (68 per cent.) in which achlor- 
hydria was finally present it existed at the time 
of the first test-meal. In the remaining 14, in which 
free acid was present at the first test-meal though 
absent at the second, the average acidity was less 
by .20 units than the normal for people of the same 
age and sex, as measured by the statistical technique 
in use at the Mayo Clinic. The authors believe 
that the gastric acidity in these cases was lost before 
the development of the cancer, for most of the growths 
were “‘ too small to affect gastric acidity per se.” 

There is a great deal of pathological evidence 
pointing to the development of carcinoma by malignant 
degeneration of chronically inflamed gastric mucosa. 
I should like particularly to refer to the work of 
Konjetzny in this connexion. In numerous papers 
and two monographs published between 1913 and 1938 
he has described the results of his microscopical 
examination of specimens obtained at operation and 
fixed while still warm, in which he has demonstrated 
the constant presence in carcinoma of gastritis, 
generally of the form he terms gastritis atrophicans- 
hyperplastica, but occasionally purely atrophic or 
so hyperplastic as to form the condition of polyposis 
described by Menetrier (1888), Meulengracht (1913), 
and Hurst and Stokes (1926). In several cases the 
carcinoma was in a very early stage, occasionally 
so early that there was no macroscopic evidence of 
its presence; commencing malignant degeneration 
of the polypoid or more rarely atrophic mucous 
membrane was discovered only on microscopical 
examination, in some instances in several independent 
places in the same specimen. In recent years the 
constant association of gastritis with carcinoma has 
been confirmed by means of gastroscopy. 

In gastritis-carcinoma there is generally such a 
short history of indigestion that it is difficult to 
believe that the growth is not the primary condition ; 
but it is now well recognised that chronic gastritis, 
especially when associated with achlorhydria, is 
often completely latent. . However, in a number of 
cases careful cross-examination reveals that the 
patients have for many years had a “weak stomach ” 
and have had to be more careful about diet, alcohol, 
or tobacco than most people to avoid indigestion, 
although they have never had symptoms sufficiently 
severe to induce them to consult a doctor. 


CARCINOMA OF THE STOMACH AND PERNICIOUS 
ANEMIA 


I have seen 3 cases in which carcinoma of .the 
stomach developed some years after recovery from 
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severe microcytic achlorhydric anæmia as a result 
of treatment with iron. I have also seen a woman 
of sixty-five with sprue associated with megalocytic 
anemia and achlorhydria, who recovered completely 
with the usual milk diet without liver, stomach, 
iron, or acid. She died nine years later from 
carcinoma of the stomach. 

The occasional association of carcinoma of the 
stomach with pernicious anæmia has long been 
recognised ; I have seen 6 such cases, and at least 
24 others have been recorded. Now that most 
patients with pernicious anæmia can be kept free 
from recurrence indefinitely with liver extract, an 
increasing number are likely to develop carcinoma 
of the stomach. I have seen 2 such cases, in both of 
which the carcinoma was associated with widespread 
atrophic gastritis; in one the carcinoma did not 
develop until nine years after the onset and four 
years after the symptomatic cure of the anemia 
with liver. Similar cases have been recorded by 
Henning (1930), Saltzmann (1931), Conner’ and 
Birkland (1933), Miller (1935), Weil and Bernard 
(1935), Gamna (1935), Murphy and Howard (1936), 
Grill (1936), Silverman (1936), Teufl (1937), Thiele 
(1938), and Meythaler and Petrieh (1938). Dyke 
and Harvey (1933) found that 3 out of 52 patients 
with pernicious anemia under treatment died in a 
period of five years from carcinoma of the stomach. 
Dr. J. F. Wilkinson tells me that out of 730 cases of 
pernicious anzemiahe has had under observation 8 deve- 
loped carcinoma, 6 of thestomach and 2 of the colon, 
whereas the general incidence of carcinoma of the colon 
in England is slightly greater than that of carcinoma 
of the stomach. Among 3684 cases of cancer and 686 
of pernicious anemia analysed by Strandell and 
Jansson (1937) in Stockholm both diseases occurred 
in the same individual in 26, in 21 of which the 
cancer was situated in the stomach. The association 
of pernicious anemia with non-gastric carcinoma was 
no more frequent than could be explained by 
coincidence, but the incidence of cancer of the stomach 
in 81 per cent, of the 26 cases can hardly be accidental. 
The association of cancer of the stomach and pernicious 
anzmia with a constitutional and familial tendency to 
develop achylia gastrica t was well shown in the 
history of a family described by Borovarska-Felklova 
(1930), in which a man died of carcinoma of the 
stomach, his eldest son had pernicious anemia and 
subsequently developed carcinoma of the stomach, 
two other sons had pernicious anemia, and the 
fourth had achlorhydria alone. Thiele (1936) also 
described a family, four members of which had 
pernicious anæmia, two of them in association with 
carcinoma of the stomach. As an example of the 
familial tendency to develop achlorhydric gastritis 
and carcinoma, but without pernicious anæmia, 
a remarkable case is recorded by Langdon-Brown : 
a woman consulted him because her mother and 
daughter had died of cancer of the stomach and 
she feared for her own health. She was found to 
have achlorhydria but no other signs of disease, but 
she subsequently also died from cancer of the stomach. 


+t In 1926 I suggested that the achylia gastrica associated 
with pernicious anæmia is generally due to an inborn error of 
secretion, which is Troguentiy familial, and that any gastritis 
present is a result of the absence of the protection normally 
given by the gastric juice, but that it is secondary in the non- 
familial cases in which a history of acute food poisoning, often 
followed by chronic indigestion or diarrhea, precedes the onset 
of the anemia (Hurst 1926). The inborn error of secretion 
would now appear to be the result of the primary atrophy of 
the mucous membrane of the fundus with intact pyloric mucous 
membrane, which has recently been found in several autopsies 
on patients with pernicious ansemia by Magnus and Ungley 
(1938) and by Meulengracht (1938); the post-gastritic cases 
would correspond those in which Faber found definite 
evidence of diffuse gastritis. | 


ULCER-CANCER 


The difficult question as to how often a simple ulcer 
of the stomach undergoes malignant degeneration 
has been very thoroughly investigated from the 
pathological side by Stewart (1926). In his series of 
259 specially studied operation specimens there were 
11 which, in his opinion, fulfilled all the criteria, 
both anatomical and clinical, of ulcer-cancer. The 
results are shown in table VIII. 


TABLE VITI—FREQUENCY OF ULCER-CANCER (STEWART) 
70 cancers—11 arising in ulcer gJs š 15-7 per cent. 
180 chronic ulcers—11 with cancer in the 

margins ee oe oe oe ia 6-1 - 

‘‘These figures for the incidence of ulcer-cancer 
are,” he says, ‘‘rather lower than those previously 
published from Leeds—viz., 17°5 and 9°4 per cent. 
respectively. This is due to the exclusion of certain 
cases, previously included, in which a large part of 
the floor of the ulcer was cancerous, and in which, 
incidentally, the clinical history was 18 months or 
less. In the present series 3 of the cases had histories 
extending over 24, 3, and 4 years respectively ; all 
the others had had symptoms for 5 years or longer. 
Now it is undoubtedly true that a certain number 
of cases of chronic ulcer coming to operation give a 
comparatively short clinical history, while extensive 
cancerous infiltration of the crater floor does not, of 
itself, necessarily exclude ulcer-cancer. I am inclined 
to think therefore that if anything these latest figures 
err on the side of being too conservative ; at the 
least, they must be taken as the absolute minima 
so far as the present series of cases is concerned.”’ 


Further analysis of Stewarts figures shows a 
remarkable difference in the liability to malignant 
degeneration when the common lesser curvature 
ulcers are compared with the rare prepyloric ulcers. 
Thus, although only 3 out of 50 of the common 
carcinomas of the pyloric region were secondary to 
ulcer compared with 8 out of 12 of the comparatively 
rare lesser curvature carcinomas, no less than 3 out 
of 9 ulcers in the pyloric region showed malignant 
changes compared with only 8 out of 172 in the 
lesser curvature region. In a similar series of 334 
resections for ulcer Orator (1925) found that 11 out 
of 34 in the pyloric region showed malignant changes 
compared with 6 out of 300 in the lesser curvature 
region. Combining Stewart’s with Orator’s figures we 
get 33 per cent. of prepyloric and 3 per cent. of lesser 
curvature ulcers undergoing malignant degeneration, 

In almost every undoubted case of ulcer-cancer 
in which a test-meal has been given free acid was 
found in spite of the fact that the history was often 
very long, whereas when the anatomical evidence 
pointed against the growth being secondary to a 
simple ulcer achlorhydria was generally present, 
even if the test-meal was given at a very early ste 
of the disease (Orator 1925, Stewart 1926). Free 
hydrochloric acid was found in all but 1 of 11 cases 
of carcinoma of the stomach with more than eighteen 
months’ history, whereas 17 out of 19 with a history 
of less than six months had achlorhydria; these 
statistics of my own (1929) are confirmed by those 
of Panton and Tidy (1910), Orator (1925), Stewart 
(1929), and Comfort and Vanzant (1934). Comfort 
and Vanzant found that 82 per cent. of 156 cases with 
a history suggestive of ulcer had free hydrochloric 
acid, whereas 80 per cent. of 393 with no such history 
had achlorhydria. 

There was no diminution in acidity in the 4 
cases of gastric ulcer I have seen in which a 
test-meal was given both before and after the onset 
of malignant degeneration. One of these was 
a patient who refused operation but was kept 
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comfortable after cancer had been diagnosed by 
occasional lavage and an unirritating diet; the 
acidity actually rose in the course of six months while 
the growth was steadily growing. A similar rise 
of acidity was observed by Polland and Bloomfield 
(1930) in 2 cases of carcinoma after an interval of 
four and six months respectively. I have never 
seen a case in which achlorhydria developed in a 
patient with carcinoma of the stomach who was 
known to have had free acid present at an earlier 
stage of the disease, and very few such cases have 
been reported (Golding-Bird 1841, Bockus, Bank, and 
Willard 1932, Robertson 1934, Shaw and Schloss 
1934, Morley and Wilkinson 1937). It is surprising 
that such exceptions are not more frequent in view 
of the progressive destruction of acid-secreting 
cells by the direct invasion of carcinoma of the body 
and fundus and of the aggravation of the existing 
gastritis by the irritating secretion of large ulcerated 
growths, whether secondary to gastritis or ulcer, 
especially when accompanied by gastric stasis in 
pyloric carcinoma. 


ADENOMA OF THE STOMACH 


Polypous adenomas of the stomach were present 
in 47 out of 11,000 autopsies performed by Stewart 
(1929); in 27 they were single, in 7 there were two, 
in 1 three, and in 2 four ; in 10 they were numerous ; 
6 of the 27 cases (22 per cent.) with a single polypus 
and 7 of the 20 with multiple polypi (35 per cent.) 
were associated with carcinoma. As there were 263 
cases of carcinoma of the stomach in the same series, 
about 5 per cent. of the latter were probably secondary 
to simple adenomas. This condition is distinct from 


the very rare polyposis of the stomach already. 


mentioned, in which hypertrophic gastritis has led 
to the development of innumerable polypoid masses 
scattered over the greater part of the stomach. The 
mucous membrane in this condition, as Menetrier 
was the first to point out, is also very liable to undergo 
malignant degeneration, 


LOCALISATION OF CARCINOMA OF THE STOMACH 


Although the type of gastritis which predisposes 
to cancer appears to affect the whole or the greater 
part of the stomach more or less uniformly, and 
although a very large majority of chronic ulcers are 
situated on the lesser curvature of the stomach and 
in the duodenal bulb, cancer is commoner in the 
pyloric region than anywhere else in the stomach 
and never involves the duodenal bulb. It is clear 
therefore that, when the pyloric region is affected 
by chronic gastritis or by chronic ulceration, there 
must be an additional factor predisposing to the 
development of cancer, which is present to a much 
less pronounced degree in the rest of the stomach 
and completely absent from the duodenum. This 
factor is probably friction. When the normal gastric 
movements are watched with the X rays, it is clear 
that the mucous membrane of the fundus of the 
stomach and of the duodenal bulb is never subjected 
to friction. There is very little friction in the body 
of the stomach, but it steadily increases in intensity 
as the pylorus is approached, owing to the increasing 
depth of the waves of peristalsis, which begin at the 
junction of the upper and middle thirds and only 
give rise to definite churning movements in the 
pyloric vestibule. No churning occurs either in the 
fundus or in the duodenal bulb. 


ANGLO-DUTCH INVESTIGATIONS 


In 1936 at my suggestion Dr. J. S. Bruske of 
Amsterdam and Mr. W. E. Herbert of Guy’s Hospital 
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examined the teeth and dietetic habits of 500 patients 
between the ages of thirty and sixty attending the 
out-patient department of Guy’s Hospital, London, 
and 500 similar patients attending the university poly- 
clinic of the Wilhelmina Gasthuis, Amsterdam 
(Herbert and Bruske 1936). The first 100 of each 
group of patients were examined jointly to make 
sure that the standards were identical for both 
series of investigation. They found that the Dutch 
have a slightly better masticatory apparatus 
than the English as judged by the number, condition, 
and occlusion of the teeth, but the difference was 
too small to be of any significance, and 58 per cent. 
eat too quickly and consequently chew insufficiently 
compared with 11 per cent. of the English.t Gross 
oral sepsis was present in 44 per cent. of the Dutch 
and in 28 per cent. of the English. 

The Dutch eat more bread, cheese, and vegetables 
than the English and less meat, differences which 
are unlikely to be of any importance in this connexion. 
A good deal of rye bread is eaten by all classes in 
Holland, whereas it is almost unknown in England ; 
it is possible that rye may act as a gastric irritant. 
Spiced foods were eaten in excess by 48 per cent. 
of the Dutch and 19 per cent. of the English, and 
43 per cent. of the Dutch were accustomed to take 
their food and drink at a temperature over 60° C. 
compared with 22 per cent. of the English. Lastly, 
62 per cent. of the Dutch but only 13 per cent. of 
the English smoked more than 4 oz. a week of pipe 
or cigarette tobacco or more than six cigars a day, 
and 18 per cent. of the Dutch chewed tobacco, a 
practice which is almost unknown in England. 
Official figures show that the consumption of spirits 
per head of the population in England is about double 
that in Holland, but alcohol appears to be of less 
importance as a cause of precancerous gastritis 
than of precancerous csophagitis, for the incidence 
in the alcohol trades is less than double that of the 
general population in cancer of the stomach compared 
with four times that of the general population in 
cancer of the csophagus. 

The conclusion which can be drawn from these 
investigations is that, whenever there is a difference 
between the dental conditions and dietetic and 
smoking habits of the English and Dutch, it is (with 
the exception of alcohol) to the advantage of the 
former. Any gastric irritation which may result 
from the consumption of rye bread, spices, and very 
hot food and drink, from insufficient mastication, 
from swallowing septic material resulting from oral 
sepsis, and from excessive smoking and tobacco- 
chewing is considerably commoner in Holland than 
in England. Though many gastric irritants are of 
equal importance in Great Britain and Holland, the 
differences found by Bruske and Herbert may well 
produce a considerably greater incidence in Holland 
of gastric ulcer among individuals with an ulcer 
diathesis and of achlorhydric gastritis among those 
with constitutional hypochlorhydria. If my views 
about the origin of carcinoma of the stomach are 
correct, this would explain why its incidence is so 
much greater in Holland than in England. 

From observations and inquiries I have already 


tł Commenting upon a reference to this in my Harveian 
oration in 1937 Dr. Reginald Hodder (1937) wrote as follows : 
“ Over a period of ten years it happens that my wife and I 
have visited many families in Holland and that they have 
visited us here. Weyhave both commented upon the speed 
with which our Dutch friends swallow tbeir food. At many a 
dinner table we haveffound ourselves hopelessly behind in the 
race, and have guessedjat the urgent signals (in Dutch) sent out 
by our hostess for the family to hold back. In the same way, 
when we have been the hosts in London, we have found our- 
selves finishing in a hurry in order not to delay our guests.” | 
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made I think that similar differences will be found 
to account for the relatively high incidence 
of cancer of the stomach in Sweden, and arrange- 
ments have been made for an Anglo-Swedish 
investigation into the subject on the same lines as the 
Anglo-Dutch investigation carried out by Bruske 
and Herbert. | 

Class differences in the incidence of cancer of the 
stomach must be due to defective alimentary hygiene 
among the poor, the most important probably being 
septic teeth and lack of an adequate number of teeth 
for efficient mastication. Thus Mr. A. L. Spencer- 
Payne found gross oral sepsis in only 12 per cent. 
of better-class English patients, as judged by the 
examination of 500 consecutive patients in New 
Lodge Clinic, compared with 28 per cent. of the 500 
hospital patients examined with the same standard 
by Herbert. Other likely factors are coarse and less 
well cooked food and stronger tobacco. 


PROPHYLAXIS OF CANCER OF THE STOMACH 


At present we have no knowledge how the consti- 
tutional susceptibility to cancer can be controlled, 
though it does not seem beyond the bounds of 
possibility that the time will come when it will be 
possible to recognise it and take measures to over- 
come it. It should, however, already be possible 
to provide an efficient prophylaxis of cancer of the 
stomach by preventing the development of chronic 
gastritis and chronic gastric ulcer in those pre- 
disposed by their gastric constitution, or, when this 
fails, by recognising and curing gastritis and gastric 
ulcer at as early a stage as possible and taking 
measures to prevent their recurrence, The prophy- 
laxis of gastritis and gastric ulcer consists in avoiding 
the various gastric irritants I have described, however 
trivial they may appear to be. It should be possible 
in Holland and Sweden to reduce the incidence of 
cancer of the stomach at least to that of Great Britain, 
and in Great Britain we should not rest content until 
the incidence among the poor is no higher than 
that among the well-to.do, and among the latter 
there should be many opportunities for effective 
prophylaxis. 

Greater attention to the teeth in particular should 
do much to reduce the incidence of cancer of the 
stomach in the poor. The British Dental Association 
has recommended that dental benefit should be made 
available as a statutory benefit under the National 
Health Insurance Act. This would mean the 
maintenance of oral hygiene in 18,000,000 insured 
workers or, if extended to their dependants, in about 
40,000,000 persons, most of whom at present receive 
no dental attention beyond occasional extractions. 
Unfortunately, dental treatment is obtained as an 
additional benefit by less than 10 per cent. of the 
insured population to whom it is already available, 
and, when obtained, it has to be very radical owing 
to previous neglect. The gap existing between school- 
leaving age, when school dental service ceases to 
be available, and entry on dental benefit also contri- 
butes to the appalling dental condition of the great 
mass of the working-class population. A large 
increase in the number of qualified dental surgeons 
would be required to carry out the work, the financial 
aspect of which presents great but probably not 
insuperable difficulties. It should have an extremely 
beneficial effect on national health, for it would 
greatly reduce the incidence of gastritis and gastric 
and duodenal ulcer, as well as carcinoma of the mouth, 
pharynx, esophagus and stomach. 

It may not be practicable at present to do much 
in the way of prophylaxis in the young, but after 
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middle age, when most people become more ** health 
conscious,” it should be possible to persuade the 
majority to adopt the simple measures required to 
remove the multiple exciting causes of gastritis and 
so institute a true prophylaxis of carcinoma of 
the stomach, more than 70 per cent. of the victims 
of which are over fifty. It is not too late for this 
even at the age of fifty or sixty, though gastritis 
in a latent form may have already been present for 
many years, 

One means of improving the prospects of a per- 
manent cure after a successful gastrectomy would 
be for surgeons to recognise that a local recurrence 
is more often due to a continuation in the remaining 
portion of the stomach of the process which led to the 
development of the primary growth than to failure 
to remove the whole of the tissue already invaded 
by cancer. That is to say, the residual gastritis 
requires most careful treatment by diet and the 
removal of all sources of irritation after the operation 
in order to prevent further malignant degeneration. 

As carcinoma probably develops only in individuals 
who are constitutionally predisposed, it might be 
thought that steps taken to prevent them from 
developing carcinoma of the stomach would be 
rendered futile owing to the likelihood that they would 
become victims of cancer in some other organ ; but 
among those constitutionally predisposed there 
are doubtless many who have no organ-inferiority 
and no accompanying chronic irritation; hence 
they never develop carcinoma. Others have a single 
organ-inferiority, and if they can be saved from 
developing carcinoma by avoiding irritation of that 
organ they will never develop carcinoma at all 
No doubt some who may be saved from carcinoma 
of the stomach may ultimately develop it elsewhere, 
but even in these the chance of radical cure by 
radiotherapy or surgery is likely to be much greater 
than if the growth had been in the stomach, in which 
the early diagnosis is more difficult and the prognosis 
is far worse than in most other common situations. 
Moreover, by the time the age is reached at which 
the liability to cancer of the stomach is greatest, the 
liability to develop cancer in such organs as the 
cervix uteri and breast is to a great extent passed. 


(To be concluded) 
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LEAD-POISONING 


LEAD CONTENT OF BLOOD AND OF 
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THE improved analytical methods which have 
become available in the last few years for the estima- 
tion of small quantities of lead in biological materials, 
and the general recognition that lead is normally 
excreted by the human subject, have enabled a 
closer approach to be made to the problem of the 
chemical diagnosis of lead-poisoning. Recent work 
on this problem has been discussed by Minot (1938), 
Willoughby and Wilkins (1938), and Monier-Williams 
(1938). In a previous paper (Tompsett and Anderson 
1935) we reported figures for the excretion of lead by 
patients in hospital who had not been exposed to lead 
and for the level of lead in the blood of these patients. 
The average excretion on hospital diet was 0:05 mg. 
lead daily in the urine and 0:22 mg. daily in the 
fæces, and the blood-lead varied from 40 to 70 ug. 
per 100 ml., with a mean of 55 ug. Only one patient 
with lead-poisoning had been examined at that time, 
and he showed as much as 380 ug. lead per 100 ml. 
of blood. 

The present paper is a report of the results of the 
analysis of blood and excreta from cases of suspected 
lead-poisoning admitted to the Royal Infirmary 
during the last three years. 


METHODS 


The methods used were essentially those described 
in the previous paper. In view of certain improve- 
ments which have been made in the method for the 
extraction and estimation of lead, the method as now 
adapted for the analysis of blood is given in detail. 


Approximately 20 ml. of venous blood was with- 
drawn with an all-glass syringe and a stainless- 
steel needle. The blood was immediately poured 
into a tube, and before coagulation took place a 
measured quantity was pipetted into 100 ml. of lead- 
free 10 per cent. solution of sodium phosphate in a 
silica dish. The sodium phosphate, which was kept 
as a 10 per cent. stock solution, was always de-leaded 
just before use in the following manner. To every 
100 ml. solution in a separating funnel 5 ml. of a 
2 per cent. solution of sodium diethyldithiocarbamate 
was added, and the whole was shaken vigorously 
with ether. The lead-free aqueous solution was then 
run into the dish. The contents of the dish were then 
evaporated to dryness on a steam bath and ashed 
as described in our original paper, with only 1 ml. 
of nitric acid. The ash was dissolved in 50 ml. 
of water containing 2 ml. of concentrated IICl, 
and the solution was transferred to a separating 
funnel. The solution, which with washings amounted 
to 100-150 ml., was made faintly alkaline to litmus 
by the addition of ammonia (specific gravity 0'880) 
and cooled. To the cool solution was added 5 ml. 
of a 10 per cent. solution of potassium cyanide, 
followed by 2 ml. of a 2 per cent. solution of sodium 
diethyldithiocarbamate and by 25 ml. of ether; 
the mixture was shaken vigorously and the aqueous 
layer allowed to run off. The ether extract was 
washed with 25 ml. of water and then run into a 
150 ml. round-bottomed Pyrex flask, a further 10 ml. 
of ether being used to wash the funnel. The aqueous 
solution was re-extracted with 10 ml. of ether, which 
was added to the first extract, together with a second 
washing of 10 ml. of ether. The ether was then 
evaporated off on a steam bath and the organic 


material in the residue destroyed by digestion with 
0°2 ml. of sulphuric acid and 0°2 ml. of perchloric acid. 
To the flask were added 3°5 ml. of water, 0°2 ml. 
of glacial acetic acid, 1 ml. of ammonia (specific 
gravity 0°880), and 6 drops of a 5 per cent. solution of 
sulphurous acid, in that order, and then the whole 
contents of the flask were transferred to a 50 ml. 
glass-stoppered pyrex volumetric flask, and the 
digestion flask was washed out with 5 ml. of a 1 per 
cent. solution of potassium cyanide into the volu- 
metric flask. To the mixture 10 ml. of carbon tetra- 
chloride and excess of a freshly prepared aqueous 
solution of diphenylthiocarbazone were added. (The 
diphenylthiocarbazone solution differs from that 
described in our previous paper and was prepared 
in the following manner: a knife-point of diphenyl- ` 
thiocarbazone was dissolved in 1 ml. of CCl, and 
shaken with 5 ml. of a 4 per cent. solution of NH,OH. 
The aqueous solution was then pipetted off and used.) 
After vigorous shaking, the contents of the flask were 
poured into a test-tube, the aqueous layer was removed 
with a teat pipette, and the carbon tetrachloride 
layer was returned to the flask, where excess diphenyl- 
thiocarbazone was removed by repeated extraction 
with 10-ml. lots of a 1 per cent. solution of KCN. 
Usually four to six extractions were necessary. 
The pink extracts were then washed with water, 
filtered through lead-free filter-paper, and compared 
with a standard in a colorimeter.. A blank estimation 
was carried through on the reagents without blood, and 
to the final solution obtained a known amount of 
lead was added to prepare the standard solution, thus 
allowing for the small amounts of lead present in the 
reagents. For normal blood, a standard containing 
0-01 mg. of lead was found to be suitable when 
20 ml. of blood was used. For particulars of the 
reagents reference should be made to our original . 
description of the method. ; 
RESULTS 

In accordance with our previous suggestion that 
“the estimation of blood-lead would appear to 
be a more satisfactory method of investigation than 
the determination of the excretion of lead,” the blood- 
lead was determined in all cases. The excretion of 
lead was also determined in a majority. The excre- 
tion was usually measured while the patient was 
having the ordinary hospital diet, but in some cases, 
which were admitted to the metabolic wards, the 
excretion on a high-calcium or low-calcium diet was 
also investigated. . 

The upper limit of normality for blood-lead was 
taken as 100 ug. of lead per 100 ml., for this value 
has been suggested by several authors (Taeger and 
Schmitt 1937, Teisinger 1936, Blumberg and Scott 
1935a), and our results have been classified accord- 
ingly. In table I are given all those cases with a 
blood-lead below 100 ug., and in table II all those 
with one or more readings above 100 ug. The 
excretion in the urine and fæces is given in mg. 
daily from the average of three days’ excretion. 
We emphasise the importance of giving the amount 
excreted daily and not per litre of urine or per weight 
of dried feces, for these latter figures are useless for 
comparison. For the details of the presence of 
punctate basophilia and a blue line in the gums we 
are indebted to the clinical notes. In some cases 
blood-films were not examined. 

Table I shows-that in most patients the blood- 
lead and the excretion of lead were within our 
previous normal lmits, and there was no question 
of plumbism. Case 19 is an exception, for, though 
his blood-lead was only 75 ug. per 100 ml., he excreted 
1-27 mg. of lead per day on an ordinary diet. This 
man had been working in an explosives factory in 
one of the Dominions and had been exposed to lead in 
powder form for six months before the symptoms 
appeared about a year before admission. He had 
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TABLE I—CASES WITH LESS THAN 100 uG. LEAD PER 100 ML, OF BLOOD 


3a Average of 3 days’ 
Lo excretion in mg. 
Case | Occupation Symptoms Final diagnosis Ze per day Remarks 
i Q bb he ee li, 
MÆ | Urine | Fæces| Total 
1 Policeman Loss of power in the arms preeree ive ee 55 0:05 | 0:19 | 0-24 — 
atrophy 
2 Carter Numbness of hands and feet Polyneuritis 65 0:06 | 0:19 | 0-25 — 
3 Printer Pain in the back and sides Neoplasm of cord 56 0:06 — — — 
4 Plumber Abdominal pain — 42 0:06 — — — 
5 Painter Colic Spastic colitis 56 0:06 | 0:21 | 0:27 — 
6 Stereotyper Pain in the chest Coronary disease 52 0-065] — — — 
7 | Metal-worker Drop-wrist sonowes by facial Cerebral softening 91 0:095| — — Died. Autopsy 
paralysis 
8 Housewife Wrist- and foot-drop (bilateral) Alcoholic neuritis 46 — — — — 
9 Ater y ienes Diarrhea, and abdominal pain — | 70 — — — — 
urner 
10 Painter Headache, vomiting, loss of power — 49 — — — _ Outpatient 
in right arm 
11 Plumber Headache — 51 0:05 | 0:59 | 0-64 — 
12 Painter Weakness of legs, headache Arteriosclerosis 90 — —— — — 
13 Plumber Vomiting and abdominal] pain Appendicitis 60 — — — Operation 
14 Painter Bad taste in the mouth and Appendicitis 64 | 0-17 | 0-34 | 0-51 — 
abdominal pain 
15 Printer — — 54 — — — Outpatient 
16 Printer Numbness and tingling of hands and | ? Addison’s disease 48 — — — — 
feet (pigmentation of mouth) : 
17 i — Pain in lumbar region — 33 — — — Outpatient 
18 Painter Weakness and wasting of hands — 63 — — — — 
0:11 | 1-16 | 1-27 Ordinary diet 
19 Explosives Colic and constipation ; weakness Chronic plumbism 0:17 | 1:14 | 1°31 | Low-calcium diet 
factory warker of hands 5 and NH.Cl 
0:11 | 0-68 | 0-79 BIEN eo 
e 


been off work for eight months, during which time 
a diagnosis of lead-poisoning was made. He was 
seen soon after his return to Glasgow, when he was 
complaining of colic, constipation, and weakness 
of the hands. In view of his large excretion of lead, 
he was classified as a case of chronic plumbism. 
His excretion of lead was increased slightly by a low- 
calcium diet, combined with the administration of 
ammonium chloride, and decreased when he was put 
on a high-calcium diet (table I). This case shows 
that the determination of the excretion of lead, as 
well as the blood-lead, may be necessary in doubtful 
cases. 

Case 7, a metal-worker, admitted with drop-wrist, 
appeared at first as a possible case of plumbism, 
and blood-lead of 91 ug. was on the border-line, but 
his condition deteriorated, with the development of 
facial paralysis, and he died, the clinical diagnosis 
of cerebral softening being confirmed at autopsy. 
An analysis of some of the tissues was carried out 
post mortem with the folowing results. 


Lead in mg. per kg. of wet tissue 


Femur š 43°3 Liver oo 54 
Tibia ee 78:9 Kidney PE e.. 20 
Rib .. 7 19°6 Brain oe ee 1:36 
Vertebra ... ee 50°6 


The figures for femur and tibia fall within the limits 
given for these bones by Tompsett (1936) and Lynch, 
Slater, and Osler (1934). The remainder are compar- 
able with those given in our original paper (Tompsett 
and Anderson 1935) for a patient with occupational 
exposure to lead—namely, a painter—except that the 
lead content of the vertebra is higher. 

In case 12, whose blood-lead was also near the 
border-line, the excretion of lead was not determined. 


In none of these patients was punctate basophilia 
or a blue line in the gums noted. 

All the cases with a blood-lead of more than 100 ug. 
detailed in table II were diagnosed as lead-poisoning. 
The table shows that the rate of excretion of lead was 
not proportional to the level of lead in the blood— 
e.g., case 24, whose blood contained 200 ug. per 
100 ml., excreted 2:82 mg. daily, whereas case 23, 
on readmission with a blood-lead of 322 ug., only 
excreted 0:49 mg. daily. Case 25 on first admission 
had a blood-lead of only 80 ug. and no punctate 
basophilia and was discharged with an incomplete 
diagnosis. Five months later he was readmitted 
with severe colic and melzena, when his blood-lead 
was 322 ug., and the blood showed definite punctate 
basophilia. From table II it will be seen that the 
level of the lead in the blood fell slowly during treat- 
ment and in some patients reached a normal figure 
in six or seven weeks; this fall was accompanied 
or preceded by clinical improvement and disappearance 
of symptoms. In this small series colicky abdominal 
pain was the commonest symptom. 


DISCUSSION 


From these results we conclude that, when the 
level of lead in the blood is above 100 ug. per 100 ml., 
some degree of poisoning with symptoms will be 
present. Thus far we agree with Blumberg and 
Scott (1935a), Teisinger (1936), and Taeger and 
Schmidt (1937), all of whom put the critical limit 
for blood-lead at 100 ug.; but we suggest that in all 
questionable cases the total excretion of lead should 
be determined, and that a daily excretion of 1 mg. 
or more would indicate poisoning, even if the blood- 
lead were below the critical level of 100 ug. Kehoe, 
Thamann, and Cholak (1933) consider a daily fecal 
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TABLE II—cASES WITH MORE THAN 100 uG. PER 100 ML. BLOOD (FINAL DIAGNOSIS OF LEAD-POISONING IN 


ALL CASES) 
Average of 3 days’ 
rede Blood- excretion in 
Case aor Occupation Symptoms lead mg. per day Remarks 
specimen (pg.100 ml.) 
Urine | Feeces| Total 
21 0 Red-lead Cramps in legs and 109 0:13 | 0°40 | 0°53 — 
painter abdominal pain 
22 0 Ditto Admitted in coma ; fits 137 0:07 | 0:32 | 0°39 — l 
23 0 Scrap-lead | Abdominal pain, cramps in legs ; 123 0°17 | 0-473| 0:643| Blue line, punctate basophilia. 
65 refiner readmission ; pain in legs 132 0-06 — — 
0 Ship-breaker Colic and constipation 207 0:29 | 2°53 | 2:82 Blue line 
20 (oxyacetylene) 200 0-16 | 1:56 | 1-72 . 
24 a3 0°06 | 0:36 | 0°42 Well; no pain 
130 61 ae) ae a 
0 Red-lead Colic and vomiting 80 == _ — Punctate basophilia absent 
150 painter Readmission for return of 322 0:18 | 0:31 | 0-49 | Definite punctate basophilia 
25 pain with melæna 
159 260 — — — 
167 126 — — — 
26 0 Hydraulic- Colic and pain in right leg 113 0:20 | 0-80 | 1:0 — 
press worker 
. 0 Painter’s Pains in abdomen, drop-foot, 350 — — == 
labourer and cramps in hands 
27 20 220 0:06 | 0-17 | 0-23 
| 58 55 oe WW Carers cee 
307 48 — 
0 Red-lead Bad taste in mouth, abdominal 348 — — — Blue line 
| aa painter discomfort, chronic constipation 507 
28 90 — 0:51 | 0°14 | 0-65 
95 140 — — — 
104 , 83 — — — 
111 90 — — — 
0 Bath Pain in chest (intercostal 400 — — — — 
enameller neuritis 
29 5 340 0:21 | 0-92 | 1:13 Ordinary diet 
9 — 0:20 | 09 1-1 High-calcium diet 
0 Accumulator Pains in chest 200 — — — — 
25 repairer 33 — — — 
30 32 — 0:15 | 0:27 | 0-42 Ordinary diet and NH,C} 
re a 0°09 | 0-39 | 0°48 Ordinary diet 


excretion of 1-1 mg. as associated with poisoning. 
There is one fallacy to be guarded against in using 
the excretion of lead for diagnostic purposes, and 
that is an accidentally high intake of lead in the diet 
during the period of test. It is preferable to determine 
the excretion on a diet of known lead content, and 
urine and feces should be collected over a period of 
at least three days. 

We found, as reported previously, that the ordinary 
diet in the Royal Infirmary had a daily lead content 
of 0:22 mg. The water contained 0-03 mg. of lead 
per litre; hence the average daily intake was about 
0:25 mg. The mean total daily output for patients 
was 0:27 mg. The patient in his own home, however, 
may be ingesting much larger amounts of lead from 
varied sources. To quote Monier-Williams (1938): 
“The total daily intake of lead from all sources, 
including water, is normally about 0-5 mg. An 
intake of 1 mg., or possibly even less, must be regarded 
with suspicion.” 

The large difference between the concentration of 
lead in the blood and that in the urine observed in the 
present cases is worthy of note. In the patients with 
lead-poisoning the concentration in the blool was 
ten to twenty times that in the urine, and even in 
the man with a normal blood-lead (case 19) it was 
six times that in the urine. This relationship might 
be explained if the lead was predominantly in the 
blood-cells. Blumberg and Scott (1935b) found that 
in clinical lead-poisoning the greater part of the lead 
was carried by the cells. For normal blood Willoughby 
and Wilkins (1938) report that in 90 per cent. of the 


bloods analysed the serum fractions contained no 
detectable amount of lead. By contrast, Teisinger 
(1936) found a more equal distribution between cells 
and plasma. 

Such clinical signs of plumbism as the blue line on 
the gums and punctate basophilia are by no means 
always present. Cases of suspected poisoning are 
only too often found to be edentulous when a blue 
line is sought. The extraction of any remaining 
teeth may have been advised as part of the treatment 
of early symptoms. 

The diagnosis of lead-poisoning in the early stages 
is sufficiently difficult to warrant the clinician calling 
the laboratory to his aid, and the usual brief ‘‘ medical 
inspection > which many workmen exposed to lead 
hazards undergo at intervals would appear to be 
insufficient to detect early poisoning. 

In the present state of knowledge, it cannot be 
claimed that the chemical diagnosis of lead- -poisoning 
is infallible, and a larger number of analyses by 
accurate methods of the blood and of the excreta 
of normal and poisoned persons will be required 
before the present uncertainty is removed. 


SUMMARY 


(1) Figures for lead content of blood and excreta 
of 29 cases of suspected lead-poisoning, of which 
11 were finally diagnosed as plumbism, are given. 
Some improvements in the method of estimation of 
lead are described. 

(2) In 10 of the cases of poisoning the blood lead 
was greater than 100 ug. per 100 ml. of blood and 
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varied from 100 to 400 pg. Total daily excretion 
in urine and fæces varied from 0:22 to 2-82 mg. 
and did not run parallel to the level of lead in the blood. 
The remaining patient showed a blood-lead of only 
75 ug. but a daily excretion of 1-27 mg. 

(3) It is suggested that more than 100 ug. of lead 
per 100 ml. of blood or a total daily excretion of 1 mg. 
or more of lead indicates lead-poisoning. 

Our thanks are due to several members of the staff 
of the Royal Infirmary for permission to quote from 
the clinical notes on these cases. 
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St. Mary’s Hospital) 


THE treatment of bacterial infections, and especially 
pneumonia, by means of 2-sulphanilyl-aminopyridine 
(M. & B. 693) has now become widespread, but there 
are many problems in connexion with this form of 
chemotherapy which remain to be solved. The 
experiments and observations set forth in this com- 
munication do, we hope, throw some light on certain 
of these problems. 


Sensitivity of Different Pneumococci to the Drug 


Whitby (1938a), in. his first article on M. & B. 693, 
noted that this drug had more effect on some types 
of pneumococci than on others, and our own pre- 
liminary tests in vitro showed that different strains 
of pneumococci varied greatly in their sensitivity 
to the drug. It seemed important, therefore, to 
make a systematic examination of pneumococci of 
all types to ascertain what differences there were in 
their sensitivity to M. & B. 693, and, if there were 
marked differences, whether these were related to the 
specific pneumococcal types or whether they occurred 
haphazard among different strains. 

The sensitivity of a microbe to a drug like 
M. & B. 693 can be ascertained in different ways. 
Blood may be infected with a fixed dilution of a 
culture and then this infected blood may be mixed 
with various concentrations of the chemical and the 
resultant growth noted. This is an excellent method 
but it has one serious technical drawback. As will 
be seen later, different strains of pneumococci vary 
enormously in their resistance to the antibacterial 
power of normal human blood, and if this method 
were used it would accordingly be necessary in every 
case to do a preliminary titration to ascertain the 
exact dilution of the culture which, when mixed 
with human blood, would give a convenient number 


_ replaced the 693 solution. 


of colonies. To avoid this extra labour we adopted 
another method in which a fixed amount of M. & B. 693 
was added to blood infected with various dilutions of 
a pneumococcus culture. This enabled us to obtain 
an end-point with an unknown culture without any 
preliminary titration. 

Experiments were made with various concentra- 
tions of M. & B. 693 in blood, but usually a strength 
of 1 in 20,000 was used. This is about the concentra- 
tion which is reached in the blood of patients taking 
moderate doses of the drug and rather less than half 
the concentration obtained when full doses are given 
(Whitby 1938b). 

Serial dilutions 1 in 5, 25, 125, and 625 were made 
of a 24-hour broth culture of pneumococcus. Of 
these dilutions 2:5 c.mm. volumes were placed on a 
paraffined slide, mixed with 50 c.mm. of a mixture 
of equal volumes of fresh defibrinated blood and 
M. & B. 693 (1 in 10,000 in normal saline). These 
mixtures were placed in slide-cells. For each culture 
a control series was put up in which normal saline 
The slide-cells were now 
placed on a glass plate and sealed by surrounding 
them with a hot Vaseline-paraffin mixture. They 
were then incubated for 24 hours, after which the 
number of colonies which had grown out was estimated. 
The amount of the implant was ascertained by plant- 
ing on blood-agar 2:5 c.mm, of a known dilution of 
the culture. 

The pneumococcus colony in human blood in a 
slide-cell appears as a small white spot 0-5 to 1 mm. 
in diameter surrounded by an area of bluish purple 
discoloration up to several millimetresin diameter. The 
blood around the dark zone is slightly discoloured and 
gradually merges with the unaltered blood in the cell. 
With the more sensitive strains, concentrations of 
M. & B. 693 as low as 1 in 100,000 prevent this purple 
discoloration of the blood. A concentration of 
1 in 20,000 prevented it with all strains tested except 
sometimes when there were 150 or more colonies 
present in one cell. The colonies in the 693-blood 
mixture appeared as tiny white dots surrounded 
by a small bright greenish halo, which, when more 
than 50 colonies were present in one cell, were much 
easier to enumerate than those in the control series. 
Because of this there was sometimes (as can be 
seen in table I) an apparently higher count in the 
blood containing 693 than there was in the controls. 
Doubtless some colonies in the control series were 
hidden in the confluent darkened areas. 

Fig. 1 illustrates the result obtained with a sensitive 
and a relatively insensitive strain using a concentra- 
tion of M. & B. 693 in the blood of 1 in 50,000. This 
concentration was chosen because it had almost no 
effect on the insensitive strain and so the difference 
appeared in a striking manner. It can be seen that 
with the insensitive strain 6 colonies grow from the 
smallest implant in the control and 7 colonies in the 
693 series from the same implant. The sensitive 
strain, on the other hand, produces many colonies in 
the control series from implants of from 1 in 25 to 
1 in 625 of the broth culture but none appear in the 
693 series from these same implants. 

By the method described above we have tested 
strains of all the thirty types of pneumococci and 
in the case of certain types a number of different 
strains were tested. Four of these strains were 
obtained from the National Collection of Type 
Cultures; the others were isolated at St. Mary’s 
Hospital ‘during the last year, and for these we have 
to thank our colleague, Dr. M. Y. Young, who typed 
and preserved the cultures. The results obt ained 
are set forth in table I, different strains within a type 
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being designated A, B,C, &c. 
Several interesting points 
emerge from this table. 

1. Sensitivity of different 
pneumococci to the antibac- 
terial power of normal human 
blood.—This was found to 
be extremely variable. With 
some strains the number of 
colonies developing repre- 
sented 30-50 per cent. of 
the original implant; with 
many strains 1—20 per cent. 
grew out, and in one case 
the number of pneumo- 
coccal colonies represented 
only 0:006 per cent. of the 
number implanted. It is 
likely that this variation 
is related to the patho- 
genicity of these cocci in 
man. 

The sensitivity to the 
normal antibacterial power 
of human blood seemed to 
have no relation to the 
effect of M. & B. 693; for 


SENSITIVE STRAIN INSENSITIVE STRAIN 
Blood +-saline Blood +-saline 
(control) | Blood + 693 (control) Blood +693 


7 


3 


DILUTION OF CULTURE 


Fic. 1—Growth of sensitive and insensitive pneumococci in human blood containing 
M. & B. 693 in a concentration of 1 in 50,000. The dark spots represent 
pneumococcus colonies. 


TABLE I—SENSITIVITY OF DIFFERENT STRAINS OF PNEUMOCOCCI TO M. & B. 693 


| Number of Percentage Number of Percentage 
T colonies in— survivors T colonies in— survivors 
y ype tee 
an wane Blood + | faa, en Blood + 
ennai Blood + on me M S&B. |. S74 Blood + M XB M. & B 
.& B.693, Saline | oa” |: C + IM. &B.693,) Saline | ™ aoe” " 
| saline MS B 69 693 saline Mi 30000" 693 
IA | 400 2, n 20 18 XM A 320 2 | 6 4 2 
B | 500 112 70 22 16 
c 300 | 58 0 20 0 XIV A 8500 150 | 0 2 0 
D 100 52 2 62 2 B | 4500 3 | 50 0-5 1 
E | 
F 350 41 22 13 6 Xv A | 12,000 | 88 8 | o7 | 0-06 
G 1500 500 500 33 33 B | 9600 114 0 i 1l 0 
IT A 300 42 6 XVIA | 1800 ' 200 0 oin 0 
B | 200 51 ' 36 25 18 B | 17,625 127 0 | 07 U 
II A 130 | 42 o | 6 0 XVII A 925 110 oo 12 ? 
B 300 | 120 86 | 40 29 B 600 200 | 0 30 U 
c 375 | 13 16 | 4 5 © | 80,000 o | 0 2 0 
D 175 102 85 | 57 48 
E 3875 120 2 |} 3 0-05 | xvm a 480 18 0 4 0 
F 425 ee ae i 6 4 io » s : 
G — — — XIX A 500 0 
H Ro | alan 2 35 B | 2300 148 30 | 6 1 
vA 1500 | 27 | 4 3 0-3 XX A | 5600 | 63 0 12 | 0 
j Ho a c l ener | oa |g o3 | o2 
VA 125 ee) 0 . = 0 | 
XXI A 18,500 55 0 0:3 0 
VIA | 1900 17 ` 0 0°8 0 B 200 | 43 15 | 21 15 
í ae aa ae el 1750 | 18 o 11 
! XXI A | | 0 
VIIA 10,400 113 0 ' 09 0 B : 7000 104 0 1 o 
B 640 56 ` 0 1 0 C i 1600 88 0 6 V 
VII A 375 105 4 29 | 1 XXI A | 8250 39 21 0-5 0-2 
B 1100 250 0 | 23 0 B ' 13,400 ' 208 220 15 1-6 
c 1500 o i s= D c | 2300 , 21 2 ' 09 0:09 
. D 325 o — ! 
E  ' 1000 250 | 0 25 0 XXIV A | 200,000 13 1 0006| 0-0005 
F 1500 500 | Q + 33 0 
G 520 63 28 12 5 XXV A | 10,000 118 0 1 0 
H 250 ,' 48 26 15 | 10 
| i ' ] XXVI A | = _ 174 116 — — 
wa | 125 | œ 0 — , 0 B | 4050 | 123 107 3 2-5 
B ' 1375 128 4 8 + 08 c 3575 400 450 11 13 
c i 250 24 0 7, 0 | = | | 
XXVII A — 42 ' 0 | — — 
xa | 925 300 0 31 ; 0 B | 15,875 153 43 | 1 0-3 
B | 17,500 220 0 E gl c 9750 | 147 56 | 15 0-5 
C ' ! i i 
| : ! EXIX A 60,000 | 127 © 0 o2 | 0 
XIA | 30,000 600 | 0 2 0 | : | | 
B | 30,000 300 0 1 0 XXXIA |! 600 | 144 | 22 j 24 3-7 
sn 4, 30,000 380 | 0 1 0 Xxx Aa | 3500 | 200 0 | 6 0 
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instance, a strain of type I which gives 52 per cent. 
of survivors in human blood is sensitive to the drug, 
whereas a strain of type III giving 57 per cent. of 
survivors is almost insensitive. 

2. Sensitivity of pneumococci io M. & B. 693.— 
It will be seen that most of the strains of pneumo- 
cocci are sensitive to 693 in that the number of 
colonies developing in the presence of the drug is 
much less than when the drug is absent. There are, 
however, a considerable number of exceptions and, 
when these exceptions are considered, it will be seen 
that they do not correspond with any particular types. 
Among seven strains tested of type I two were sensitive 
and five relatively insensitive; in type III eight 
were tested and three were very sensitive ; in type VIII 
six were very sensitive out of eight tested. It does 
not appear as if the sensitivity to 693 is correlated 
with the type to which the strain belongs, but is 
rather a virtue of. the individual strain. This 
difference in sensitivity between individual strains is 
brought out very clearly in table II, which gives 
the detailed results obtained with two strains of 
type II and another two of type ITI. 


SENSITIVITY IN. VIVO 


The next question that arose was: Does the varia- 
tion in sensitivity of different strains of pneumococci 
to 693, as tested in vitro, correspond with differences 
of sensitivity in vivo ? 

The same sensitive and insensitive strains were 
used which are illustrated in fig. 1. These were 
passaged through mice until their virulence was 
raised and the virulence of both cultures for mice 


TABLE JI—DIFFERENCES OF SENSITIVITY OF 
INDIVIDUAL STRAINS OF SAME TYPE 


Type Blood + 
and Implant Blood +- NaCl. M. & B. 693 
Strain per cell No. of colonies » 1/20,000. 
o. of colonies 
| 300 42 D 0 
nA 1500 200 D 2 
| 7500 co D Boni very. small 
37,500 o D 
200 51 D 36 
II B | 1000 200 D 160 
5000 æ D æo D 
| 25,000 wo D co D 
l 130 42 D 0 
II A | 650 250 D 0 
3250 co D 0 
16,250 œ D oD 
(| oa | alla | & 
MID l 875 o D 800 approx. 
4375 o D ore) 


D = discoloration. œ = uncountable. 


was the same. At this stage the sensitivity to 693 was 
retested in vitro and again the strain of type XIII 
was found to be very sensitive and that of type VIII 
was again relatively insensitive. Mice were then 
injected with graded doses of 18-hour serum-broth 
cultures of the pneumococci. Some of these were 
left as controls, and others were treated with 
M. & B. 693. The results are shown in table III. 

A total amount of 30 mg. of M. & B. 693 saved 
all the mice infected with 100 M.L.D. (minimum 
lethal doses) of the sensitive strain whereas over four 
times this quantity (125 mg.) was unable to save any 
of the mice infected with the same amount of the 
insensitive strain. With the sensitive strain also, it 
will be seen that 30 mg. of the drug saved two-thirds 
of mice infected with 1000 M.L.D. but with the 
insensitive strain 125 mg. only saved half the mice 
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infected with 10 M.L.D. It is quite clear, therefore, 
that the classification of these pneumococci as very 
sensitive and relatively insensitive to M. & B. 693 


TABLE IL[I—SENSITIVITY OF PNEUMOCOCCI TO 
M. & B. 693 IN VIVO 


l. Very sensitive strain (type XIII) 


culture doses in four r days) eight days 

107? 0 0 

10-5 30 mg. 6 

6 10-4 30 mg. 4 

2. Relatively insensitive strain (type VIII) 

5 10-7 0 0 
6 10-6 125 mg. 3 
12 10-5 125 mg. | 0 
6 10-4 125 mg. | 0 


by in-vitro tests in human blood was completely 
confirmed by in-vivo experiments in mice. 


Synergic Action. of Drug and Vaccine 


Fleming (1938a) showed that M. & B. 693 in effective 
concentrations has little or no bactericidal effect 
in human blood but that there was a marked bacterio- 
stasis. It follows from this that the killing of the 
bacteria has to be done by the natural defences of 
the body, and the obvious corollary to this is that the 
more effective these defences are, the greater will 
be the bactericidal power. This is merely another 
way of saying that the higher is the degree of immunity 
of the animal, the greater will be the apparent action 
of a drug like M. & B. 693. 

The combination of immunotherapy and chemo- 
therapy with drugs of the sulphanilamide group has 
already been suggested. Fleming (1938a) has shown 
in vitro that the addition of a specific antibacterial 
serum to a mixture of blood and M. & B. 693 increases 
its antibacterial action to pneumococci. De and 
Basu (1938) showed that staphylococcal antitoxic 
and antibacterial serum enhanced the action of 
sulphanilamide in experimental staphylococcal infec- 
tions and Loewenthal (1939) clearly showed that the 
administration of streptococcal antiserum saved 
mice experimentally infected with hemolytic strepto- 
cocci and treated with doses of sulphanilamide 
too small by themselves to effect a cure. These 
observations deal with passive immunity by means 
of an antiserum. The only observations which bear 
on active immunity are those of Cokkinis and 
McElligott (1938) who have suggested that sulphanil- 
amide therapy in gonorrhea is most effective in 
patients who have had the disease sufficiently long 
to acquire some immunity either as a result of the 
infection or the administration of vaccines. . 

Experiments were undertaken to ascertain whether 
active immunity would enhance the apparent curative 
effect of M. & B. 693 in experimentally infected 
animals. In table III it was shown that five daily 
doses of 25 mg. of M. & B. 693 did not save any of 
12 mice infected with 100 M.L.D. of a certain strain 
of pneumococeus (type VIII Day). This was a 
relatively insensitive strain and was chosen for 
the next series of experiments, as it seemed obvious 
that in man treatment with M. & B. 693 alone was 
most likely to fail when the infecting organism 
belonged to this class. 
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Control rabbit untreated 


He p 
°o 


F 106 


0O I! 23 4 5 6 0 
DAYS DAYS 


Rabbit vaccinated’ but not 
treated with M. & B. 693 


= === 
| l Death 
00 r 2 3 Oo Ii 2 2 6 


Rabbit treated with 
vaccine and M. & B. 693 


Unvaccinated rabbit treated 
with M. & B. 693 


DAYS DAYS 


Fre. 2—Experiments showing the effect of preliminary vaccination and of chemotherapy on pneumococcal infection in 


rabbits. 


The virulence of this strain had been increased by 
mouse passage until an intraperitoneal injection of 
0-2 c.cm. of a 10-7 dilution of a serum-broth culture 
would regularly kill mice. This infecting dose 
contained 4-12 living cocci. 

A vaccine was prepared from a serum glucose- 
broth culture and sterilised by heat at 60° C. This 
was diluted in saline until it contained 50 million 
per cubic centimetre and then a number of mice were 
inoculated with 0:5 c.cm. (= 25 million) of this 
vaccine intraperitoneally. Six days after vaccination 
these mice, together with a batch of uninoculated 
mice, were infected intraperitoneally with 0-2 c.cm. 
of various dilutions of a young virulent culture of 
the same strain of pneumococcus. 

All the infected mice were redivided into two 
batches of which one batch of inoculated and unin- 
oculated mice were left untreated, and another batch 
were treated with M. & B. 693. These latter were 
given five daily doses of 25 mg. of the drug orally in 
mucilage. The results are shown in table IV. 


TABLE IV—SYNERGIO ACTION OF PNEUMOCOCCAL VACCINE 
AND M. & B. 693 FOR THE PROTECTION OF MICE 


Infecting dose 


Survivors 

wee We Vaccine | (altation of Mice sitter n 
0 0 10-7 4 0 
0 25 million 105 4 0 
5 x 25 me. 0 1075 4 0 
5 x 25 me. | 25 million 1075 5 5 
5 x 25mg. | 25 million 10-4 5 4 


0:2 c.cm. of a 10-7 dilution of the infecting culture contained 
12 pneumococci. 
Infecting dose given six days after the vaccine. 


A similar experiment was made in which the mice 
were inoculated with 100 million of the pneumo- 
coccus vaccine. The results of infection with a test 
dose of living cocci on the sixth day after vaccination 
are shown in table V. Here again the drug alone 
failed to save any mice infected with 100 M.L.D. 
of pneumococci, but in combination with the vaccine 
the majority recovered. 

Confirmatory experiments were made in rabbits. 
Rabbits were inoculated with a single dose of pneumo- 
coccus vaccine and then after six days they were, 
along with a control animal, inoculated intradermally 
with 0-2 c.cm. of a virulent pneumococcus culture of 


The arrows indicate the time of infection, 


the same strain from which the vaccine had been 
prepared. Some of these rabbits were given 
M. & B. 693 orally and some were left untreated. 


TABLE V—RESULT OF ONE DOSE OF 100 MILLION PNEUMO- 
COCCUS VACCINE ON MICE TREATED WITH M. & B. 693 


PEE 85 | vacomo | ot paeen ocorei | w 
(5 doses accine (dilution of Mice | Survivors 
in four days) culture) 
0 0 1077 5 0 
5 x 25 mg. 0 10-5 5 0 
0 100 million 1075 5 1 
5 x 25mg. |100 million 10-5 10 7 
5 x 25mg. | 100 million 1074 10 2 


Their temperatures were recorded and blood-cultures 
were made at intervals. The temperature charts 
are shown in fig. 2. 

The control animal (unvaccinated and untreated 
with M. & B. 693) died on the 4th day, and blood- 
cultures from the 12th hour onwards were positive. 

The rabbit which had been vaccinated and not 
treated with M. & B. 693 died on the 2nd day, and 
blood-cultures from the 12th hour were positive. 

The uninoculated rabbit treated with M. & B. 693 
survived, but it ran a high temperature (between 
104° and 106° F.) for four days, and during that time 
its blood-culture was positive. Treatment with 
M. & B. 693, therefore, did not prevent the develop- 
ment of a generalised infection, but it sufficed to 
ultimately save the animal (possibly assisted by 
some increase in immunity which had developed 
within four days of the infection). 

In the inoculated rabbit treated with M. & B. 693 
the temperature rose to only 103°4° F. and was almost 
normal in 24 hours. Four blood-cultures taken 
from 12 hours onwards after infection proved 
negative. The animal showed practically no signs 
of illness and survived. 

In this series treatment with M. & B. 693 alone 
sufficed to save the rabbit, but only after a severe 
illness, in contrast to the vaccinated rabbit which 
was given the same M. & B. 693 treatment and 
which only had a trifling illness and no septicemia. 

The results in mice and rabbits show that the 
administration of a single dose of pneumococcus 
vaccine produces a degree of immunity such that the 
apparent effect of M. & B. 693 therapy is greatly 
enhanced. Or conversely, it might be stated that 
M. & B. 693 treatment enhances the apparent effect 
of vaccine therapy. 

K3 
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TABLE VI—ACQUIRED TOLERANCE OF PNEUMOCOCCI TO M. & B. 693 


Pneumococcus 
_ Type VIII (Day) 
Passage | 
No. | | ' 
Infected 1 M.L.D. Infected 100 M.L.D. 
5 mice, all died Treated M. & B. 693 
5 mice, all died 
| | | 
2 EE 1 M.L.D. Infected 100 M.L.D Infected 100 M.L.D. Infected 1 M.L.D. 
5 mice, all died Treated M. & B. 693 Treated M. & B. 693 5 mice, all died 
5 mice, all died 4 mice, EE a 
| | | | 
3 Infected 1 M.L.D. Infected 10 M.L.D. Infected 10 M.L.D. Infected 1 M.L.D. 
2 mice, both died Treated M. & B. 693 Treated M. & B. 693 2 mice, both died 
5 mice, all lived 4 mice, a aaa 
| | | | 
4 Infected 1 M.L.D. Infected 10 M.L.D. sara M.L.D. Infected 1 M.L.D. 


2 mice, both died 
4 mice, all lived 


* All mice died in four days. 


Treated M. & B. 693 


& B. 693 


2 mice, both died 
4 mice, all died tł 


t All mice died in three days. 


In all cases 1 M.L.D. was 0'2 c.cm. of a 1077 dilution of culture (= 4-10 living cocci). 


Acquired Tolerance of Pneumococci to the Drug 


Various experiments which we have done in the 
past have suggested that organisms grown for a 
time in the presence of sulphanilamide or M. &. B. 693 
could acquire an increased resistance to the drug. 
It was determined therefore to passage a virulent 
strain of pneumococcus through mice which were 
being treated with M. & B. 693 to ascertain whether 
this happened. 

The same relatively insensitive strain (type VIII 
Day) was used that was employed in the experi- 
ments on the synergic action of M. & B. 693 and 
vaccines. This strain regularly killed mice in doses 
of 0-2 c.cm. of a 10-7 dilution of a serum-broth culture. 
(This quantity contained 4-12 living cocci.) We 
have seen also that five doses of 25 mg. of M. & B. 693 
did not save any mice infected with 100 MeL.D. 
of this organism. 

Mice were infected with 100 M.L.D. of this pneumo- 
coccus and treated with five daily doses of 25 mg. 
of M. & B. 693. These mice died and cultures were 
made from the heart’s blood into serum broth contain- 
ing 1 in 10,000 of the drug. (It had previously been 
ascertained that this pneumococcus grew well in such 
a medium.) A similar dose of a 10-5 dilution of this 
culture was injected into a second batch of mice 
which were treated in the same way with M. &. B. 693. 
After death the heart’s blood was cultured in 
693-serum-broth, and a third and fourth passage in 
M. & B. 693 treated mice were made in the same 
manner except that the infecting dose was only 
10 M.L.D. At the same time untreated mice were 
infected with a 10-7 dilution of the culture to show 
that it maintained its virulence. These mice regularly 
died. The results are shown in table VI. 

In the first two passages the mice received 
100 M.L.D. and died between the 4th and 6th day. 
In the third passage only 10 M.L.D. were given and 
all the mice were dead by the 4th day. In the fourth 
passage (infecting dose = 10 M.L.D.) all the mice 
died in three days before the M. & B. 693 treatment 
was completed. 

Control series were used to show : (a) that 1 M.L.D. 
invariably killed the mice; (b) that mice infected 
with 10 M.L.D. of the culture which had never been 
in contact with M. & B. 693 all lived when given the 
usual treatment with this drug. 

This experiment shows clearly that pneumococci 
can acquire a tolerance or fastness to M. & B. 693 
in the course of three or four passages through mice 
treated with this drug. 


‘section of this paper. 


In order to corroborate these results some experi- 
ments were made in slide-cells with human blood 
infected with one of two cultures: (a) the strain 
(Day) which had never been in contact with 
M. & B. 693, and (b) the culture of the same strain 
after the fourth passage in mice treated with 
M. & B. 693. The sensitivity of these cultures was 
tested in the same way as was described in the first 
The readings were made after 
48 hours’ incubation at 37° C. and are shown in 
table VII. 


TABLE VII-—-SENSITIVITY TO M. & B. 693 IN VITRO OF 
NORMAL AND “ FAST” CULTURES OF PNEUMOCOCOCUS 
TYPE VIO (DAY) 


Original culture Passaged culture 
Dilution M. & B. | Dilution M. & B. 
Sais 1/ 40,000 sans oes 1/ 400 00 

~ 1/8190 + 0 1/8190 0 0 
1/2730 + 0 1/2730 0 0 
1/810 + 0 1/810 + + 
1/270 + + 1/270 + + 
1/90 + + 1/90 + + 
1/30 + + 1/30 + + 
1/10 + + 1/10 + + 


0 =No discoloration of blood. 
-+ = 


+ =Partial discoloration of blood. 
Whole mass of blood in slide-cell changed to a bluisb 
purple colour. 


It is clear that the two cultures show a great 
difference in their sensitivity to M. & B. 693. The 
unpassaged culture was as sensitive as the original 
culture, giving discoloration in the saline-blood 
mixture three dilutions weaker than in the 693-blood 
mixture. However, the culture which had been 
in contact with 693 during the passage through 4 mice 
gave discoloration of human blood at the same dilution 
in both blood-saline and blood-693 mixtures. 

The results obtained in this in-vitro experiment 
confirm the in-vivo results, just as in the first section 
of this paper it is shown that the results obtained 
in mice confirmed the results previously obtained 
in vitro. 

OTHER CHARACTERS OF THE 693-FAST PNEUMOCOCCUS 

After isolation from the fourth series of 693-treated 
mice the pneumococcus showed the following 
characteristics. 


Se ee ee me 
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Virulence. —Throughout the series of mouse passages 
the virulence of the pneumococci which were becoming 


“fast” to M. & B. 693 remained at the same level. 


Resistance to phagocytosis—Equal volumes of 
normal defibrinated blood and serum-broth culture 
(undiluted and diluted 10 times in saline) were 
incubated at 37° C. for one hour and then centrifuged 
for one minute. This treatment should give maximum 
phagocytosis. Stained films showed no phagocytosis 
either with the “normal” or with the “fast” culture. 

Existence of capsules.—There appeared to be no 
difference in capsule formation between the ‘‘ normal ” 
and the “ fast ” strain. Excellent capsules surrounded 
the cocci in the peritoneal fluid of the mice of the 
fourth passage and also in the 693-serum-broth 
culture derived from the heart’s blood. These 
capsules swelled up in the usual manner when a 
type VIIT antiserum was added. It is obvious there- 
fore that a pneumococcus can grow in animals for 
14 or more days in the presence of M. & B. 693 and 


yet retain its power of capsule formation apparently © 


unimpaired. 
Discussion 
It has been shown that when tested in vitro in 
human blood there are great differences in the 


sensitivity of pneumococci to M. & B. 693. This 
variation appears to be a virtue of the individual 


strain rather than of the type of pneumococcus, 


It follows that the typing of the infecting pneumo- 
coccus in the ordinary way does not throw light on 
its sensitivity to M. & B. 693; each strain has to 
be tested individually. 

It has been shown by a number of observers that 
passive immunity enhances the effect of sulphanil- 
amide in experimental infections in animals. Such 
evidence is not yet available with regard to M. & B. 693, 
but Fleming has shown the synergic action of this 
drug and antipneumococcal serum in vitro. In the 
present paper it has been shown that a single dose 
of pneumococcal vaccine combined with the oral 
administration of M. & B. 693 saved mice that would 
inevitably have died if treated by either method 
alone; the single dose of vaccine did not confer 
sufficient protection to save them and they all 
succumbed with the M. & B. 693 treatment alone, 
but the combination of both methods was eminently 
successful. 

This synergic action of pneumococcus vaccine and 
M. & B. 693 may well be of the utmost importance 
in the treatment of pneumonia in man.* Pneumo- 
coccus vaccine has been recommended for the 
treatment of pneumonia by many workers— 
first by Willcox and Morgan (1909), especially by 
Wynn (1936) and very recently by de Smidt 
(1938)—but it has never been extensively practised. 
There are probably two reasons for this, firstly the 
fear that the administration of a vaccine will induce 
a@ negative phase in the patient, and secondly the fact 
that the immunity conferred by a vaccine in the 
short time available in a case of pneumonia is not 
enough by itself to make an enormous difference in 
the clinical results. In the experiments cited above 
in mice and rabbits the vaccine by itself did not 
have any very striking effect. 


* Since this paper was written an article has appeared by 
Agranat, Dreosti, and Ordman (Lancet, Feb. 18, 1939) giving 
certain Agcures which suggest that prophylactic inoculation 
of man with pneumococcus vaccine has a considerable intluence 
on the course of pneumonia in patients treated with M. & B. 693. 
In the inoculated group practically 93 per cent. of the patients 
bad a normal temperature within three days, whereas in the 
uninoculated group it was only in 60 per cent. that the 
temperature returned to normal in four days after admission 
to hospital. 


- coccal types can be given. 


The fact that patients suffering from pneumonia 
can in a very short time develop antibodies in response 
to the administration of a vaccine has been demon- 
strated by Barach (1931). He inoculated patients 
infected with a type I pneumococcus with a type II 
pneumococcus vaccine, and in 3-4 days he was able 
to demonstrate in the patient’s serum protective 
antibodies against type II pneumococcus. As the 
patient was infected with type I these antibodies 
would not have developed as a result of the infection, 
and must have been produced in response to the 
vaccine. The test for protective antibodies to pneu- 
mococcus is not a delicate one, and if it were positive 
on the third day it is likely that some immunity 
(more than enough to be effective in combination 
with M. & B. 693) had developed much earlier. 

As regards the negative phase, observations by 
many workers have shown that large doses of pneumo- 
coccus vaccine can be administered to patients 
suffering from pneumonia without any risk of reaction. 

Antipneumococeal serum is only readily available 
for a few types of pneumococci so that the combina- 
tion of M. & B. 693 with passive immunisation is 
not possible except when the infection is by one 
of these types. Active immunisation by means of 
vaccines can, on the other hand, be combined with 
M. & B. 693 treatment, whatever is the infecting 
type, as stock vaccines for every one of the 30 types 
of pneumococci are obtainable and can be administered 
as soon as the infecting pneumococcus is typed. 
Even in cases where it is impossible to type the 
pneumococcus or where it is desired to proceed with 
treatment without waiting for the result of the typing 
a polyvalent stock vaccine containing all the pneumo- 
Alternatively, in many 
cases an autogenous vaccine can be prepared in 


- little more than 24 hours and reference may here be 


made to a rapid method of preparing pneumococcal 
vaccines in pneumonia recently described by 
de Smidt (1938). 

The immunity conferred by a vaccine administered 
early in a case of pneumonia may well turn the scale 
in combination with chemotherapy just as it saved 
the mice in the experiments cited in this paper. An 
examination of the results recorded in the first section 
of this paper shows that most of the pneumococci 
are so sensitive to M. & B. 693 that the normal 
degree of natural defence is likely to suffice to destroy 
the cocci damaged by the administration of this 
drug, and the clinical reports which have so far 7 
appeared bear out this statement. However, there 
are still fatal cases among those treated by chemo- 
therapy, and as it is impossible to say off-hand 
whether the infecting pneumococcus is very sensitive 
to 693 or not, we suggest that to obtain the best 
results chemotherapy should be combined with 
immunotherapy. 

Our findings regarding acquired tolerance of 
pneumococci to M. & B. 693 make it essential that 
the primary dosage of the drug should be bold, 
so that the infection can be dealt with before the 
cocci have had a chance to become “fast.’’ 
Insuficient dosage will not restrain the bacteria 
sufficiently to enable the natural defences of the 
body to destroy the infecting organisms and a 
persistence in such insufficient dosage will merely 
result in the infecting microbes acquiring an increased 
resistance to the drug, so a later increase in dosage 

may still be insufficient, 

We have given an in-vitro method of testing the 
sensitivity of a microbe to a chemical like M. & B. 693 
which is simple and which furnishes important 
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information. This can be applied to any organism 
which, when grown in blood, alters it so that the 
colonies are recognisable in slide-cells. Most of the 
pyogenic cocci, hemolytic B. coli, diphtheria bacilli 
and others can be tested in this way. 

We suggest that when time does not press it would 
be good practice to test the sensitivity of the infecting 
organism to M. & B. 693 or sulphanilamide by the 


method we have described, either in normal human ` 


defibrinated blood or in the patient’s own blood. 
If the organism is very sensitive the chemical could 
be administered with the expectation of a ‘good 
result, If the organism is only moderately sensitive 
then it is likely that, to obtain a good result, serum 
or vaccine treatment would have to be combined with 
chemotherapy, while if the infecting organism is 
quite insensitive there would be little hope of benefit 
accruing from the administration of the drug, and 
the patient might be spared its possible toxic 
manifestations. 


Summary 


A method is described by which the sensitivity of 
a microbe to M. & B. 693 can be tested in vitro. 
By this method pneumococci have been found to 
vary enormously in their sensitivity to the drug 
and this variation is not associated with the type of 
pneumococcus but with the individual strain. Experi- 
ments in mice confirm the results obtained in’ vitro. 

It is suggested that wherever possible such a test 
should be carried out and according to the result 
obtained forecasts can be made as to the result likely 
to be obtained with 693 treatment. If the infecting 
organism is very sensitive simple treatment with the 


drug will probably be effective ; if itis only moderately . 


sensitive it is very likely that some increase in 
immunity will be necessary in addition to 693 treat- 
ment; but if the organism is insensitive to 693 in 
concentrations which can be attained in the human 
body there is no justification for embarking on a 
course of 693 treatment, which cannot do good and 
may have serious toxic effects. 

In the second part of the paper it is shown that a 
single dose of pneumococcus vaccine given to mice 
or rabbits profoundly affects the course of an experi- 
mental infection in these animals when treated with 
M. & B. 693, and a strong case is made out for the 
combined use of vaccines and M. & B. 693 in all 
cases of pneumonia in man, 


In the concluding part experiments are cited which 
prove that pneumococci can, in an infected animal 
treated with 693, readily establish a tolerance or 
fastness to the drug. This makes it essential that the 
initial doses should be large, and also—as M. & B. 693 
merely interferes with the growth of the bacteria and 
the body has to do the actual killing—it is essential 
that the immunity should be raised to as high a degree 
as possible by any means, active or passive, specific 
or non-specific, so that the destruction of the bacteria 
may be complete before they have established 
tolerance to the drug. 


REFERENCES 


Barach, A. L. (1931) J. exp. Med. 53, 567. 

Cokkinis, A. J., and McElligott, G. L. M. (1938) Lancet, 2, 355. . 
De, S. P., and Basu, V. P. (1938) Brit. med. J. 2, 564. 
Fleming, A. (19388) Lancet, 2, 74. 

(1938b) Ibid, p. 564. 

Loewenthal, H. (1939) Ibid, Jan. 28, p. 197. 

de Smidt, F. P. G. (1938) Brit. med. J. 2, 1140. 
Whitby, L. E. H. (1938a) Lancet, 1, 1210. 

(1938b) Ibid, 2. 1095. 

Willcox, W. H., and Morgan, W. P. (1909) Ibid, 2, 471. 
Wynn, W. H. (1936) Brit. med. J. 1, 45. 


DR, EVE: A NEW TILTABLE BED: ITS MEDICAL USES 


`~ 


[MARoH 11, 1939 


A NEW TILTABLE BED: 
ITS MEDICAL USES 


By F. C. Evere, M.D. Camb., F.R.C.P. 


SENIOR CONSULTING PHYSICIAN TO THE ROYAL INFIRMARY, AND 
SENIOR PHYSICIAN TO THE VICTORIA HOSPITAL FOR 
CHILDREN, HULL 


WE call ourselves clinicians—from the Greek 
xAtyy, a bed—but do we not forget that the bed is 
our chief clinical implement? It has remained 
unaltered during the twenty-five centuries since 
Tutankhamen; hence we are apt to take the all. 
important bed for granted and to leave it too much 
to tho nurses. True, we now have the excellent 
cardiac beds which lift the knees and back; but 
these are costly, complicated, and liable to rust, and 
wrongly assume 2 constant length of thigh. Moreover 
they do not provide the invaluable head-down tilt. 
Bed-blocks give the very ineffective tilt of 1 in 6 
(10 degrees). Hence I have designed a cheap and 
simple tiltable bed, now manufactured to clinical 
requirements by Messrs. Siddall and Hilton, of 
Sowerby Bridge, Yorkshire. The figure shows how it 
can be tilted and clamped at any desired angle, head- 
up or feet-up. A check-cord is an additional, if 
redundant, precaution. 

I found that such a bed was useless without an 
efficient and adaptable bed-donkey, which did not 
exist, This was contrived (see figure) from an. inverted 
hammock of webbing, supported between twe arched 
iron rods. In the foot-down tilt the patient reclines 
on the bed and sits on the donkey, which also supports 
his legs. If his thighs are short, two lateral straps are 
slackened and the whole hammock lowers to fit him. 
His heels touch neither bed nor donkey, thus avoiding 
heel-pain or bedsores. If his legs are extra long, 4 
pillow under his buttocks makes him fit the donkey. 
The Fowler or cardiac posture is thus attained (see 
figure) with much of his weight transferred from b's 
buttocks to his thighs. This avoids bedsores and the 
wearisome pains in the bent lower back. On a 
ordinary bed the Fowler position usually entails 4 
bent spine and hence a bulging abdomen, conduciv: 
to flatus and stretched stitches. Moreover a helples 
patient slips and needs that exhausting and repeatel 
hoisting which is such a reproach to the clinician. 
This is prevented absolutely by two cords or strap 
that secure the donkey to the bed-frame. The hoi 
bottle (coverless) is housed under the arch of the 
donkey, where it cannot touch the patient’s skin, bu: 
the warmth rises, An arched rod takes off the weigh‘ 
of the bedclothes. 

Foot-drop is prevented by a pillow or board 
(15 x 11 in.) tied to the arches of the donkey by 
four strings. In swollen legs or phlebitis the donkey 
is reversed to provide an effective slope, quickly 
emptying a “white leg.” In the tropics this donkey 
would be much cooler for the legs than is the usual 
“ Dutch wife” bolster. In the afternoon rest of tired 
ladies the donkey, on bed or couch, produces a restful 
relaxation of every muscle. ‘This I confirmed by 
finding that the stimulus needed to produce a knee- 
jerk is, in anxious patients, a half or a third of that 
needed in the crossed-knee sitting posture. This 
perfect relaxation should help patients during psycho- 
analysis or for hypnosis. 


SOME MEDICAL USES 


The feet-down tilt secures without slipping the 
cardiac posture needed in bad hearts, asthma, 24 


F 


A 


JA 


` 


\ | 


THE LANCET] 


pneumonia. In a case of renal 
‘anasarca with ascites, under Dr. 
D. C. Muir, multiple punctures 
in the legs—with a mackintosh 
leading to a bucket at the bed- 
foot—yielded 10, 8, and 6 pints 
of fluid on the first, second, and 
third days respectively. The tilt 
also caused the ascites to empty. 
Sir Arthur Hurst tells me that 
he has never seen sepsis occur in 
these incisions; neither have I. 
For bed-weary patients, perhaps 
with backache or congested lungs, 
the mere change of tilt is useful ; 
all the pressure-points and direc- 
tions of pull and sag are altered. 
I have observed distended patients 
belching abundantly when shifted 
from the horizontal to the Fowler 
posture. 


In the head-down position the 
tilting bed opens up new possi- 
bilities. In abscess of the lung, 
bronchiectasis, or difficult expec- 
toration postural drainage is 
secured. After certain poison gases 
the excessive and suffocating 
bronchial secretion should drain 
mouthwards, In diphtheria with 
pharyngeal paralysis a head-down 
tilt may save life by draining away mucus. 
blocks are often inadequate. 


The “death rattle” is produced by thin mucus 
surging up and down the trachea, which the patient 


Bed- 


_is powerless to expel. This need not be assumed to 


be fatal, for a head-down tilt soon stops the horrible 
noise, and complete recovery may follow—as I have 
seen in diphtheritic paralysis of the diaphragm and 
in severe meningitis. Deglutition pneumonia may be 
avoided by a steep head-down tilt (blocks being 
useless) because I have found that the patient can 
easily swallow uphill, but the fluid food cannot flow 
into the trachea uphill. A desperate meningitis case, 
needing 15 cisternal punctures in the first month, 
was saved by this uphill feeding (Eve 1937). 


Artificial respiration can be performed with the 
tiltable bed by my rocking method (Killick and 
Eve 1933). The bed is merely rocked about 30 
degrees up and down a dozen times a minute by 
relations or other volunteers. The weight of the 
abdominal contents pushes and pulls at the inert 
diaphragm, securing a pulmonary ventilation equal to 
or exceeding Schaefer’s method. After a few days 
of this, recovery is quite likely to occur—in two 
days after my first diphtheritic diaphragm case 
(Eve 1932) and after eight days’ rocking in Dr. 
Kerr’s recent severe poliomyelitis case at Grimsby 
(Kerr 1939). 


Thus a tilting bed can meet these tragic emergencies 
with the necessary promptitude, and the rare long 
cases can later be put into an “iron lung ” if preferred. 
But this demands so much storage and such very 
expert nursing (Gauvain 1938) that I believe a rocking 
bed will prove the cheapest and simplest solution of 
this problem. The bed fits any patient and allows 
access to any nurse anywhere. Enterprising Grimsby 
has already authorised one driven by a small electric 
motor. 


The rocking method of artificial respiration has 
been criticised as likely to produce sea-sickness. I 
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straight spine and flat abdomen without fear of slipping. 
muscular relaxation saves energy and encourages sleep which does 
not alter posture. 
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Composite photograph of Fowler position. Patient reclines on bed with 
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have not seen it occur, and Mr. W. Riley tells me 
that in his extensive experience of the rocking stretcher 
with trainees and resuscitations at the Wakefield 
Central Rescue Station he has met with only one case 
—that of carbon-monoxide poisoning in a youth 
who recently had a heavy meal (treatment successful). 
I can only surmise that this curious immunity may be 
due to hyperventilation—similar to the 75 per cent. 
cure of sea-sickness by oxygen inhalation recently 
reported by Boothby (1938) of the Mayo Clinic. 
Hence, if sea-sickness did occur with rocking, the 
addition of oxygen by mask or nasal catheter should 
alleviate. 


To sum up, the tiltable bed and donkey have been 
designed to convert gravity—that ancient enemy of 
the nurse and of her helpless patient in bed—into a 
friend. Clinicians can conduct their postural therapy 
in three dimensions rather than in two. A new field, 
which might be called gravitational nursing, needs 
developing. 


I wish I could here thank individually all those 
doctors and nurses at the Hull Royal Infirmary and 
at our Isolation and Children’s Hospitals who have 
helped so much—besides the manufacturers—to 
worry out these mechanical, medical, and nursing 
problems. 
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THE Rockefeller Foundation have announced that 
during the next seven years they will grant a sum not 
exceeding £12,000 to the Imperial College of Science and 
Technology, South Kensington, for research on vitamins, 
sterols, and related compounds. The work will be carried 
out under the direction of the professor of organic 
chemistry, Prof, I. M. Heilbron, F.R.S. 
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SURGICAL EXPERIENCES WITH A NEW 
TILTING BED 


By J. R. BLACKBURNE, M.B. Lond., F.R.C.S. 
RESIDENT SURGICAL OFFICER, ROYAL INFIRMARY, HULL 


Durg the last year it has been my privilege to 
try out a new tilting bed on a number of surgical 
cases at the Hull Royal Infirmary, and this bed has 
such distinct advantages over the usual methods 
of obtaining a tilt that I feel that its claims deserve 
to be emphasised. The bed, with its adaptable 
donkey, is fully described by the designer, Dr. 
F. C. Eve, in the preceding article; so I shall confine 
myself to its surgical uses, The possibilities of the 
bed have by no means been fully explored, but it is 
at any rate of very definite value in the following 
types of surgical cases. 

Abdominal conditions.—For peritonitis from any 
cause, pelvic abscess, or suppuration in any of the 
abdominal viscera, and in the Ochsner-Sherren 
treatment of appendicitis or appendix abscess the 
high Fowler position is indicated. After abdominal 
operations the Fowler position on an ordinary bed 
is apt to produce a bent spine and consequently a 
bulging abdomen. With the tiltable bed the Fowler 
position at any chosen angle is attained with a 
straight spine and flat abdomen, thus avoiding the 
bulging strain on the stitches and the tendency to 
flatulent distension inherent in the flat bed with 
bed-rest. Moreover the special donkey, secured as 
it is to the bed-frame, entirely prevents the perpetual 
slipping down and hoisting up of helpless patients. 
Every surgeon must be familiar with the difficulty of 
making old, heavy, and exhausted patients sit up in 
bed and with the inability of the usual pillow-donkey 
and back-rest to achieve anything like a satisfactory 
Fowler position. The tiltable bed efficiently secures 
the drainage position and should diminish pulmonary 
complications. Greater support, relaxation, and 
comfort can be obtained with this donkey adjustable 
for different lengths of thigh. The usual pillow- 
donkey under the knees is inefficient and uncomfort- 
able and provides inadequate support, especially if 
a bed has to be tilted. The following case illustrates 
very well some of these points. 


An elderly and very fat woman was operated on 
for the removal of a gangrenous appendix which had 
caused pelvic peritonitis. A paramedian incision 
was employed and the drainage-tube brought out 
through its lower end. The woman was placed in 
the Fowler position by means of pillow-donkey, 
back-rest, and bed-blocks, but she was very weak and 
found it impossible to sit up in the required position 
for any length of time. She developed severe sores 
over the lower end of the sacrum, and the abdominal 
wound broke down with the result that, when she 
sat up, the abdomen bulged and the wound gaped. 
A week after operation she was transferred to the 
tilting bed, whereon, since the back was straight, 
the gaping of the wound was decreased and the 
edges could be approximated with Elastoplast. 
Drainage was improved, and, since the body-weight 
was carried mostly by the thighs instead of through 
the sacrum, the bedsores healed rapidly and the 
patient made an uninterrupted recovery. 


Drainage from the uterus.—Uterine discharges, 
jochial, purulent, or hemorrhagic, can be drained 
away more effectively by the high Fowler position 
obtainable by the tilting bed, and in sudden uterine 
hemorrhage an adequate head-down tilt can be 
secured without an instant’s delay. 


Urinary cases.—In the pre- and post-operative 
treatment of prostate cases continuous and effective 
drainage of the bladder is of the utmost importance 
and is not always satisfactory by the usual methods, 
The efficiency of the drainage, either by indwelling 
catheter or suprapubic tube, can be improved by 
tilting the foot of the bed downwards. The bottle 
or other receptacle is housed out of the way under 
the arch of the donkey with diminished danger of 
spilling. 

Suppuration in the chest.—Well-directed postural 
drainage is essential in empyema with ‘‘ open” 
tube drainage, bronchiectasis, lung abscess draining 
through tube or bronchus, and suppurative peri- 


Tilting bed used in treatment of compound fracture of 
tibia and fibula, patient’s body-weight acting as counter- 
extension, 


carditis after operation. For chest or kidney opera- 
tions a lateral Fowler position is for the first time 
available. The foot of the bed is tilted down, and 
the patient lies on his side, sitting side-saddle on the 
donkey, on which a pillow has been placed under 
his thighs and knees. 

After operations.—After many cranial operations it 
is desirable to raise the head as soon as possible, 
This is not practicable in an exhausted or semi- 
conscious patient with the usual back-rest but is 
easy with the tilting bed. After spinal anesthesia 
with hypobaric solutions the needful head-dowmn’ 
tilt of appropriate angle is easily attained unin- 
terruptedly. Surgical shock following operation, 
injury, or loss of fluid may demand a considerable 
tilt. A bandage passed round both ankles, with a 
pad between them, tied to the foot of the bed prevents 
the patient from slipping off the bed. The dangerous 
postoperative complication of acute dilatation of the 
stomach is met by placing the patient prone with 
a head-down tilt, while preparations are being made 
for repeated stomach lavage and intravenous “ drip 
saline.” 

The unconscious patient.—In the unconscious or 
semiconscious patient there is always a grave risk 
of inhalation pneumonia, or even suffocation, unless 
a nurse is watching all the time for evidence of 
respiratory obstruction. A head-down tilt facilitates 
vomiting and should prevent the inhalation of vomitus, 
blood, and saliva. Hence an effective head-down 
tilt is useful in concussion and after general anes 
thesia, especially after operations on the nose, mouth, 
and pharynx, which are too often followed by inhala 
tion pneumonia. 
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Orthopedic and fracture cases.—In Pott’s disease 
or fracture of the spine treated by extension the bed 
can be tilted to the required angle (which may have 
to be steep) to utilise the body-weight as counter- 
extension. In spinal cases in which the patient has 
merely to be kept flat on his back he is condemned 
to stare at the ceiling unless a tiltable bed enables 
him to look round the ward. 

A fractured pelvis is far more comfortable on a 
tilted bed, presumably because the donkey relaxes 
the muscles above and below the pelvis and transfers 
much of the weight from the pelvis to the thighs. 
One patient preferred her bed tilted even after her 
pelvis had healed. In another fractured pelvis, 
complicated by ruptured bladder, drainage of the 
bladder by indwelling catheter was enhanced by 
the tilt. If the fracture involves much deformity of 
the pelvic girdle, continuous traction from the legs may 
have to be employed. In these cases the opposite 
or head-down tilt would naturally be used without 
the donkey. | 

All fractures of the lower limb in which weight 


extension is used and the body-weight acts as the > 


counter-extension can be treated more satisfactorily 
on this bed (tilted head down), for it does away with 
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the immobility and instability of the ordinary bed 
on blocks (see figure). The tilted bed can be moved 
about the ward, to the theatre, X-ray department, 
or balcony without having to interfere with the 
extension apparatus. An overhead frame fixed to 
the bed enables the patient to lift himself to exercise 
his arms and facilitates nursing. In paralysed 
muscles of the leg the arch of the donkey offers a 
chess-board to which artificial muscles (of rubber) 
could anywhere be attached to produce the desired 
extension, eversion, or inversion at the ankle. 


SUMMARY 


Speaking broadly, the advantages of a tilting 
bed are: (1) the exploitation of gravity to obtain 
or improve drainage from any of the body cavities, 
whether by catheter, tube, or the natural passages ; 
and (2) the use of the body as a counter-weight to 
produce extension. By simply increasing the tilt 
this counter-weight can be increased as desired. This 
relegates blocks and trestles to the limbo of the past. 


I wish to express my sincere appreciation to all the 
honorary surgeons: of the Hull Royal Infirmary who 
have allowed me to use this bed on their patients 
during the last twelve months, : 
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ERYTHEMA NODOSUM ASSOCIATED WITH 
CHOREA AND TUBERCULOUS MENINGITIS 


By GERALD M. J. Stor, M.D. Lond., M.R.C.P., 
D.P.H. 
PHYSICIAN TO THE ROYAL WATERLOO HOSPITAL, LONDON ; 


PHYSICIAN IN CHARGE, RHEUMATISM CENTRE, 
LONDON COUNTY COUNCIL; AND 


Davip Morris, M.R.C.S. 


HOUSE-PHYSICIAN, ROYAL WATERLOO HOSPITAL 


For many years it has been disputed whether 
erythema nodosum is due to tuberculous, rheumatic, 


or other infection, and the following case in a definitely 


rheumatic child who subsequently died of tuber- 
culous meningitis is therefore of interest. 


CASE-RECORD 


The patient, a girl aged 4, first attended the 
rheumatism supervisory clinic at the Royal Waterloo 
Hospital in April, 1937, with acute chorea. She 
was admitted to the wards and as there was no 
cardiac involvement and the general condition was 
quite satisfactory she was discharged in May the 
chorea having then disappeared. Tonsillectomy was 
performed at the end of May, and the child was 
in good health until June, when she was readmitted 
with a relapse of acute chorea, from which she again 
made an uninterrupted recovery, being discharged 
in July, 1937. 

Except for uncomplicated scarlet fever in November, 
1937, nothing eventful happened until April, 1938, 
when she was admitted with erythema nodosum on 
the anterior aspect of both legs. Her general condi- 
tion was apparently sound, but her blood sedimenta- 
tion-rate was 45 mm., which eventually subsided to 
5 mm., and the erythema nodosum disappeared. 
Unfortunately she contracted chickenpox while 
waiting to go to a convalescent home and she was 
transferred to a fever hospital in July. 

On Aug. 17 she was brought to the casualty depart- 
ment with malaise, slight cough, and a temperature 
of 99°4° F. and was admitted for observation. Apart 
from the general appearance of malaise the clinical 
findings were negative except for acetone in the 


breath and some prolongation of expiration in the 
left axilla, | 

Occasional effortless vomiting once or twice a day 
was the first untoward sign, and there gradually 
developed a clear clinical picture of tuberculous 
meningitis with squint, rigidity of the neck, Kernig’s 
signs, and subsequent coma. The blood-count was 
normal, the Widal test was negative, and bacterio- 
logical examination of the stools showed no abnormal 
constituent, 

Lumbar puncture on Aug. 26 showed 100 cells 
(lymphocytes) per c.mm. and the total protein was 
0°04 per cent. No tubercle bacilli were found in 
the fluid. Lumbar puncture was repeated on Sept. 3, 
when the protein had increased to 0°13 per cent. 
The chlorides were 670 mg. per 100 c.cm., and the 
amount of sugar was normal. A Mantoux test done 
on May 5, 1938, was positive. Radiography of the 
chest on May 5 and Aug. 19, 1938, showed no evidence 
of tuberculous infection.. 

On Sept. 9 the child died, and at autopsy character- 
istic tuberculous basic meningitis was found, with 
tubercles scattered about the adjacent areas. A 
Gohn’s focus was found in the apex of the lower 
lobe of the left lung, and small infected glands were 
present in the hilum of the left lung. No other 
evidence of miliary tubercle was present. 


DISCUSSION 


In this case there is no doubt that the child was 
rheumatic, if it is agreed that chorea and rheumatic 
fever in childhood are allied diseases. The chorea 
was typical. It may be that her general condition 
was lowered by the scarlet fever in 1937, and this 
may have laid the foundation for her subsequent 
tuberculosis. Clinically the erythema nodosum was 
typical and was confined only to the front of the legs. 
On discharge she seemed perfectly well and all findings, 
including sedimentation-rate, were normal. » eo 

Collis (1932) has suggested that erythema nodosum 
is a hyperactive response of tissue to different 
bacterial allergens, and that in London the 
allergens responsible for erythema nodosum are 
tuberculin and hæmolytic streptococcal endotoxin. 
In Collis’s series and others that have been published 
a sore throat has often been a concomitant feature. 
In our case a complete tonsillectomy had been 
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performed eleven months before the erythema nodosum 
manifested itself, and there was no antecedent history 
of sore-throat. It is possible that, as Bradley (1932) 
has suggested, there was an incomplete immunisa- 
tion—i.e., a failure to assimilate—and the relation- 
ship between the immunisation which occurred 
after the attack of scarlet fever in 1937 and the 
subsequent erythema nodosum is an open question. 

One of us has previously reported (Slot 1934) 
a series of cases of erythema nodosum which, 
in his view, were undoubtedly due to hemolytic 
streptococci and responded very rapidly to treat- 
ment with antiscarlatinal serum—a treatment that 
has been used successfully by other workers. He 
discussed briefly the prevalent theories. Our present 
case may lend support to the view of Forman and 
Whitwell (1934) following Ranke, who stated that the 
streptococcal infection (in our case perhaps the 
rubella infection) activated the tuberculous foci. 
In this case, however, the sedimentation test, which 
Giertsen (1934) emphasised as being of great import- 
ance, was normal, In view of previous reports and 


having regard to the circumstances it seems fair to ` 


assume that the chorea was incidental, and that the 
erythema nodosum was a link in the tuberculous 
chain that ultimately caused the patient’s death. 
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ERYTHEMA NODOSUM 
By A. STEPHEN HALL, M.B. Camb., M.R.C.P. 


TUBERCULOSIS OFFICER TO THE MIDDLESEX COUNTY COUNOIL 


THIS note is written, firstly, in the belief that there 
is still a widespread lack of appreciation that 
erythema nodosum is often a manifestation of tuber- 
culosis, and secondly in the hope that it will stimulate 
practitioners to refer their cases of erythema nodosum 
to their tuberculosis officers. 


CASE-RECORDS 


A. B., a girl of 34, fell ill about Sept. 20, 1938, with 
fever, abdominal pains, and diarrhcea; in a few 
days the typical rash of erythema nodosum appeared 
on the legs accompanied by a widespread blotchy 


erythema. The illness pursued its usual benign 
course. The tuberculin patch test was positive, and 


a radiogram of her chest showed gross enlargement 


of the mediastinal glands, particularly on the right . 


side. 

In view of these findings, it was thought that the 
erythema nodosum was of tuberculous origin, and 
that therefore the child had recently been exposed 
to the disease. Her family comprised a father, three 
brothers, and two sisters, the mother having died of 
phlebitis, and one brother having died of tuberculous 
meningitis eight years previously. The three brothers 
aged 8, 10, and 16, were negative to old tuberculin 
1-1000 and were not radiographed; the two girls, 
aged 18 and 20, were positive and were radiographed 
as was their father. His film was normal, but the 
girl aged 20 had calcified spots in the left lung and 
hilum, and the girl aged 18 had a large cavity in the 
left middle zone with infiltration round it. On 
further questioning she confessed to having a slight 
cough, but she felt quite well. 

At first sight it may seem strange that the three 
boys gave negative reactions to old tuberculin; 
but the child who was first ill was so much the youngest 
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of the family that doubtless she received a great deal 
of petting and so was infected, while her less favoured 
brothers escaped. 

Mrs. C. D., aged 29, started to cough in August, 
1938, and consulted a doctor in the middle of 
November. Tubercle bacilli were discovered in her 
sputum on Nov. 18, and since then she has not seen 
her children, daughters aged 8, 3, and 14. | 

On Dec. 31, forty-one days after last contact with 
her mother, the daughter aged 3 fell ill with fever 
and erythema nodosum. Here also there was a 
widespread blotchy erythema; the Mantoux test 
was positive, and radiography showed a shadow at 
a right base, presumably a primary tuberculous 
ocus. _ 

The mother was in the habit of driving her daughter 
aged 8 to and from school, in a closed car, accom- 
panied by E. F., aged 5,a girl who was a neighbour 
and used to come often to the house to play. On 
Dec. 16, twenty-eight days after the last contact with 
the mother, E. F. became feverish, and on the 18th 
had the typical rash of erythema nodosum. Her 
Mantoux test was positive but her chest appeared 
normal on radiography. 

That these three examples of erythema nodosum 
are of tuberculous origin can scarcely be doubted; 
but there are other causes, notably the streptococcus. 
The most important cause, however, because most 
dangerous, is the tubercle bacillus, and if the contacts 
of each case of erythema nodosum were examined 
I have no doubt that many unsuspected persons 
would be found to be suffering from pulmonary 
tuberculosis. 


PERIPHERAL NERVE TUMOURS IN A 
CASE OF PHENYLKETONURIA 


By L. S. PENROSE, M.D. Camb. 


RESEARCH MEDICAL OFFICER, ROYAL EASTERN COUNTIES’ 
INSTITUTION, COLCHESTER 


THE excretion in the urine of phenylpyruvic acid 
was first recognised by Føling (1934), but Little is 
known of the pathology of the syndrome, The 
following account of the post-mortem findings in 
a case, whose family history was published by me 
(Penrose 1935), may therefore be of interest. 


The patient was a male idiot, tenth and last born 
in the family. He came under my observation 
when he was aged 2 years 1 month. At that time 
he was found to be an idiot, subject to fits, with brisk 
deep reflexes. 

At the age of 5 years he was re-examined, and 
phenylpyruvic acid was identified in the urine. 
He had not then progressed at all mentally and was 
still liable to fits in which there were twitching of the 
limbs and loss of consciousness. The fits became 
more severe and more frequent as the patient grew 
older and were accompanied by cyanosis. He did 
not learn to walk, stand, or feed himself and was 
never clean in his habits. He did not seem to have 
any intelligence at all. He could sit up in bed or on 
a chair with his legs crossed and would play with 
his fingers. 

He was examined again at the age of 9 years 
5 months. The deep reflexes still were found to 
be brisk, particularly the kmee-jerks, and power 
in the legs was weak. There was no spasticity, and 
the plantar responses were flexor. Pupils reacted 
to light, and the optic fundi appeared normal. 
Sensation could not be tested. At the age of 9 years 
7 months he died after a few days’ illness with 
symptoms of pulmonary inflammation. 

Post-mortem appearances.—The body showed signs 
of emaciation; the muscles of the limbs were all 
very much wasted, the chest was flat, and there was 
a slight degree of kyphosis. There was genital 
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infantilism with phimosis and undescended testes. 
The heart was small (weight 3 oz.); there were a few 
raised spots of atheroma on the aorta. Patches of 
bronchopneumonia were found in both lungs, but 

‘ . there was no consolidation. 
The liver, gall-bladder, and 


spleen appeared normal. 
The kidneys were both 
rather small; hydro- 


nephrosis was present in 
both and was greater in the 
left kidney. The walls of 
the bladder were thickened, 
and the mucous membrane 
was roughened. <A caseous 
mesenteric gland was found. 
The suprarenal glands 
seemed normal. The 
thyroid gland was small 
and tough. The ribs were 
brittle, and the skull was 
very thin. The cerebrum 
was normal in size (1022 g.) 
and symmetrical; it was 
soft and cedematous; the 
pattern of the convolutions 
was simple. The cerebellum 
and brain stem (145 g.) 
appeared normal. There 
was no evidence of abnor- 
mality on inspection of the 
spinal cord, the cranial or 
spinal nerve-roots, or the 
cauda equina., 

Several tense swellings, 
0:5-10 cm. in diameter, 
were found on the trunks of both vagi (see figure), 
and smaller ones were found upon nearly all their 
branches. The swellings on the trunks were largest 
at about the level of the clavicle. The phrenic 
nerves were also slightly affected. The nodular 
expansions of the nerve trunks seemed to be mainly 
due to the presence of fluid enclosed among the 
fibres and connective tissue of the nerve. Some 
of the fluid could be expressed with difficulty after 
a nodule had been cut across; neither the nerve nor 
the fluid gave any colour on addition of ferric chloride. 
Multiple small nodules of a similar kind were found 
in the region of the pudendal plexus and some near 
the coeliac plexus. The roots and trunks of the 
brachial plexus were not affected, but in the left 
upper arm the medial brachial cutaneous, ulnar, 
median, musculospiral nerves were irregularly hyper- 
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The right vagus. 


On March 1 a joint meeting of the Royal Medico- 
Chirurgical Society of Glasgow and the Edinburgh 
Medico-Chirurgical Society was held in Edinburgh, 
Mr. W. J. STUART president of the latter, being in 
the chair, when a discussion on 


Late Effects of Head Injury 


was opened by Mr. J. E. PATERSON (Glasgow), who 
spoke about epilepsy following head injury. It is 
well recognised, he said, that epileptic seizures 
often follow head injury but it is frequently 
difficult to distinguish between cause and effect, many 
cases occurring in which the head injury resulted 
from an accident during a seizure. There is little 
doubt that in many the epilepsy is the result of the 
head injury. Penfield has shown that damaged 
cerebral tissue is slowly replaced by fibrous tissue 
leaving a dense cicatrix which exerts traction on the 
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trophied. Some of the swellings could just be 
palpated through the skin. The left sciatic nerve © 
was similarly hypertrophied, and tough gelatinous 
swellings were more prevalent as the nerve approached 
the popliteal space than in the gluteal region. The 
nerves of the right arm and leg were not exposed. No 
cutaneous nodules were discovered, and there was no 
abnormal pigmentation. 

Histological findings.—The appearances in sections 
of the sciatic nerve were indistinguishable from those 
found in some cases of neurofibromatosis. The 
amount of interstitial connective tissue was increased, 
and there was loss of myelin in many nerve-fibres. 
The localised swellings, which were so noticeable 
macroscopically, seemed to be mainly due to the 
presence of fluid which infiltrated a network of 
connective tissue and nerve-fibres. Similar changes 
were seen in sections made of the right vagus. Sections 
of spinal cord in the cervical region showed no evidence 
of demyelination or of gliosis. The nerve-cells of the 
cerebral cortex were widely spaced, and the connective 
tissue of the grey matter was loosely packed. 


The neuropathological appearances in this case 
resemble those found in some types of neuro- 
fibromatosis (Greenfield and Elkington 1938); they 
may also be related to changes observed in progressive 
hypertrophic polyneuritis which have been attributed 
to the action of toxins. Both neurofibromatosis 
and hypertrophic polyneuritis have often been found 
as hereditary diseases (Brain 1933). 

Phenylpyruvic acid has been found in the blood 
by Jervis (1937) in cases of phenylketonuria, though 
the substance has not been found in the cerebro- 
spinal fluid. It is possible that the swelling and 
hypertrophy of peripheral nerves in the case now 
reported might be due to a toxic action of this 
substance. The association between the metabolic 
abnormality and the cerebral cdema may have a 
parallel explanation. 


I am indebted to Dr. J. G. Greenfield for examining 

the microscopical sections, to Mr. C. D. Lee for the 

technical work involved, and to Dr. F. Douglas 

Turner for permission to publish notes on this case. 
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surrounding cerebral tissue and on the ventricular 
system, the distortion being demonstrable after 
encephalography. A predisposing tendency seems to 
exist in many cases as is shown by the study.of the 
relatives of cases of epilepsy, idiopathic and trau- 
matic. In the non-epileptic controls Mr. Paterson 
found a family history of epilepsy in 2°6 per 1000, 
in idiopathic epilepsy in 21 per 1000, and in traumatic 


-epilepsy in 14 per 1000. The greater the severity 


of the injury and the more extensive the resulting 
scar the greater the liability to epileptic fits folowing 
upon trauma, but there may be a very long interval 
between the injury and the appearance of fits—in one 
case, for example, nineteen years. In the diagnosis 
of traumatic epilepsy there should, he thought, be a 
reliable history of an injury of sufficient severity to 
cause intracranial damage, usually with prolonged 
unconsciousness. The history of bloodstained cerebro- 
spinal fluid at the time of injury is suggestive. 
Encephalography may reveal the presence of ventri- 
cular distortion. A superficial cortical scar may, 
however, be the cause of epilepsy although a normal 
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encephalogram may be obtained. Penfield’s radical 
operative treatment is the rational method of dealing 
with such patients. Complete excision of the 
meningocerebral scar is not followed by the forma- 
tion of a fresh scar. Subsequent examination has 
shown that a fluid-filled space is left surrounded by 
slight gliosis. Bone-grafting may be harmful. Mr. 
Paterson described ten cases operated upon by this 
method, There were two deaths: in one there was 
no autopsy and the cause of death was difficult to 
determine because only a small scar had been present 
and the operation was simple; in the other the 
anterior horn of the lateral ventricle was opened into 
and there was great dilatation of the ventricular 
system at post-mortem. In the other eight cases 
there was not one in which the fits had entirely 
disappeared. Of these, two showed no improvement. 
In six there was varying degree of improvement. 
These results, he remarked, are not so favourable as 
Penfield’s, but in at least one case major fits which 
occurred before the operation have not reappeared 
and in some cases the patients are now able to work 
satisfactorily. It is to be recognised, however, that 
almost any form of operative interference may cause 
temporary amelioration. 

Dr. W. Rircuie Russet (Edinburgh) divided the 
late effects of head injury into separate categories. 
Damage to brain tissue is, he said, an essential factor 
in the production of loss of consciousness after the 
injury and in the occasional permanent mental 
impairment which may, especially in old people, lead 
to progressive dementia, ‘“‘ Punch-drunk” is prob- 
ably due to progressive destruction of cerebral tissue 
aggravated by post-traumatic gliosis. Polyuria some- 
times follows injury to the hypothalamic region and 
parkinsonism is an occasional sequel to head injury. 
Damage to the cerebral vessels may cause meningeal 
or cerebral hemorrhage. Chronic subdural hæmor- 
rhage is a most important cause of increased intra- 
cranial pressure or mental confusion. Too often the 


diagnosis is made at autopsy as no localising signs — 


. may be present during life, the hemorrhage spreading 
widely through the subdural space. In doubtful cases 
direct inspection of the dura in both parietal regions is 
desirable. Delayed intracerebral hemorrhage is not 
an uncommon complication, probably occurring into 
an area of brain in which the vessels were damaged 
by the original injury. Injury to the meninges may 
give rise to arachnoiditis, probably produced by the 
irritative effects of subarachnoid hemorrhage. There 
may be chronic increased intracranial pressure or 
local pressure with fits or cerebral compression. 
Progressive blindness after head injury may be due to 
chiasmal arachnoiditis. Damage to meninges and 
skull may allow the entrance of infection and the 
development of purulent meningitis or cerebral 
abscess, while it may also be the cause of pneumo- 
cephalus or chronic discharge of cerebrospinal fluid 
from nose or ear, 


In his experience the symptoms of post-concussional © 


neurosis appear particularly when the patient 
attempts to return to his accustomed activities, 
severe anxiety states developing especially in those 
who, by reason of the nature of their occupation, 
fear that a dizzy turn may lead to a further accident. 
Difficult or noisy home surroundings during the con- 
valescent period are very liable to aggravate headache, 
nervousness and irritability as do also financial 
troubles and the problems of compensation. In 
children head injuries are often followed by behaviour 
disturbances or a retardation of intellectual progress, 
partly due to the irritating effect of post-concussional 
symptoms and partly to an organic disturbance of 


the rather feebly developed behaviour reflexes. The 
evil effects of head injury have in recent years been 
increasingly attributed to cerebral odema in the 
acute stage and violent dehydration methods used in 
treatment. This, he thought, had probably been 
over-emphasised, though dehydration methods may 
be of much value in relieving headaches during 
recovery. l 

The existing facilities for prolonged supervised care 
of patients with head injuries are in his view inade- 
quate ; if longer periods of residence in convalescent 
hospitals and homes were available post-concussional 
incapacity would be much reduced. The treatment 
required in hospital is simple. Rest in bed, sedatives, 
encouragement and frank discussion of the patient’s 
difficulties often suffice. Re-education by progressive 
exercises should form a larger part than is possible 
at present. 

Prof, A. J. BALLANTYNE (Glasgow) spoke on visual 
disturbances in cases of head injury. The injury, he 
said, may involve the visual cortex, in which case 
there is often complete blindness shortly after the 
injury which must be due to participation by the 
visual cortex in a widespread cortical disturbance, 
This complete loss of vision may clear up entirely 
but may leave a residual field defect, nearly always 
a homonymous hemianopia. In the experience of 
gunshot injuries in the last war it was found that 
severe injuries in the occipital region of the skull 
often showed this above type of visual disturbance, 
but less severe injuries were often followed by 
homonymous hemianopia shortly after the injury 
which cleared up in a few days. He showed slides of 
perimeter charts to illustrate the defects in the 
various parts of the field to be expected from local 
damage to the visual cortex, citing the experience of 
Lister and Holmes. Head injuries may, he went on, 
cause damage to the visual pathway. As a rule such 
damage is not so limited as to present a sharply 
defined field of injury and evidence of disturbance of 
cranial nerves other than the second is often found. 
When the region of the chiasma is injured a bitem- 
poral hemianopia may be accompanied by manifesta- 
tion of diabetes insipidus as the result of hypothalamic 
damage. In many cases it is difficult to find evidence 
of direct destruction of the optic nerve or the chiasma 
although there may be radiological evidence of 
fracture of the vault or the base of the skull. In 
some cases damage is produced by tearing of the 
optic nerve, by pressure on the nerve by blood-clot 
or by bony fragments, but hemorrhage into the 
sheath of the nerve is frequently apparent. Pringle, 
he said, had operated on two cases of unilateral 
blindness following upon head injury and found the 
sheath of the nerve to be filled with blood-clot under 
some tension; although the clot was evacuated no 
restoration of vision followed, probably because the 
operation was not undertaken until permanent 
destruction of the nerve had taken place. This is the 
only record of biopsy of the optic nerves in such 
cases, but Prof. Ballantyne considers that vascular 
damage producing hemorrhage into the optic nerve 
or chiasma is a frequent cause of such visual 
disturbances following head injury. 

Mr. Norman Dorr (Edinburgh) discussed post- 
traumatic carotid-cavernous arteriovenous ` fistula, 
in which a loud bruit in the head is associated with 
pulsating exophthalmos. The bruit is constant but 
exophthalmos may not be present and if present 
may not pulsate. The traumatic variety is commoner 
in males and is caused by damage to the intra- 
cavernous part of the carotid artery. A traumatic 
aneurysm may form and not rupture for many weeks 
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or months. In the spontaneous variety the artery 
ruptures at the same place; females are more often 
affected and the syndrome is frequently associated 
with pregnancy in the eighth or ninth month. The 
prognosis, as far as life is concerned, is good, only 
about 3 per cent. of cases dying from hemorrhage 
into the cranium or the nasal cavities, but the patient 
is made miserable by the distressing bruit and the 
hideous exophthalmos. In about half the cases useful 
vision is lost in the affected eye. The fistula may be 
attacked either from the venous or the arterial side. 
Formerly ligation of the ophthalmic veins was carried 
out with considerable difficulty but low mortality. 
This procedure produced thrombosis spreading back- 
wards into the cavernous sinus, cure resulting in 
about 75 per cent. of cases. Later it became customary 
to treat such cases by ligation of the common or 
internal carotid artery in the neck; there was a 
higher mortality and a lower percentage of success 
by this method. By the new procedure of proximal 
and distal arterial ligation it is hoped to secure 
100 per cent. of cures. 

Mr. Dott described an example of this syndrome 
treated by himself. The patient was a woman, 
aged 61, who suffered a head injury two months before 
she was seen. She was concussed and lost con- 


‘sciousness for one and a half hours, with a fracture 


of the base of the skull. After making satisfactory 
progress for sthree days there suddenly developed a 
loud bruit which could be heard 15 ft. away from the 
patient. This bruit was aggravated by exertion. 
Only a slight trace of right-sided exophthalmos was 
present. Prehminary test showed that compression 
of the right carotid artery in the neck stopped the 
noise and no ill effects followed thirty minutes’ 
occlusion. The right internal carotid artery was 
therefore ligated in the neck. The bruit ceased for a 
time but in two weeks was as loud as ever, the fistula 
being now supplied from the other branches of the 
circle of Willis. No evidence of deficient arterial 
supply to the right side of the brain developed. 
Four weeks after the first operation a right frontal 
craniotomy was done and the carotid artery was 
tied just distal to the intracavernous fistula. ' The 
bruit stopped immediately and has not recurred, 
now three months after operation. It is interesting, 
Mr. Dott remarked, that the ouewenon of the right 
eye did not suffer. 
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SECTION OF SURGERY 


AT a meeting of this section on March 1, Mr. CLAUDE 
FRANKAU, the president, being in the chair, a 
discussion on the 


Differential Diagnosis and Treatment of 
Ureteric Calculi 


was opened by Miss CATHERINE LEWIS, who based 
her remarks on a personal series of 65 cases. The 
two common symptoms of a calculus in the ureter, 
she said, were colic and hematuria; colic had been 
the most prominent symptom in 42 of her cases and 
39 had had some degree of hematuria. If these two 


manifestations were not present the clinical picture 


was apt to be indefinite, and confusion with other 
lesions arose. The conditions simulated might 
be other lesions of the urinary tract, chronic 
digestive disturbances, acute abdominal emergencies, 
and diseases of the pelvic organs. Calculous anuria 


had been present in only one of her cases. The 
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colic was variously explained as due to excentric 
pressure on the ureter, to raising of the intrapelvic 
tension and to reflex muscular spasm. Calculi 
were not the only cause of severe renal colic, for the 
most severe case she had seen had followed a week- 
end orgy during which the patient had lived entirely 
on asparagus and had drunk the water in which the 
vegetable was boiled. In this case the urine was 
full of crystals; and such crystals could also cause 
hematuria. 

A calculus impacted in the ureter, Miss Lewis 
continued, could give rise to localised tenderness 
along its course—for example, at a point an inch 
downwards and inwards from the anterior superior 
spine—or to tenderness on pelvic examination. A 
stone impacted in the lowest part: of the ureter was 
often palpable on pelvic examination. Cystoscopic 
examination most often showed no change in the . 
ureteric orifice, unless the stone were impacted in the - 
intramural portion, when it formed a prominence 
into the bladder and might be accompanied by an 
inflammatory condition of the mucosa at the orifice 
which simulated growth. The effect of a calculus 
on the ureter might be to cause dilatation, stricture, 
the development of a diverticulum, or perforation. 
After perforation a localised abscess might develop, 
or generalised peritonitis if the rupture was intra- 
peritoneal. Spontaneous rupture of a hydronephrosis 
into the peritoneal cavity had been reported as a 
cause of an acute abdomen, On the other hand, 
acute symptoms following ureteric calculus might 
simulate an intraperitoneal emergency. In a case 
accompanied by acute distension and constipation, 
intestinal obstruction might easily be suspected. 
Appendicitis was simulated by right-sided calculi. 
In calculi lower down the symptoms might be referred 
only to the genital organs and the rectum. 

Turning to the treatment of ureteric calculi the 
speaker said that this fell under three headings. 
(1) Attempts to increase ureteric peristalsis and 
induce the stone to pass naturally. (2) Transcysto- 
scopic manipulations. (3) Removal of the calculus 
by operation. Ureteric peristalsis could be stimulated 
by drinking large quantities of fluid, by exercise, and 
possibly by massage. Diuretics were used for this 
purpose, saline infusions, antispasmodic drugs and 
morphia all had their indications, and calcium 
gluconate, glycerin, ephedrine and extracts of 
pancreatic tissue had also been advised. Transcysto- 
scopic manipulation usually resolved itself into the 
passage of one or more bougies or ureteric catheters 
in an attempt to dilate the ureter at the site of 
impaction. The catheters might be left in place for a 
time. Fluid such as water, oil, or glycerin was 
sometimes injected through the catheters. In the 
speaker’s opinion the passage of metal instruments 
was dangerous and had no place in the treatment. 
The cause of the impaction at a particular site could 
not always be explained, but the presence of irregular 
jagged edges on the stone or its transverse position 
in the ureter were likely reasons. When the stone 
was caught in the intramural part of the ureter it 
might be possible to free it with the diathermy knife 
without open operation. The question of how long 
to wait for the stone to pass before resorting to 
operative removal might be difficult to decide. In 
a-case of calculous anuria the question decided itself : 
nephrostomy had then to be done as a life-saving 
measure. In other cases Miss Lewis said her practice 
was to wait a month to six weeks. The’ mortality 
of operative removal was low. 

Miss D. C. STAVELY, speaking of the radiological 
findings, said that 80 per cent. of ureteric stones were 
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dense to X rays, The rules laid down that a ureteric 
stone should give a homogéneous shadow, sharp in 
outline and lying along the recognised coursé of the 
ureter, which passed across the tips of the trans- 
verse processes of the lumbar vertebre to the region 
of the sacro-iliac joint and then turned downwards 
to the spine of the ischium and finally inwards to 
the junction with the bladder. Miss Stavely showed 
by radiograms that these criteria were by no means 
always obeyed and that there was great variety in 
the nature and position of the shadows thrown. She 
demonstrated examples of laminated stones ; of stones 
which showed in the radiogram only after gradual 
absorption of the iodine from the intravenous 
injection ; and of a stone in the intramural part of 
the ureter which gave a mid-line shadow. In one 
series of films the passage of an opaque catheter up 
the ureter had displaced a stone along almost the 
. whole length of the ureter, and she pointed out that 
if a radiogram had not been taken with the catheter 
in place before injection of the opaque fluid, such a 
displaced stone might easily have been missed. 

Miss E. H. ROCKSTRO gave a summary of a report 
on 299 cases of ureteric calculi treated at University 
College Hospital and St. Peter’s Hospital for Stone 
during the years 1928-37. Her figures showed a 
proportion of three males to one female, but this 
preponderance was partly due to the fact that 
St. Peter’s Hospital took male patients only. The 
University College Hospital figures gave the usual 
proportion of two males to one female. There was 
a slight preponderance of left-sided calculi, and in 
2 per cent. bilateral calculi were present. The 
youngest patient was 5 years old and the oldest 78. 
Half of the patients were between 26 and 45. Multiple 
stones were rather uncommon. The stone might 
be arrested in the lumbar region, in the iliac fossa, 
in the pelvis, or at the entrance to the bladder. 
Impaction was commoner at the lower end than at 
the upper; in the whole series 38 stones had been 
held up in the region of the second or third lumbar 
transverse processes and 171 in the pelvis. Those 
which had been arrested at the fourth lumbar 
vertebra showed a very distinct right-sided pre- 
ponderance (16 right to 1 left). The speaker thought 
there must be an anatomical cause for this—possibly 
the crossing of the root of the mesentery on the right. 
Colic was much the most important symptom, and 
was present in 82 per cent. of the cases, In 14 there 
was no colic, and in 3 others there was no statement 
about colic in the notes. In 64 per cent. of the 
cases with colic there was radiation of the pain, and 
although radiation to the external genitals was not 
so common as the textbooks would have us believe, 
there had been such radiation in 19 per cent., in 
four-fifths of which the stone had been in the pelvic 
ureter. A feature which Miss Rockstro thought 
reflected credit on the general practitioners who had 
referred the patients was that in only one had 
appendicectomy been performed under a mistaken 
diagnosis. Open operation for the removal of the 
stone had been resorted to in 47-7 per cent. There 
were 13 deaths in the series. 

Prof, R. E. KELLY described and showed a curious 
hollow calculus which was one of two he had removed 
from the kidney of a boy of 19 years——Mr. H. P. 
WINSBURY-WHITE referred to the case in which a stone 
impacted in the intramural part of the ureter had 
given rise to appearances suggestive of new growth, 
and said tliat it was a feature of stones in this situation 
to give extraordinary cystoscopic appearances. He 
regarded abdominal distension as a very common 
accompaniment of renal colic. Provided it was of 
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suitable size he believed in giving plenty of time for 
a stone to pass before he resorted to operation. He 
had known one to pass after nine months. As long 
as the stone was in the lower ureter the kidney function 
was well maintained ; the lower the stone, the less the 
degree of pelvic dilatation. He used ureteric catheter- 
isation in preference to open operation when possible, 
and where stones were impacted intramurally he 
had found the high-frequency cutting current much 
safer than the coagulating current: it did not give 
rise to sloughing and sepsis.—Mr. R. M. HANDFIELD- 
JONES related the story of a girl who had been treated 
at the age of 10 on an extension as a case of tuber- 
culosis of the right hip. Two years later her appendix 
had been removed at one hospital, and the pain still 
persisting another hospital had removed the ‘‘ remains 
of the appendix ” and left her with a ventral hernia. 
When she was 23 he had removed a stone from the 
upper end of the right ureter. 

The CHAIRMAN said that he had operated on 86 
cases of ureteric calculi and in another 60 cases or so 
the stone had passed without operation. The grosser 
the stone, he found, the less the symptoms, and tiny 
stones often gave a lot of trouble. It was essential 
to give morphia in large doses while the pain was 
severe, though it had no effect in helping the stone 
to pass. The drugs he had found useful were benzyl 
benzoate and papaverine, which relaxed the ureter. 
In cases of calculous anuria nephrostomy was not the 
right treatment. It was better to go straight for the 
stone and drain the ureter at the site of removal, 
He never now sutured a ureter after removal of a 
stone, and he thought that after nephrolithotomy 
the less suturing done to the pelvis of the kidney the 
better. If a flat rubber dam drain was put down to 
the site of operation it was surprising how few cases 
leaked even a little. He wanted to know what a 
phlebolith was, and why when it showed so plainly 
in a radiogram it could not be found in the post- 
mortem room, 
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AT a meeting of the section of obstetrics of this 
society held on Jan. 27, with Dr. J. S. QUIN, the 
president, in the chair, a paper on the 


Treatment of Placenta Previa 


was read by Dr. A. H. Davipson (master of the 
Rotunda Hospital). This embodied a statistical 
review of the results achieved in this condition by the 
Dublin maternity hospitals during the past five years. 
There were, he said, 304 cases, with 19 maternal deaths, 
5 of which wete due to hemorrhage and 6 to sepsis. 
The incidence of anaerobic and Bacillus coli infections 
was high, suggesting that great care should be taken 
before intravaginal manipulations. Embolus, broncho- 
pneumonia, cardiac disease, and the ansesthetic 
accounted for the rest of the deaths. There were 
161 foetal deaths (mortality 53 per cent.). The 
treatment adopted in 179 cases was compression 
with the half-breech ; there were 105 deaths in this 
series (a footal mortality of 74 per cent.). Willett’s 
forceps was used in 38 cases, with 12 deaths (a fetal 
mortality of 31 per cent.); cssarean section was 
done in 24 cases, with 1 foetal death ; the membranes 
were punctured in 36 cases, with 6 fæœtal deaths; 
and the vagina was plugged in 11 cases, with 5 fetal 
deaths. There were 19 spontaneous births, with 
2 fetal deaths. Of the infants lost, 100 had reached 
a stage of maturity which entitled them to methods 
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of treatment that aimed at reducing the fetal 
mortality. The incidence of fetal abnormality 
was above the average, suggesting that radiography 
should be used before resorting to cæsarean section. 

Vaginal examination should not be made before 
admission to hospital, and blood-transfusion should 
be more frequently used before the actual treatment 
was started. Postpartum hemorrhage should be 
guarded against in all cases, Version and the bring- 
ing down of a leg was invaluable in urgent cases 
but its use should be greatly restricted when the 
mother was in good condition and the fotus more 
than 34 weeks old. In such cases puncture of the 
membranes wes recommended for lateral, Willett’s 
forceps for marginal, and cesarean section for central 
or partial placenta previa. 

The PRESIDENT noted that a third of the deaths arose 
from bleeding after the condition had been diagnosed. 
He felt that these deaths were in most circumstances 
preventable. In a patient who was already bled 
almost white a very small amount of hemorrhage 
post partum might be the deciding factor. He 
emphasised the great amount of care necessary after 
delivery. He severely condemned anyone who 
attempted to examine a patient suspected of having 
a placenta previa unless he had at his disposal the 
means of dealing with any eventuality that might 
arise. He mentioned the installation of a blood- 
storage bank at the Meath Hospital and said that 
it was now always possible to obtain blood for trans- 
fusions from it without having a donor. It had 
already proved a life-saving measure in many cases. 
The giving of this blood was no more complicated 
than the giving of ordinary intravenous saline. 

Dr. J. F. CUNNINGHAM (master of the National 
Maternity Hospital) said that there had been 19 
deaths in Dublin in five years from placenta previa, 
and most of these had been due to sepsis. The 
treatment of these patients before their admission 
to hospital accounted for a great many of the deaths 
from sepsis. The importance of not interfering 
with them before admission to hospital could not 
be too strongly emphasised. There was great room 
for improvement in the methods of diagnosis. At 
present no method was really sufficiently accurate 
to be followed regularly. Casarean section should 
be done more ‘frequently in placenta previa, but 
many of the patients were in too bad a condition 
on admission. If the case was clean when the patient 
was first seen, cesarean section should certainly be 
done. In any case with very severe bleeding and 
a fairly certain diagnosis of placenta previa, if the 
patient was in a condition to stand it, cesarean 
section should be done. Vaginal plugging should 
be abandoned. Recently a patient had been admitted 
to hospital having been plugged on four occasions : 
she was operated on next day but died four days 
later from acute sepsis, the result of treating her in 
her home by plugging four times. Many of these 
patients came into hospital in so bad a condition that 
it was impossible to save them by any method. He 
always condemned the giving of pituitary extract 
in placenta previa; it was definitely dangerous. 
He did not like using the extract at all in hemorrhage 
of any kind and thought that there was such a thing 
as pituitary shock, which should certainly be avoided. 
He classified placenta previa into central, partial, 
and marginal, for he thought that students were 
confused by the terms ‘‘ marginal ”? and “lateral.” 

Dr. R. M. CORBET agreed that the results in placenta 
previa were unsatisfactory. In the Coombe Hospital 
during his mastership 4 patients with placenta previa 
had died: 1 from sepsis; 1 from pulmonary embolus 


after version had been done and the patient was 
quietly progressing in labour; 1 apparently from the 
anzsthetic (ether); and 1 from severe broncho- 
pneumonia, which she already had when admitted. 
The patient who died from sepsis had been trans- 
fuséd. There was no particular blood-loss in the 
other 3 patients, and they were not. transfused. 
Transfusion was very important and could be a life- 
saving measure. 

With regard to cesarean section, he had only per- 
formed 8 sections for placenta previa—6 classical and 
2 lower-segment operations. When the placenta was 
situated on the posterior uterine wall, the lower- 
segment operation had merits. He had done 
cesarean section on a patient who had been twice 
plugged before admission to hospital. He performed 
cesarean section chiefly for the sake of the mother ; 
therefore he would be prepared to perform it, in 
certain circumstances, if the baby were dead—an 
aspect of this treatment which was sometimes over- 
looked. He called attention to an analysis of 22,000 
cases of placenta previa contributed by L. L. 
McKenzie to the American Journal of Obstetrics and 
Gynecology in 1937, of which 11,000 were delivered 
by cesarean section, with a mortality of 6-6 per cent., 
and 11,000 were delivered through the vagina, 
with a mortality of 8 per cent.; but in the vaginal 
deliveries many methods were used upon which 
we looked with disfavour. The reason why Willett’s 
forceps, applied to the scalp, produced a lower infant 
mortality than did the half-breech and version must 
be that the blood-supply was less compressed—i.e., 
the head was not so efficient a compressor as the half- 
breech. Therefore we must lay down very carefully 
the limits of the use of Willett’s forceps, lest the 
maternal mortality be increased. 

Dr. D. V. Morris mentioned the great difficulty 
in connexion with these cases in hospital practice. 
The patients had been repeatedly examined by 
nurses and doctors before they were admitted and 
were often in a very bad state. He doubted the 
advisability of plugging the vagina. What would 
in his opinion have the most remarkable results in 
the improvement of the treatment of placenta previa 
was the education of the public. It was so very 
important to get patients to go to hospital early 
and not to have treatment anywhere but in hospital. 

Dr, BETHEL SOLomMONS said that the figures brought 
before them were a great advance on previous figures. 
He disliked the suggested classification of placenta 
previa. He had always taught that the division 
into central, partial, and lateral was best. He saw 
no reason for the inclusion of marginal, for he could 
lay down definite lines of treatment according to the 
classification stated above. He mentioned a case 
of twins and central placenta previa at seven months. 
He had performed cesarean section, and the children 
were now about eight years old. He did not advocate 
cesarean section as the usual treatment at this period 
of pregnancy, but this was an exceptional case, for 
the mother had lost the previous child. The classical 
operation was the one of choice, for the placenta 
obstructed the view in the lower-segment operation. 
He pleaded for the extended use of submammary 
injection of saline solution before manipulations. 
It was always available, and blood was not. He 
had found it a life-saving procedure, and in his 
series of 138 cases in hospital during his mastership, 
with 2 deaths, none of the patients had blood-trans- 
fusions, but nearly all had submammary injection 
of saline solution. If blood was available it should 
be given, and blood-transfusion was an essential 
treatment for puerperal sepsis following placenta 
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previa, Many lives had been saved during his 
mastership by this method, which must not be for- 
gotten in these days of chemotherapy. When Willett’s 
forceps was used, he advocated the long instrument 
which he had invented. He was entirely against the 
use of pituitary extract after version; he had seen 
one death from ruptured uterus following its use. 
He believed that with great care there should be 
no death from placenta previa. 
Dr. Davipson, in reply, said that it would be 
advisable to establish blood storage in all the hospitals, 
as had now been done in the Meath Hospital. He 
would like to classify placenta previa into central, 
partial, marginal, and lateral, There was a very 
definite difference, so far as treatment was concerned, 
between marginal and lateral and between central 
and partial. One should discriminate between 
marginal and partial, and marginal placenta previa 
should never be called lateral. Salines should 
undoubtedly be used, but blood-transfusions should 
also be used. There was too much complacency 
about the treatment of placenta previa. People 
were too inclined to say that these patients came 
into hospital in so bad a condition that nothing but 
good luck would save them. They were also too 
inclined to say that most of the babies were premature 
and therefore it did not matter at all about them, but 
the chief thing was to save the life of the mother. He 
would like to deny both these facts very strenuously. 
In the reports of the three hospitals the remark was 
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put after placenta-previa patients ‘“ patient in poor 
condition’? or “patient in good condition.” In 
only 40 cases out of 300 (14 per cent.) was the remark 
“patient in poor condition.” This meant that 
70 per cent. at least of these patients were in good 
condition when they were admitted. These patients 
did not require the use of Braxton Hicks version to 
anything like the extent to which it had been used 
in the past. His opinion was that, if it was at all 
possible to do so, Braxton Hicks version should be 
avoided. Of the 161 babies lost, 100 were not pre- | 
mature. A bigger effort should be made to save the 
lives of the infants in placenta previa. Blood- 
transfusion was of the very greatest importance in 
cases of sepsis; every septic case of placenta previa 
should be transfused. Plugging should be condemned. 
He had recently read a paper from Queen Charlotte’s 
Hospital in which the author had advocated plugging 
in every case as the one and only treatment for 
placenta previa. This he could not understand at 
all, for in his opinion it was a form of treatment which 
should be condemned. Pituitary shock was not 
likely after the giving of 1 c.cm. of pituitary extract, 
but it was likely if the dose was repeated. He 
thought that the indications for the use of Willett’s 
forceps were definite and narrow. They should be 
used only when there was a marginal or a low lateral 
placenta previa. The maternal mortality from 
cesarean section and from Braxton Hicks version 
was almost the same, 
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ALUMINIUM-WIRE STIRRUPS FOR 
AMBULATORY PLASTER CASES 


THE type of walking-iron introduced by Prof. 
Böhler for fitting to ambulatory plasters in the 
treatment of fractures below the knee has several dis- 
advantages. It is heavy, particularly for women or 
children, it is impermeable to X rays, and since it 
only extends half way up the leg it requires a consider- 
able thickness of plaster at its upper end to hold it 
rigid. In order to overcome these difficulties and achieve 
the ideal combination of lightness and strength 
which will satisfy both patient and surgeon I have 
found the following method entirely satisfactory. 

In place of Böhler’s iron a stirrup (fig. 1) is made 
by the surgeon from 3 mm, gauge aluminium 
wire known as Bohler’s finger wire. The wire is 
readily bent by hand, but when doubled on itself and 

encased in plaster 
becomes abso- 
lutely rigid. and 
will stand walking 
on as long as re- 
quired. The appli- 
ance is made from 
one piece of wire 
6 ft. long, the two 
ends being twisted 
together in the 
bridge upon which 
- the patient is to 
walk. The side- 
Pieces are bound 
together by a few 
turns of fine wire 
in several places. 
The loops at the 
upper ends are 


Fic, 1—Detail of stirrup. 


adjusted to rest 
against the 
ring of felt 
which sur- 
rounds the leg 
just below the 
knee so that | 
the plaster is | 
reinforced by | 

| 


i 


the wire in its 
entire length. ` 
This greatly 
strengthens it | 
and conse- | 
quently less 
thickness of 
plaster is re- 
quired. When 
the plaster has | 
set the bridge | 
of wire below | 
the heel is 
covered with a 
piece of felt 
4 in. thick 
secured in posi- 
tion by a few turns of elastic adhesive bandage or 
plaster-of-paris, This avoids any tendency to slip on 
polished surfaces and adds to the patient’s comfort. 
The actual difference in weight between iron and 
aluminium stirrups is considerable : an iron one weighs 
7-1 Ib.; an aluminium one 1-1} oz. The radiogram 
in fig. 2 shows the small degree of interference to 
which the stirrup gives rise. The advantages of this 
form of stirrup are, therefore, its lightness ; its pliability, 
permitting of adjustment in length or width; its 
greater length ; and its translucency to X rays, 
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Fre. 2— Ambulatory plaster with 
aluminium stirrup in Pott’s fracture. 
To illustrate the translucency of 
the stirrup. 
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Textbook of Ophthalmology 

Vol. I. (2nd impr.) By Sir STEWART DUKE-ELDER, 

D.Sc., M.D. St. And., F.R.C.S. London: Henry 

Kimpton. 1938. Pp. 1136. 63s. 

It is modest of the author and publishers of this 
advanced and highly scientific treatise on the develop- 
ment, form and function of the visual apparatus to 
label as a ‘“‘ second impression’’ instead of a new 
edition a work which has been subjected to con- 
siderable revision. Additions have been made, errors 
have been corrected, and the opportunity has been 
taken to bring up to date certain sections wherein 
fundamental advances in knowledge have rendered 
the original text misleading. These include the 
sections dealing with ocular pigment and the neuro- 
genic origin of pigmented tumours, the biochemistry 
of the eye, the nature of the intra-ocular fluids, the 
physico-chemistry of the vitreous body, and the 
chemical and electrical reactions in the retina. It is 
the essence of a growing science that its workers 
must be ready to modify a hypothesis to suit new 
facts. Recent researches have caused the author to 
revise his theories on the formation of intra-ocular 
fluids, in view of the sound arguments brought 
forward against his conception of the aqueous as a 
simple dialysate. The difficulties of estimating minute 
quantities of organic materials in complex body fluids 
are great and it is probable that finality has not yet 
been reached in the elucidation of the mechanism of 
the formation and drainage of the intra-ocular fluids. 

Ophthalmologists will look forward to the com- 
pletion of this valuable textbook, of which the third 
and fourth volumes are still to be published. 


Chronic Diseases of the Abdomen 
A Diagnostic System. By ©. JENNINGS MARSHALL, 
M.S., M.D. Lond., F.R.C.S., surgeon, Charing Cross 
Hospital and Victoria Hospital for Children ; 
surgical consultant, London County Council. 
London: Chapman and Hall. 1938. Pp. 247. 25s. 
WISE is the author who writes his preface with the 
reviewer in mind. Mr. Jennings Marshall tells us 
that he has tried to give to the practitioner ‘‘ an 
organised method of. attack upon the problem ” 
of the diagnosis of the cause of chronic abdominal 
symptoms, ‘ The first section deals with examina- 
tion, clinical and special, its scope and limitations ; 
the second deals with differential diagnosis, arranged 
into a number of broad subdivisions into which the 
methods of the first section will have directed atten- 
tion. Further, another line of attack is provided 
in the index, which is designed to prove of help with 
regard to individual symptoms, and cross indexing 
is freely used in the text.” It is all done very well; 
done by a surgeon who is full of experience and knows 
what he is talking about, in the crisp, clear-cut, 
no-nonsense-about-it fashion of the surgical teacher. 
The book is not designed as a foolproof mechanical 
differential diagnosticator, in which, if she is vomiting, 
you turn to page so-and-so, then if there is pain, to 
page something-else, and if the urine contains pus, 
to a third place where you will find the answer. 
But it brings to bear on the main symptoms of 
abdominal disease the knowledge and the experience 
.of an old hand at the game, systematising the kind 
of mental approach which all of us adopt in actual 
practice. There is too much dogmatism, of course, 
in places, and some over-emphasis—for example, 
“one of the most striking signs of a stone in the 
ureter is an appendicectomy scar,” and ‘“‘ the person 
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who has felt hydatid thrill is as difficult to find as 
one who actually saw the Russians passing through 
England in 1914.” The preface, however, as well. 
as informing the reviewer, disarms him by hoping 
that, ‘‘ where it has been thought helpful to generalise 
and dogmatise, the amount of ‘corrigens’ in the 
way of reservations and exceptions included in the 
prescription has been adequate to guard against 
the excesses'of the ‘principal.’ ” Had a physician 
read the proofs, he might have asked for a little more 
emphasis on some medical aspects, like the engorge- — 
ment of neck veins accompanying chronic venous 
congestion of the liver, or the fact that beneath 
an emphysematous chest the normal liver is often 
palpable ; and he would have smiled wistfully at the 
assertion that ‘‘interacinar pancreatitis is the basis 
But he could not have failed 
to be refreshed by the general shrewdness, the richness 
in matter, and the racy style. ‘The abdomen 
extends at least from the knees to the eyebrows.” 
“In no circumstances should one empty an old 
man’s bladder without very careful consideration.” | 
Diagrams, photographs, and  radiograms are 
numerous and excellent. 

This is a good twenty-five shillings’ worth for any 
final-year student and any general practitioner— 
not to say many specialists. 


Cattle Fodder and Human Nutrition 

By ARTTURI I. VIRTANEN, professor at the Technical 

University and director of the Biochemical Insti- 

tute, Helsinki. Cambridge: at the University 

Press. 1938. Pp. 108. 7s. 6d. 

A SERIES of four lectures given by the author 
are here brought together in book form in an attempt 
to illustrate the direct effect of agricultural methods 
and livestock feeding on human nutrition. The 
author maintains that by using the present knowledge 
of the process of nitrogen fixation by leguminous 
crops, together with modern storage and ensilage 
methods, not only can milk production be made more 
profitable to the farmer, but also the milk marketed 
will be better able to meet the vitamin requirements 
of the human consumer. | 

An assay was made in Finland of the requirement 
of vitamins A and C in the diet of manual workers by 
the controlled feeding of 1000 persons from repre- 
sentative communities throughout the country. 
It was concluded as regards vitamin A that the 
standard requirement of 4000 units per person per 
day was maintained except during the months of 
April and May. Milk is the chief source of vitamin A 
in the Finnish diet, and during these months there 
was a fall in the vitamin-A content of milk which was 
traced back to the low vitamin-A and carotene- 
contents of fodders normally fed to cows through 
the spring. The carotene-content of fresh green 


fodder before the flowering stage is reached is high, 


but decreases rapidly after flowering and is still 
further reduced in storage when it is stored as hay 
or ordinary silage. In the northern countries only 
legume crops can economically be cut early. The 
carotene-content is then high, but decreases rapidly 
in storage. Prof. Virtanen has developed what is 
known as the A.I.V. method of ensiling these crops 
with the minimum of loss, its principle being the 
prevention of decomposition and the consequent 
loss of organic matter and carotene by keeping the 
pH of the ensiled crop sufficiently low to inhibit 
bacterial growth. The fodder when fed to cows is 
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claimed to maintain the carotene- and vitamin-A 
contents of the milk at their summer levels through- 
out the winter. 

The vitamin-C status of the Finnish diet was good 
as a rule, only 2 per cent. of individuals examined 
' showing any deficiency as indicated by the Göthlin 
test. In April and May, however, this figure rose 
to 11 percent, Potatoes supplied most of the vitamin 
C, but under existing storage conditions these were 
apt to lose much of their vitamin towards the spring. 
Other vitamins were judged to be adequate in a 
normal Finnish diet on account of the large quantities 
of potatoes, wholemeal bread and milk consumed, 
the daily consumption of the latter (1-14 pints 
per head of the population) far exceeding the 
corresponding figure for England (0-44 pint). 

The final lecture describes the manufacture of 
A.I.V. silage, and gives the results of extensive 
field trials with the ensiled material. Numerous 
references to literature are cited throughout the 
text. The author claims that agriculture, by more 
scientific harvesting and storage of crops, is now 
equipped to correct deficiencies of vitamins which 
- may occur in the human diet. This can be done, 
he believes, not by altering the components of that 
diet appreciably, but rather by increasing the vitamin 
potency of those components as marketed. 
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Textbook of Biochemistry 

By RoGER J. WitutaMs, Ph.D., D.Sc., professor of 

chemistry, Oregon State College. London: Chap- 

man and Hall. 1938. Pp. 525. 21s. 

Books on biochemistry for medical students, 
of which there is rather a superabundance, differ 
widely in make-up. Prof. Williams gives a fairly 
adequate account of the whole subject, a little too 
full perhaps for the elementary student, and yet 
not detailed enough for the advanced student who 
would have been glad of references. The summary of 
chemotherapy at the end of the book is very well done. 


Yearbook of Urology 

Edited by JoHN H. CUNNINGHAM, M.D., associate 

in genito-urinary surgery, Harvard University 

postgraduate school of medicine. London: H. K. 

Lewis and Co. 1939. Pp. 472. 10s. 6d. 

ALTHOUGH the specialty of urology is very much 
alive, it appears that no outstanding innovations 
have been introduced during 1938. It has been 
rather.a time of testing, and of estimating the value 
of various new remedies—for example, the compara- 
tive value of mandelic acid and sulphanilamide in 
urinary infections, The inability to reduce the pH 
of the urine of patients with proteus infections makes 
mandelic-acid therapy almost useless in the treatment 
of such infections, whereas sulphanilamide, acting as 
it does in an alkaline medium, often has a good 
effect. On the other hand, the failure of the sulph- 
anilamides to exert any action on Streptococcus 
faecalis necessitates the use of mandelic-acid prepara- 
tions where this organism is found. These two drugs, 
therefore, the one acting only in an acid medium, 
and the other best in an alkaline medium, supple- 
ment each other, and can be used in urinary infections 
according to the type or types of organisms causing 
them. 

The many rare cases recorded by urologists during 
the period under review which are included in this 
yearbook are of interest chiefly to the expert, but the 
general surgeon and physician will appreciate the 
indications of general trends in urology. They will 
note that the pendulum of fashion in the surgery of 
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hydronephrosis has swung back from nephrectomy 
to conservative methods. Dr. W. Walters and his 
assistants at the Mayo Clinic record 46 plastic opera- 
tions for non-calculous types of hydronephrosis ; 33 of 
these patients could be regarded as having derived 
definite benefit from their operation, while 13 did not, 
Amongst the papers abstracted is an interesting 
discussion by Dr. C. D. Creevy of Minneapolis of the 
question whether sudden emptying of the chronically 
distended bladder is dangerous. The general impres- 
sion in the profession that it is dangerous is supported 
by abundant explanations of the reasons why it 
should be. Dr. Creevy has, however, long been a 
sceptic on this subject, and has compared the clinical 
results of slow deflation of the bladder and of rapid 
emptying in a number of cases. He has now come 
to the conclusion that the mortality following 
emptying of a chronically distended bladder is not 
a result of the rate of emptying but of an infection 
superimposed on already damaged kidneys. 

This yearbook, like its predecessors, should take its 
place on the shelves of all medical men who want to 
keep abreast of urological literature. 


Le traitement non-sanglant des fractures du 
rachis 
By PIERRE MALLET-GUY, chirurgien des hôpitaux de 
Lyon. Paris: Masson et Cie. 1938. Pp.117. Frs.40. 
THIS monograph, to which Prof. R. Leriche con- 
tributes a preface, represents a study of the results 
obtained in 34 cases of vertebral fractures treated 
by reduction and plaster fixation in hyperextension 
according to the methods familiarised by Watson 
Jones, Böhler and others. Local anzsthesia was 
employed throughout, using a technique devised by 
Leriche. The controversy which this monograph 
tries to settle—whether fractures of the spine should 
or should not be reduced by manipulation in hyper- 
extension—has already been decided in this country 
in the affirmative. Much of the argument of the book 
therefore loses its point, but it is none the less valuable 
as a careful record by a competent and painstaking 
surgeon of the successful treatment of vertebral | 
fractures, | 


Guide to Veterinary | Parasitology 

Entomology 

For Veterinary Students and Practitioners. (2nd ed.) 

By T. SouTHWELL, D.Sc., Ph.D., Walter Myers 

lecturer in parasitology, school of tropical medicine, 

University of Liverpool; and A. KIRSHNER, M.B. 

Cape Town, D.T.M., formerly assistant lecturer in 

parasitology at the school. London: H. K. Lewis 

and Co. 1938. Pp. 176. 10s. 

THIS new edition has been enlarged by the addition 
of a section on entomology, dealing briefly with 
the commoner flies, lice, ticks, and mites which 
transmit or produce disease in domesticated animals 
and poultry. Otherwise the book is substantially 
unchanged. The diagrams are well chosen and docu- 
mented, but in places the style of the text borders on 
the ‘‘ popular ” and is hardly appropriate for students 
reading for a scientific qualification, and in others 
it is inclined to be scrappy or didactic. The state- 
ment that “the only parasites in blood are species of 
Babesia and Theileria, which occur in the red cells, 
and Trypanosoma, which are found in the plasma” 
(p. 3) is too sweeping. Again, to say that the diagnosis 
of Theileria parva infection is made by staining a 
thin blood-film is not in accordance with the practice 
of experienced veterinary protozoologists. The book 
is, however, a useful one for students and would well 
repay further careful revision, 
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SAFE MILK: 


THE issue in July, 1937, of a white-paper 
setting out the Government’s policy for milk 
raised hopes that something substantial was to 
be done towards safeguarding the milk-supply, 
even if the steps forward were partial and halting. 
This hope was based partly on the official recogni- 
tion that an essential step towards an increased 
consumption of milk was “to establish public 
confidence ‘in the cleanliness and purity of the 
milk-supply,” but mainly on the Government’s 
undertaking to introduce legislation enabling any 
local authority to apply to the Minister of Health 
for an order requiring the efficient pasteurisation 
of milk sold by retail in the area, subject to certain 
exceptions. This undertaking was implemented 
in part VII of the Milk Industry Bill. A scrutiny 
of the provisions, however, showed that the 
permissive powers were qualified by so many 
conditions and exceptions as to impair their work- 
ing efficiency. While it is evident that in the 
interval between the issue of the Government’s 
policy and the issue of the bill the various trade 
interests were able to present their points of view, 
no equivalent consideration was given to the 
interests of the consumer whose health is the 
special concern of the medical profession. Actually 
no medical body was asked for its views on the 
effect of these provisions. 

The Milk Industry Bill had a bad reception in 
Parliament and was withdrawn for reconsidera- 
tion. Various items in this long and complicated 
Measure were unpopular, amongst these unfor- 
tunately the pasteurisation proposals. No official 
information is available as to the form the new 
bill will take, but agricultural interests freely 
surmise that the pasteurisation clauses will be 
dropped. Since its withdrawal two. important 
deputations have waited on the Ministers of Health 
The deputation on Feb. 8 
represented the British Medical Association, the 
Royal Colleges, the Society of Medical Officers 
of Health and the Joint Tuberculosis Council. 


- That on Feb. 24 was under the auspices of the 


People’s League of Health which has done much 
to focus public attention on the milk problem. 
Both deputations made it clear that the medical 
profession has made a scientific study of milk and 
is agreed as to the need of pasteurisation to 
protect the milk-supply. It has yet to be seen 
what effect these representations will have upon 
the text of the new bill. Mr. Error has indi- 
cated his intention to publish a review of the 
existing evidence on the whole subject of pasteuri- 
sation and the safety of milk-supplies; but 
will this bein time? If the pasteurisation clauses 
are jettisoned, even in their present limited 


1. See Lancet, 1937, 2, 327. 


and inefficient form, it will be evident that expert 
and medical opinion is to count for nothing against 
the dislike of a small section of the milk trade to 
amend its ways. There must surely be some means 
of protecting the reasonable interests of the 
produeer-retailer without perpetuating the existing 
scandal of an unsafe milk-supply. The medical 
profession through its authorised representatives 
has stated its conviction that the milk-supply 
as it now exists is the cause of much disease and 
suffering which could be avoided by pasteurisation. 
It fully recognises the need for an increased con- 
sumption of liquid milk, but this will remain 
restricted until (as “ Milk Policy ” puts it) public 
confidence is established in the cleanliness and 
purity of the milk-supply. 


(ESTROGENIC HORMONES AND CANCER 


THE relationship of oestrogens and carcino- 
genesis is important from the clinical as well as the 
experimental -point of view, since cestrogenic 
hormones are now proving valuable in the treat- 
ment of various gynecological disorders. When 
LACASSAGNE in 1933 observed that their prolonged 
administration produced mammary cancer in 
every one of a group of male mice, it was argued at 
first that this would happen only in animals with 
a high constitutional susceptibility to cancer: 
LACASSAGNE’S mice belonged to a clgsely inbred 
strain in which spontaneous mammary cancer 
was very common among the females, and carcino- 
genesis had not been elicited in similar experiments 
on mice of mixed strains in which the disease was 
rare. On this ground it was maintained that the 
cestrogens are not carcinogenic; but subsequent 
experiments by LAcASSAGNE, CRAMER and HORNING, 
Burrows and others showed that they can induce 
mammary cancer even in strains of mice with a 
low incidence of the disease, and that they can do 
so not only in very young animals but also in those 
that are sexually mature. More recently G. BonsER 
and her collaborators have succeeded in inducing 
mammary cancer with cestrogens in mice belong- 
ing to a strain in which spontaneous mammary 
cancer did not appear at all. 

The results of experiments on rats now reported 
by GESCHICKTER ! of the Johns Hopkins University 
are particularly striking. In rats spontaneous 
malignant tumours of the mamma are rare, but 
he has succeeded in inducing adenocarcinoma 
of the mamma in a pure strain in which no spon- 
taneous mammary carcinoma had been seen 
among 2000 animals kept under observation 
before the experiment. Administration of an 
cestrogenic hormone to 86 young rats of this strain 
(some intact and some castrated) was followed 
by the development of mammary carcinoma in 
no less than 25, of which 19 were females and 


» 


6 males. The cestrogen used was ketohydroxy-. 


cestrin, and it was injected five times a week. The 
mode of administration of the preparation and 
its dosage were varied in different experimental 
series: in some it was injected ; in others solid 
pellets were introduced; in yet another series 


. 1. Geschickter, C. F., Science, Jan. 13, 1939, p. 35. 
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the two methods were combined. The period of 
induction of mammary cancer was found to be 
inversely proportional to the amount of the 
hormone administered daily, and cancer appeared 
most rapidly in those animals into which solid 
pellets of the hormone had been implanted. The 
newly synthesised cestrogenic preparation stilb- 
cestrol? also induced mammary cancer in the 
rat, and this agrees with the observations of 
LACASSAGNE,? who reports that stilbeestrol induced 
mammary cancer in mice even more readily than 
. the natural cestrogenic hormone. GESCHICKTER 
also found that in the rat prolonged administration 
of cstrogens gave rise to the same endocrine 
disturbances—especially in the pituitary and the 
adrenals—as have been demonstrated by CRAMER 
and Hornine in the mouse. The results of 
GESCHICKTER traverse the conclusions of Emas,* 
who failed to induce mammary cancer in rats 
with oestrogens and argues therefrom that their 
carcinogenic effect is limited to mice highly sus- 
ceptible to this malignancy and does not affect 
other species of mammals. 

It is clear from these experiments by GESCHICKTER 
on rats, as well as from many recorded experiments 
on mice, that the development of mammary 
cancer following prolonged administration of cesto- 
genic hormones depends mainly on two factors 
—first the susceptibility to mammary cancer 
and secondly the total dose of œstrogen. In 
resistant individuals the carcinogenic dose is very 
large, but it is evidently possible to break through 
even a very high resistance by increasing the 
total dose; for example, in GESCHICKTER’S 
experiments on constitutionally resistant rats the 
implantation of solid pellets of the hormone prepara- 
tion was sometimes followed by development of 
cancer in the breast after a comparatively short 
interval. For susceptible animals, on the other hand, 
the carcinogenic dose appears to be very small. 
For while the incidence of spontaneous mammary 
cancer in mice belonging to a susceptible strain 
can be diminished by ovariectomy, this operation 
does not protect those in which the ovaries have 
remained for two or three months after sexual 
maturity has been reached. 

In view of the therapeutic value of cestrogens, 
it may be asked what bearing such experiments have 
on the clinical use of these hormones. The majority 
of women are constitutionally resistant to mam- 
mary cancer, though the statistical investigations of 
WAALER in Norway and of WASSINK in Holland 
have shown that high susceptibility is often found 
among women whose nearest blood relations 
(mother, sisters, aunts) have died of cancer 
of the breast. In clinical practice, therefore, 
the administration of cestrogenic hormones in 
therapeutic doses over short periods of several 
months, or even a year, does not seem to be 
dangerous; but this may not apply to women 
with a family history of mammary cancer or 
in women with precancerous conditions of the 
mamma. The continuous use of large doses over 
periods of several years, and particularly the appli- 

2. See Lancet, Jan. 14, 1939, p. 97. 


3. Lacassagne, A., C.R. Soc. Paris, 1938, 129, 641. 
4. Emge, L. A., Surg. Gynec. Obstet. Feb. 15, 1939, p. 472. 
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cation of these hormones by the implantation of 
pellets, does however carry a risk even to the non- 
susceptible. It has also to be remembered that an 
excessive dose of cestrogen, even if it does not 
cause cancer of the breast, may produce endocrine 
disorders. 


PUERPERAL TETANUS 


AFTER childbirth the genital tract presents a 
notoriously ready portal of entry for aerobic 
bacteria like the Streptococcus pyogenes. A disease 
so common as streptococcal puerperal fever has 
naturally had close attention and there is now 
little doubt that the coccus found in the infected 
uterus comes, via the vulva, from an external 
source, such as the throat of the mother, her 
family, or her medical attendants. Puerperal 
tetanus on the other hand is too rare to allow of 
any general conclusions about its genesis, and the 
evidence incriminating a given source of tetanus 
bacilli is often acceptable only because no other 
source is apparent. Moreover, since tetanus spores 
may lie dormant in tissues without causing manifest 
disease, it is hard to name a limited period within 
which the bacilli must have been brought into 
contact with the body. In a case investigated on 
Feb. 25 by the St. Pancras coroner, the symptoms 
appeared about 11 days after delivery. They were 
not pelvic symptoms ; but, since the genital tract 
contained the only discoverable tissue lesion through 
which the bacilli might have penetrated, an initial 
pelvic infection was suspected. The tetanus 
bacillus was not found in the pelvis, nor on any 
dressings used by the patient; it was however 
demonstrated later in sanitary pads similar to those 
that had been applied to her, and it was presumed 
that the infection had in fact been pelvic. Tetanus 
spores occur in human feces, and the possibility 
of fecal contamination must be considered. 
The irregularity with which they are found makes 
it likely that they are merely passengers through 
the alimentary canal, and do not dwell there. 
Nor in this particular case was there any evidence 
that spores were present on the patient’s perineum. 

Sanitary pads may be the more readily indicted 
on general grounds in view of PULVERTAFT’S? 
demonstration of pathogenic tetanus bacilli in a 
large proportion of manufacturers’ sanitary pads. 
Supposing that the pad harbours a tetanus spore, 
it is, on the face of it, difficult to imagine firstly 


how the spores of a strict anaerobe like Clostridium | 


tetani can germinate in an absorbent dressing to 
which air has access, and secondly how the bacilli 
reach open wounds in the genital tract. It is 
known however that tetanus spores will germinate 
in aerobic broth culture if aerobic bacteria are at 
hand to use up the atmospheric oxygen, or if 
substances like cooked meat granules are present. 
The function of the cooked meat is to produce a 
system of high reducing intensity, which favours 
the growth of tetanus even in the presence of 
atmospheric oxygen. Many commercial cotton- 
wool pads have a core of cellulose wadding, and 
cellulose wadding acts in fluid culture in the same 
way as cooked meat. It is therefore not impossible 


1. Pulvertaft, R. J. V., Brit, med. J. 1937, 1,441. 
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that tetanus spores would germinate in such pads, 
if they became soaked with lochia, and heavily 
infected with an oxygen-using perineal organism 
like Bacterium coli. The accidental squeezing of a 
tetanus-infected pad might deposit the organisms 
on an external wound, but the mechanism of 
infection of a deep cervical tear is less obvious. 
Tetanus bacilli are motile, and might swarm up 
the vaginal walls ; but active motility is inhibited 
by oxygen, and the degree of intravaginal oxygena- 
tion that normally permits the survival of sperma- 
_ tozoa would almost certainly inhibit the independent 
movement and the growth of Cl. tetani. Thus it 
seems that the rarity of puerperal tetanus may be 
due rather to the obstacles in the way of establish- 
ing infection than to an absence of spores near 
the vulva. 

But however much comfort we may find in the 
rarity of a phenomenon, there is nothing comforting 
in the presence of tetanus spores in commercial 
sanitary pads—pads which, even if they are 
specially treated for puerperal use, are widely 
employed at the menstrual periods in the form in 
which they leave the manufacturer. It may be 
said with confidence that the risk of menstrual 
tetanus is exceedingly small; nevertheless the 
confidence rests mainly on the fact that menstrual 
tetanus does not seem to occur. With the increas- 
ing use of manufacturers’ pads, many of which are 
improperly sterilised, the risk, however small, must 
increase. It could be eliminated by the proper sterili- 
sationof the article before it leaves the manufacturer. 


PSYCHOLOGY AND CRIME 


CAUTION has long characterised the official 
attitude towards the psychological treatment of 
crime. In recent years the annual statements of 
the Prison Commissioners have mentioned certain 
experimental investigations and have promised 
us a full report. Two highly competent observers 
have now reported to the Home Office—Dr. W. 
Norwoop East, the former medical commissioner, 
and Dr. W. H. DE B. HUBERT, the psychotherapist 
at Wormwood Scrubs prison. Their published 
conclusions indicate that caution is giving way 
to confidence. They recommend a new penal 
institution of a special kind to deal with the 
abnormal and unusual types of criminal. The 
institution is to serve four purposes. First it will 
be a clinic and hospital for investigating cases 
and, if necessary, treating them by psychotherapy 
and other means. In this capacity it can usefully 
form a centre of criminological research and can 
coérdinate prison life and aftercare. In the second 
place the new institution can accommodate selected 
cases which have proved unsuitable and unrespon- 
sive to the rehabilitating influences of the modern 
prison system; these cases may, under special 
conditions, become amenable to psychiatric 
methods. Thirdly the institution may be a colony 
for the detention of those offenders who cannot 
adapt themselves to ordinary social surroundings 
but who resist reformative measures, however 
specialised. For such men as these, says the report, 


1. The Psychological Treatment of Crime. H.M. Stationery 
Office. 28. 6d 
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the severity and hardship of ordinary prison life 
may be inappropriate. Lastly the institution could 
be an observation and treatment centre for Borstal 
lads who, through mental abnormality, appear 
unsuited or insensitive to ordinary Borstal training 
and who are for various reasons unfit for earlylicence. 

These proposals, invited by the Home Office, 
must obviously receive attention. They are based 
on a four-year period of inquiry during which 406 
cases were examined, 214 of them being approved 
for treatment. N aturally there are no statistics 
of successful cure. It is far too early to be claiming 
that these men (in some instances still serving their 
sentences) have been rendered immune from any 
criminal tendency in the future. The authors of 
the report would be the last persons to make rash 
claims. Caution persists while confidence increases. 
Psychotherapy, they conclude, as an adjunct to 
an ordinary prison sentence, appears to be effective 
in preventing, or in reducing the chance of, future 
anti-social behaviour if only the cases to which the 
treatment is applied are carefully selected. The 
institution must not be flooded with unsuitable 
material. It is not to be a mere dumping-ground 
for cases which present a problem to the public 
conscience or to the bench. Patients who are 
certified insane or mentally defective will be dealt 
with elsewhere in any event. The presence of an 
abnormal mental state does not necessarily imply 
suitability for psychotherapy. Numbers might 
suggest that among the sexual offenders there 
are more suitable cases than among the adolescent 
criminals or in the Borstal group. The suggestion, 
according to Dr. East and Dr. HUBERT, would be 
wrong. The opposite is the fact, and treatment 
should be extended to include many of these 
younger groups. Nor, though their investigation 
has dealt with men and youths only, have they 
any doubt that the appointment of a woman psycho- 
therapist to a women’s prison would be justified. 

We have travelled a long way from the times 
when the mental and moral condition of prisoners 
was the concern of the prison chaplain rather than 
of the medical officer. And yet the psychological 
treatment of crime is not so novel as might be 
supposed. Dr. East has told us that thirty years 
ago, when he was medical officer of Brixton prison, 
he obtained impressive results from psychothera- 
peutic interviews with adults and adolescents 
who were charged with attempting suicide and 
other offences. In 1932 the Persistent Offenders 
Committee recommended that a medica] psycho- 
logist be attached to one or more penal establish- 
ments for the treatment of selected cases. Future 
progress may be rapid if public opinion is not 
startled by propaganda which omits to distinguish 
between criminal responsibility and culpability, 
and if psychotherapy in prisons is not handed 
over to practitioners who have had no medical 
or psychiatric training whatsoever. The policy 
outlined by Dr. Norwoop East and Dr. HUBERT 
should be entrusted to trained psychiatrists who 
have experience of criminals and who, like the 
authors of the report, can be relied upon to select 
the cases where psychological treatment offers the 
hope of success. 
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NEPHRO-OMENTOPEXY IN HYPERTENSION 


THE work of Goldblatt 1 and of many subsequent 
writers has clearly shown that experimental reduction 
of the blood-supply to the kidneys leads to a form of 
sustained hypertension which in many ways resembles 
hypertension in man, Experimental hypertension 
is not always sustained indefinitely, however, for 
the animal is/sometimes able to defeat the operation 
by developing a collateral circulation through the 
capsular and ureteric vessels. This fact and the 
success obtained by O’Shaughnessy and others? in 
restoring the cardiac circulation in cases of coronary 
ischemia have prompted Abrami, Iselin and Robert- 
Wallich 3 to try the effect of nephro-omentopexy in 
human hypertension. They describe the effect of 
a unilateral operation on two subjects, both of whom 
were suffering from severe and progressive high blood- 
pressure, In each case the operation was followed 
by an immediate fall in blood-pressure and sympto- 
matic improvement. But although the latter persisted, 
the blood-pressure rose again to reach its former level, 
in the first case after five days, and in the second 
after six weeks. These results are not altogether 
encouraging, for any major operation is apt to cause 
immediate reduction of hypertension, while the 
beneficial effects of a collateral circulation would be 
expected to appear gradually and to be more enduring. 
It is also as well to admit that the basis of the opera- 
tion is more empirical than rational. Recent work-4 
certainly suggests that renal ischemia is implicated 
in progressive hypertension in man, but the primary 
abnormality remains unknown. Furthermore it 
does not follow from Goldblatt’s observations that 
a collateral circulation would save the situation, 
for obstruction of the main renal artery is different 
from a spontaneous vasoconstriction affecting, as 
likely as not, the afferent glomerular arterioles. 
On the other hand the outlook in malignant hyper- 
tension is so gloomy that empiricism in treatment is 
no crime, and it would be rash to condemn an opera- 
tion because the first two attempts were unsuccessful. 
Nephro-omentopexy will no doubt be tried again and 
it is to be hoped that with improved technique and 
bilateral operation more favourable results will be 
obtained. 


PROLONGING THE ACTION OF ADRENALINE 


THE rates of absorption and excretion of drugs 
naturally affect the intensity and duration of their 
action, and subcutaneous administration is tradi- 
tionally associated with rapidity of absorption. 
This may be an embarrassment in the exhibition of 
drugs that are inactive by the mouth, for their 
effects may be evanescent. The idea of embedding 
a chemical tablet under the skin was introduced by 
Deanesly and Parkes ë as a means of securing a pro- 
longed action, and for many years substances such 
as insulin have been given in an oily medium with 
the same object. The same principle has now been 
applied to adrenaline, Keeney, Pierce and Gay ° 
of Baltimore report the use of a suspension of solid 
adrenaline in oil in a number of cases of asthma 


1. Goldblatt, H., Harvey Lectures, 1938, p. 237. 

2. See Lancet, 1938, 1, 89. ; | 

3. Abrami, P., Iselin, M., and Robert-Wallich, Pr. méd. 
Jan. 28, 1939, 3: 137. 

4. Wilson, C., and Byrom, F. B., Lancet, Jan. 21, 1939, p. 136. 

5. Deanesly, R., and Parkes, A. S., Chem. and Ind. 1937, 56, 
447; see Lancet, 1937, 1, 1354. : 

6. Keeney, EK. L., Pierce, J. A., and Gay, L. N., Arch. intern. 
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in which the attacks had been so frequent as to 
require multiple injections of the drug, and they 
report that most of the patients benefited, though 
local irritation sometimes put. a stop to the treat- 
ment, Any change of remedy is of course liable to 
bring temporary relief to asthmatics, but the slow 
rise and fall and sustained plateau of the blood-sugar 
concentration shows conclusively that in these cases. 
adrenaline really had the prolonged action claimed 
for it. The suspension was made permanent by 


exposing finely divided adrenaline in oil to supersonic - 


vibrations of 350,000 per second; this further sub- 
divided the particles and released air-bubbles. It. 
is perhaps unlikely that a tablet of compressed 
adrenaline embedded with aseptic precautions sub- 
cutaneously would be a practical success, for it 
would have a local vasoconstrictor action and might 
need fairly frequent renewal. The action of such a. 
tablet however would probably be more prolonged 
than that of a suspension in oil, and since it might 
cause no more (perhaps less) local disturbance than 
the suspension used by Keeney and his colleagues, 
the experiment is possibly worth making. 


THE CAMERON PRIZE-WINNER 


THE development of new remedies against bacterial 
infections is much the most striking advance im 
therapeutics during. the last five years, and it is 
appropriate that Prof. Gerhard Domagk should 
be given the Cameron prize of the University of 
Edinburgh; which in 1889 was awarded to Pasteur 
and in 1914 to Ehrlich. Now that new discoveries. 
in the chemotherapy of bacterial diseases are being 
announced almost daily it is well to recall that all 
this work started with the discovery of Prontosil 
by Domagk and his chemical collaborators, Mietzsch 
and Klarer of the I.G. Farbenindustrie (Bayer) at. 
Elberfeld. Without their work we should be in no. 
better position to treat bacterial infections than we 
were four years ago. ; 

Domagk is a Brandenburger, 43 years old, and 
titular professor at Münster. 


he resumed his medical studies at Kiel, graduated in 
1921, and became assistant to Hoppe-Seyler. In 
1924 he was appointed to a readership in pathology 


at Greifswald, and the observations in his reader’s. 


thesis on the part played by the reticulo-endothelial 


system in the destruction of organisms turned. his. 


mind to the reinforcement of the body’s defence 
against bacterial infections. 
isolate substances from the reticulo-endothelial 


tissues which would cause a breakdown of bacteria ;: 


but these attempts failed, so he started an investiga- 
tion of new chemical substances to act as disinfectants. 


This inquiry he continued at the I.G. Farbenindustrie. 


laboratories at Elberfeld, where in 1927 he was 
appointed director of the department of experimental: 
pathology and bacteriology. Following the work 
of Eisenberg (1913) and Ostromislensky (1930), 


Mietzsch and Klarer prepared a number of azo dyes. 


at Elberfeld, and some of these proved active against 
bacteria in vitro. None of them were successful 
in the treatment of infected animals, however, until 
in 1932 Domagk noticed that one of the dyes contain- 
ing a sulphonamide group had some action on mice 
infected with streptococci. Dyes containing sulphon- 
amide groups had been first prepared by Horlein, 
Dressel and Kothe in 1911 and had been found to 
dye wool with a greater fastness to water than dyes. 


After the late war,. 
in which he served as a volunteer and was wounded, 


He tried at first to. 


: for gonococcal conditions. 
“will continue their excellent work and produce more 
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without a sulphonamide group; this fastness of the 
dyes seems to have suggested their trial in experi- 
mental infections. Soon after the discovery of the 
first of these dyes the workers tried the compound 
which is now known as red prontosil, and this proved 
to be more active than any of the others. Although 
their experiment on the action of prontosil is dated 
December, 1932, it was not published until March, 
1935, and in the intervening time the new drug was 
tested by German clinicians in a number of infectious 
conditions. During this period of clinical testing 
Domagk treated his own daughter with large doses 
of prontosil ; the child had acquired a serious strepto- 


coccal infection from the prick of a needle and surgery 


had failed to check the spread of the infection ; but 
she recovered with prontosil. Later in 1935 Domagk 
and his collaborators prepared another drug, Uleron, 
which has been widely used in Germany and elsewhere 
We may hope that they 


of these chemical substances which have brought 
new success a8 well as new hope into medicine. 


VITAL STAINING OF THE RETINA 


In the study of tissue metabolism vital staining 
has been used to trace the paths of transmission of 
fluids and the sites of deposits of cells, and it is 
mainly by this method that the reticulo-endothelial 
system has been recognised. For histological purposes 
vital staining of the central nervous system has been 
disappointing. It seems that with many dyes staining 
is supravital, the toxicity of the dye causing death. 
Experimental data show that there is a blood-brain 
barrier preventing the dye from reaching nervous 
tissue; the complexity of this barrier is shown by 


. the fact that dyes which penetrate the cerebrospinal 


fluid do not necessarily stain the brain. It is 
obviously desirable that basic dyes used in this work 
should be non-toxic and locally non-irritating. 
Sulphonation is one of the ways in which the body 
reduces the toxicity of substances. Light green S.F., 
a sulphonated triphenylmethane dye, and fast acid 
violet, a rhodamine dye, are not highly toxic and 
were the first to give satisfactory results in staining 
the brain in a living animal. Sorsby? has found that 
intravenous injections of Kiton fast green V can 
stain diseased and damaged parts of the transparent 
retina and reveal optic atrophy by staining the 
degenerated nerve tissue. He experimentally induced 
retinal degeneration by using Septojod, thermo- 
cautery, and subsequently intravenous injection of a 
2 per cent. solution of sodium iodate. Kiton fast 
green V and xylene fast green B proved less toxic 
and more satisfactory as staining agents than did 
other dyes. Sorsby employed clinically a 10 per 
cent. solution of Kiton fast green dissolved at 60° C., 
filtered twice at 35° C., and sterilised by tyndalisation ; 
20-30 c.cm. of this solution warmed to body heat 
was injected intravenously. Choroidal and retinal 
exudates take up the dye readily, but the particular 
clinical value of this test is the revelation of lesions 
of the retina and optic disc which are not obvious on 
ophthalmoscopic examination. In one of Sorsby’s 
cases a retinal detachment did not become green, 
but against the subdued background a series of 
tears, previously invisible, were seen as red holes, 
In another case a tear at the ora serrata and several 
other areas of retinal degeneration were stained green 
after injection of Kiton fast green. In a third case 
the visual acuity had fallen in one eye to 6/60 and 


1. Sorsby, A., Brit. J. Ophthal. January, 1939, p. 20. 


the ophthalmoscope showed no abnormality. After 
injection of the dye the optic disc of the eye with 
6/60 vision was stained green, whereas in the normal 
eye the optic disc was not stained. It seems that the 
normal retina decolorises all the dye that reaches it, 
and that the degree of coloration appears to depend 
on the degree of inefficiency of the different parts of 
the retina. It is evident from this work that vital 
staining of the retina by a dye, such as Kiton fast 
green, which has been found to be relatively non- 
toxic is a useful diagnostic adjunct in difficult cases 
in which either for therapeutic or prognostic reasons 
it is essential to reveal some particular lesion on the 
retina or optic disc. 


THE PLACENTA AS A DUCTLESS GLAND 


IN a recent review of placental function Newton 1 
concluded that the available evidence fell just short 
of proving actual internal secretion by the human 
placenta. The nearest approach to proof, he said, 
was the experiment of Kido,* who was able to grow 
human placental tissue in the anterior chamber of 
the rabbit’s eye and to show that the rabbit responded 
by an ovarian reaction similar to that seen in the 
Friedman test; but there was a faint possibility, in 
spite of control experiments, that the graft contained 
enough stored gonadotropic material to bring about 
the response, or that this material, in addition to 
the operative disturbance, might have provoked a 
discharge from the anterior-pituitary gland. 

The experiments of Gey and his colleagues ? carried 
out last year with the supernatant fluid from test-tube 
cultures of human placental cells seem finally to 
have proved that these produce a substance with 
properties similar to those of the “ prolan ” excreted 
in the urine during pregnancy. Experiments on the 
placentas of small animals have been gradually 
accumulating during the past four years, and the 
almost certain conclusion that they produce a sub- 
stance acting on the ovaries has been confirmed by 
Astwood and Greep * who have been successful in 
making an active extract from rat placenta. It is 
perhaps doubtful whether these workers are wise in 
suggesting ë that a generic name (‘‘ cyonin’’) should 
be conferred on chorionic hormones whose function 
is to prolong the life of the corpus luteum ; though 
the worst that can be said of their proposal is that 
it is premature. The human placenta, for instance, 
secretes a ‘‘prolan’’ which acts upon the ovaries of 
small animals, but not clearly on the ovaries of 
monkeys or women. This substance is not an 
estrogen, but cestrogen is almost certainly also 
secreted. It has been shown by Westman ¢ and others 
that estrone itself will prolong the life of the corpus 
luteum in certain hypophysectomised animals. Neither 
estrogen nor prolan succeeds in preserving the life 


-of the human corpus luteum during the second half 


of pregnancy ; though it is only fair to say that the: 
excretion of prolan—or human cyonin—attains a 
maximum at about the same time as it becomes 
possible to remove the ovaries without disturbing 
pregnancy. It seems that the only way in which 
Astwood and Greep could explain -the continued 
production of prolan is to assume that its influence 
is at this stage transferred from ovary to placenta, 
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so as to ensure a supply of progesterone from the 
latter. There is strong circumstantial evidence for 
the production of progesterone by the placenta in 
increasing amounts as pregnancy proceeds,” but 
might this not be linked up with the increasing 
excretion of cstrogen? It now seems certain that 
the placenta secretes some non-cstrogenic substance 
which is different from anything produced by the 
anterior pituitary, and a name will have to be found 
for it. But animals differ so widely in the details of 
their endocrine management of pregnancy that, 
while the existence of a hormone ensuring an adequate 
supply of progesterone may be probable, the time 
does not yet seem ripe for assuming that a universal 
function of the placenta is to produce such a hormone 
which is at once non-cestrogenic and sufficiently well 
defined to deserve a name, 


CARDROOM WORKERS’ ASTHMA 


Av last it seems that some justice is to be done to 
the workers in the Lancashire cotton mills who become 
disabled by respiratory disease as a consequence of 
their exposure to the dust produced in the processes 
of cleaning and carding the cotton. It has been a 
long story, however, for three-quarters of a century 
lie between the observations of Leach 8 in 1863 and 
the present report of the Departmental Committee on 


Compensation for Cardroom Workers, issued by the 


Home Office.® And it is a story on which a great 
industrial organisation will hardly look back with 
pride. Environmental conditions in the mill have 
vastly improved since the days (not so very long 
ago) when strippers and grinders were continually 
enveloped in a cloud of dust—conditions which a 
previous committee described as intolerable. Exhaust 
systems of ventilation and vacuum stripping, installed 
mainly in the pre-war years, changed that, but it has 
continued to be a moot point whether or no an 
occupational risk remained in the carding process 
itself. In a report to the Industrial Health Research 
Board Bradford Hill?° showed that in 1923-27 the 
cardroom workers over 30 suffered two to three times 
as much from respiratory illness as workers in a less 
dusty part of the mill. Thus the previous evidence of 
damage was reaffirmed and a numerical estimate given 
to its scale. On the other hand, before the age of 30 
no striking difference between the two groups was 
to be seen. 

This latter observation, apparently, was the rock 
that wrecked the subsequent attempts of the opera- 
tives and employers to reach agreement on a scheme 
of compensation. The employers, conscious of the 
improved machinery, maintained that the absence 
of excess sickness from respiratory causes amongst 
the younger persons, who had been exposed only 
to the modern conditions of work, was evidence that 


the risk had been removed. The operatives, though . 


admitting the improvement in environment, were 
satisfied that fresh cases were continuing to arise and 
would, even under the improved conditions, continue 
to do so indefinitely. The failure of the two sides to 
reach agreement on this point led to the appointment 
of the committee whose report has just been published. 
In addition to hearing witnesses the committee went 
straight to the issue by means of a fresh survey of 
sickness incidence, which was carried out by one 
of its members, Mr. P. N. Harvey, the deputy 
Government actuary, and related to a period roughly 
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ten years later than that of Bradford Hill’s figures. 
Mr. Harvey’s statistics are clear and his inferences 
from them well founded. He finds that improve- 
ments in working conditions have not removed the 
gross excess of respiratory sickness amongst the older 
workers who were exposed to the dusty environment 
in the past, but that there is now a smaller excess at 
the middle range of ages, which is justly attributable 
to the improved conditions, and may well diminish 
still further with the passage of time. At the same 
time he observes a heavy excess of respiratory 
iliness even at the younger ages among workers in 
the cotton and blowing room (where the cotton is 
cleaned before carding) and he does not anticipate any 
material improvement in their respiratory sickness- 
rate without an alteration in their working conditions. 
Such an improvement is foreshadowed in a reference 


to new exhaust machinery, but meanwhile the com- 


mittee is satisfied that it must evolve a scheme of 
compensation to cover new as well as old cases. It 
suggests that:a scheme similar to that which deals 
with silicosis should be adopted, with a specially 
qualified medical board to examine applicants for 
compensation. It will be a matter of regret to some 
that it feels compelled to limit applicants to workers 
who (a) have been employed for not less than 20 years 
in the cotton, blowing and/or card rooms, (b) are still 
engaged in that employment or have left it not more 
than a year previously, and (c) claim to be suffering 
from ‘‘ byssinosis ” and to be totally incapacitated 
thereby. If he surmounts these formidable fences 
and receives an affirmative certificate it is proposed 
that the workman shall be entitled to claim com- 
pensation as if the disease were a personal injury by 
accident arising out of and in the course of his 
employment. 

Half a loaf is better than none and it is to be 
hoped that these proposals will be speedily imple- 
mented. For those disabled in the “‘ bad old times ” 
a payment of 10s. a week is envisaged, an amount 
which can hardly be quarrelled with on the grounds 
of extravagance. .The committee also suggests that 
a medical examination at entry to the industry 
would be advisable, and for that purpose would like 
to see further investigations made into the question 
of special skin-tests for supersensitiveness to cotton 
dust, as suggested by Prausnitz.1 


CHEMOTHERAPY OF INFECTIVE ENDOCARDITIS 


SUBACUTE bacterial endocarditis is comparatively 
uncommon, so that some time must necessarily elapse 
before the effect of new drugs can be assessed or 
observed in anything like a large series. ‘So far there 
have been very few records of cases treated with 
2-sulphanilyl-aminopyridine (M. & B. 693), the 
drug: which offers the greatest promise as having, 
according to Maegraith and Vollum,!* the most 
definite inhibitive action on the growth of Strepto- 
coccus viridans. Of the three cases which Whitby 213 
treated he was satisfied that in two life was prolonged 
and there was improvement in general health and 
comfort and in the secondary features such as anemia. 
The most prominent effect was, however, upon the 
fever, which fell dramatically. Ellis!* described two 
cases which responded in much the 'same manner, 
the temperature falling immediately the drug was 
begun and in one case remaining subnormal for three 
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days. Ravina!® has now published a sixth case’ 
The patient developed infective endocarditis due to 
Str. viridans last June. At the end of November 
she was given a course of M. & B. 693 lasting eight 
days, 2:5 grammes being given on the first day, 
1:5 g. daily for the next three days and then 1 g. 
daily for four days. The patient’s temperature, 
which had been oscillating between 101° and 102° F., 
fell to 99° F. on the first day of treatment and remained 
there during the course, after which it slowly rose 
again. Another day’s treatment was given a month 
later but this produced nausea and vomiting and 


severe joint pains and no more could be given for a 


fortnight. From the middle of December, when the 
patient’s temperature was going up to 105° F., she 
was given 1-5-2-5 g. of M. & B. 693 daily for five or 
six days at a time with a few days’ rest between the 
courses and a daily injection of 2 g. of the sodium 
salt of M. & B. 693. On this treatment her tempera- 
ture remained below 100° F., and when Ravina’s 
paper was written in the second week of January 
she was feeling better and stronger with an improved 
appetite. As Ellis remarked, it is too much to hope 
that M. & B. 693 can reach the streptococci embedded 
in the cardiac vegetations, but at least it seems to 
relieve the symptoms of this distressing disease in 
a way that no other drug has hitherto done. 


DENTISTRY AT GUY’S 


It is fifty years since the far-sighted activity of 
Mr. F. Newland-Pedley and the late Sir Cooper 
Perry led to the foundation of a dental school at 
Guy’s Hospital, and though the official jubilee celebra- 
tions will not take place until later in the year the 
annual clinical meeting on March 4, which was 
attended by about 500 old students, gave visitors an 
opportunity of estimating the progress of their 
enterprise. The school now has 367 students, is the 
largest in the Empire, and provides a quarter of the 
names added to the Dentists Register each year. The 
improvement in the status of dental surgery, which is 
the joint achievement of the schools, the Royal Colleges, 
the universities, and the British Dental Association, 
is intimately linked with the close relationship that 
exists in this country between dental surgery and other 


branches of medicine; and in setting up a dental © 


school in connexion with a medical school of fine 
traditions the governors of Guy’s undoubtedly played 
a large part in determining the character of dental 
education here and the attitude of dental practitioners 
to general medicine. Fears have been expressed 
that the proportion of time devoted in the dental 
curriculum to the broader aspects of medicine and 
pathology—a proportion which though far from large 
is much greater than in some other countries—might 
lead to insufficient technical instruction and practice, 
and at one time there was probably ground for such 
a criticism. It was therefore reassuring to note at 
this clinical meeting the number and quality of the 
purely technical demonstrations, There is no doubt 
that the steady advance in this respect is partly due 
to the policy of appointing whole-time professors 
in these subjects. Research still occupies a rather 
inconspicuous position in dental schools, but the 
activity of the research laboratory at Guy’s and the 
pending appointment there of a dental research 
fellow (a biochemist) show that it is beginning to 
receive more support. This impression was borne 
out by the display of slides and specimens in the 
laboratory illustrating recent investigations on the 
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absorption and replacement of enamel, dentine, 
cementum, and bone; on the altered structure of the 
dentine matrix in osteogenesis imperfecta ; and on a 
comparison of the quality of enamel formed before 
and after birth as assessed by the petrological micro- 
scope. Like so many others the Guy’s school is, 
however, handicapped by out-of-date buildings and 
lack of adequate equipment, and in his speech at 
the press luncheon which traditionally accompanies 
these meetings, Mr. T. J. Evans, the dean, appealed 
for a jubilee fund of £50,000 to rebuild and re-equip 
the school in keeping with its prestige. 


RADIATION DOSAGE FOR UTERINE CANCER 


THE rapid development of radiotherapy has been 
greatly helped by its efficacy in carcinoma of the 
cervix uteri, but the very success of the Paris and 
Stockholm methods has perhaps tended to hinder 
local improvements in technique. A not uncommon 
complication with either method is ulceration of the 
mucous membrane of portions of the bowel lying near 
the uterus. Such ulceration is usually attributed to 
overdosage, but where the carcinoma is widely 
infiltrating, or where a loop of bowel is adherent to 
the uterus, radionecrosis of the mucosa may be 
unavoidable if the growth is to be given an adequate 
dose. Corscaden, Kasabach, and Lenz! have lately 


reported 15 cases of these intestinal injuries; the 


radium dosage was 7000 mg.-hr. given in 40 hours, 
followed by a course of X rays extending over eighteen 
days: since giving the same radium dosage over a 
longer time (100 hours) and an X-ray dose about a 
third greater but extending over forty-five days, 
they have had no further cases of intestinal injury. - 
In this country chief reliance has been placed on 
careful packing of the vagina when the radium is 
inserted and on confining the subsequent X-irradiation 
to the parametria, the central anteroposterior plane 
of the pelvis being protected by a lead strip 3-5 cm. 
wide on the skin. 

Hurdon 2 and more recently Todd ? have suggested 
that rectal ulceration is not necessarily due to local 
overdosage of its mucous membrane, but may be 
caused by endarteritis of the blood-vessels lying in 
the paracervical fascia. Tod and Meredith‘ of 
Manchester have accordingly taken the tolerance of 
the normal tissues in the paracervical fascia as the 
basis of a dosage system for the irradiation of carci- 
noma of the cervix uteri. The vaginal applicators 
are ovoid and are made in three sizes for the large, 
medium, and small pelvis; the intra-uterine tube 
may similarly be long, medium, or short. Rules for 
the loading of the different sizes of applicator are 
given, such that the dose in the paracervical fascia is 
uniform for any size of tube and paired ovoids. At 
the Christie Hospital the time spacing for cases 
treated with radium only is two applications of 
48 hours, with an interval of five days between the 
removal of the radium and its reinsertion ; this gives 
an almost uniform dose in the paracervical fascia of 
7200 r in nine days—a dose which, it is believed, 
approaches the maximal tissue tolerance. With 
dosage expressed in milligramme-hours without refer- 
ence to the size of the pelvis or to the homogeneity 
of the distribution of the radiation it is impossible to 
correlate the effects on the tissues with the dose of 
radiation delivered; hence it is to be hoped that 
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other centres will adopt some such system as this, by 
which the dose in r at any point in the pelvis can be 
calculated. Much work has already been done on 
these lines in Sheffield and Edinburgh, for example. 

Apart from the question of radiation necrosis, the 
calculation of dosage is of great importance in 
obtaining- adequate irradiation of the lymphatic 
glands on the lateral pelvic wall. Tod and Meredith 
show that the dose to the obturator glands from the 
radium applications alone is seldom greater than 
2400 r. In spite of the not inconsiderable proportion 
of five-year cures obtained in cases in stages III 
and IV with radium alone—e.g., the Marie Curie 
Hospital reports 33 per cent. in stage III and 9 per 
cent. in stage IV—this dosage must be regarded as 
inadequate. Thus Frazell® has shown a correlation 
between the tumour dose and the five-year survival 
figures, an increase of 50 per cent. in dose resulting 
in nearly a threefold increase in the survival-rate. 
At the Christie Hospital a course of X rays extending 
over five weeks is given to deliver a supplementary 
dose of 4000 r to the parametria, thus bringing up 
the total dosage from the radium and X rays com- 
bined to 6500 r—a dose within the limits of normal 
tissue tolerance and yet adequate for the destruction 
of squamous-cell carcinoma. At the same time it 
must be remembered that it is neither humane nor 
economic to subject a patient with a stage IV growth 
to such full treatment if there is no prospect of cure ; 
hence the response to irradiation must be watched 
and treatment stopped when it becomes clear that 
only palliation can be achieved. 


A SIGN OF PREMATURITY ? 


NUCLEATED red cells are normally present in the 
circulating blood of newborn infants, and in the group 
of disorders now known as erythroblastosis foetalis 
enormous numbers of mature and immature nucleated 
cells may be found. Javert * has come to the con- 
clusion that the examination of blood obtained from 
the foetal vessels of the placenta not only rapidly 
reveals cases of the erythroblastosis syndrome, but 
also has a diagnostic value with regard to prema- 
turity. He examined the venous blood of 400 
unselected: newborn infants ranging in weight from 
1080 to 5350 grammes. Smears were made of blood 
aspirated from the umbilical vein or one of its 
branches at the placenta and the numbers of normo- 
blasts and erythroblasts were compared with the 
number of leucocytes. He found that the average 
number of normoblasts was 8-7 and of erythroblasts 
1-1 per 100 leucocytes, making a total of 9-8, or 
about 10. He then divided the 400 infants into two 
groups according to whether they had more or less 
than 10 nucleated red cells per 100 leucocytes and 


found that the 275 infants with less than 10 nucleated 


reds were all mature, whereas in the group having 10 
or more a certain number showed various degrees of 
prematurity and immaturity. Although this study 
was begun in order to establish normal standards, 
the most striking finding was that the degree of 
prematurity could be predicted with some accuracy. 
Javert looks upon an increase in nucleated red cells 
in the umbilical vein as definite evidence of imma- 
turity at least of the hemopoietic system, even 
though the child appears otherwise to be mature. 
Conversely, a premature and small infant with less 
than 10 nucleated red cells per 100 leucocytes should 
have a good prognosis, for its blood-forming apparatus 
shows a disproportionate degree of maturity. Further 
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studies showed that in the average newborn baby 
the nucleated reds disappeared from the circulating 
blood in four days, and their number was usually 
halved during the first day of life. Infants with con- 
genital abnormalities tended to have an increased 
number of nucleated red cells, possibly because they 
were more often premature. Javert suggests that 
the examination of blood from the umbilical vein for 
nucleated reds may have some medicolegal value in 
determining maturity in cases of disputed paternity. 


INFORMATION ABOUT REFUGEES 


Dourineé the last few years many different groups ` 


of people in Europe have been outlawed—some 
because of their race, others because of their religion, 
nationality, or political opinions. As each new need 
arose friends in this country got together to do what 
they could to help the particular group in which they 
were interested and so the different organisations 
engaged in this work were called into being. Today 
when there are so many refugees in urgent need 
it is imperative that neither time nor money be wasted, 
and that applications for visas, work, hospitality. 


‘or advice should be made at once to the appropriate 


body. The Coördinating Committee for Refugees 
hopes to issue a series of bulletins which will help 
to make this possible. The bulletins will appear at 
frequent intervals and will give accurate information 
with regard to Home Office regulations, and the work 
of the various refugee organisations. The first booklet, 
which is already available, begins by describing the 
functions of the committee itself, and goes on to give 
particulars of the conditions of admission of refugees 
and the new procedure for obtaining visas for them. 
The scope of the various organisations engaged in 
this work is next defined. Another section is devoted 
to the agencies that have been set up to find employ- 
ment for refugees as domestic servants or agricultural 
workers, and the committees that help to train them 
for this and other work. The booklet should be 
read by all refugees who need help and by all who 
want to help them. The address of the committee 
a Bloomsbury House, Bloomsbury Street, London, 
.C.1. 


During their tour of Birmingham on March 1 the ` 


King and Queen visited the Hospitals Centre at 
Edgbaston and the Queen gave her permission for 
it to be named the Queen Elizabeth Hospital. 


Colonel J. A. MANIFOLD has been appointed director 


of hygiene at the War Office in succession to Major- 
General H. H. A. Emerson, who is retiring in April. 


Mr. C. H. Gotprve-Birp, consulting surgeon to 
Guy’s Hospital, died on Monday at his home at 
Meopham, Kent, at the age of 90. 


Last week we mentioned that the Minister of Health 
had appointed a number of consultant advisers on 
the organisation of hospitals in England and Wales 
in war-time. These advisers, who were nominated by 
the presidents of the Royal Colleges of Physicians and 
Surgeons, are Dr. Gordon Holmes, F.R.S. (neurology), 
Dr. Bernard Hart (psychiatry), Mr. Gwynne Williams 
(orthopædic surgery), Sir Cuthbert Wallace (general 
surgery), Sir Harold Gillies (facial and jaw injuries), 
Mr. A. Tudor Edwards (chest wounds), Prof. Hugh 
Cairns (head injuries), Prof. F. R. Fraser (general 
medicine), Mr. W. M. Mollison (ear, nose, and throat), 
Mr. C. B. Goulden (ophthalmology), and Dr. A. E. 
Barclay (radiology). a | ' 
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FEVERS 


EPIDEMIC INFLUENZA 


Reviewed by Dr. C. H. ANDREWES, Member of 
Scientific Staff, National Institute for Medical Research 


IN considering the control of epidemic influenza, 
we are certainly not faced with a situation in which 
practice lags far behind theory, for our knowledge 
concerning this disease is as yet all too slender. 
This is partly due to the generally admitted fact that 
several diseases are commonly included under the 
designation ‘‘influenza.’”’ It thus happens that 
recorded information concerning the epidemiology 
and natural history of the disease loses much of its 
value, because we do not know precisely what disease 
is referred to. Recent experimental work all over the 
world has made it almost certain that a virus, patho- 
genic for ferrets and mice, is responsible for out- 
breaks of an infection of the respiratory tract in 
human beings. It seems reasonable in view of all 
the available facts to identify this disease as 
“ epidemic influenza’’ and to try to differentiate it 
from “febrile catarrhs’’ and other ailments with 
which it has been, and still is, confused. A pre- 
liminary attempt at such a differentiation by clinical 
criteria has been made (Stuart-Harris, Andrewes, and 
Smith 1938), and the findings, based on a study of 
several outbreaks diagnosed as “influenza” in 1935, 
1936, and 1937, may be briefly summarised as 
follows. 

Cases of the disease from which a ferret-pathogenic 
virus can be recovered tend to have a sudden onset 
without preceding catarrhal symptoms; and through- 
out the illness catarrhal manifestations, such as 
coryza, sore-throat, and cough, are less prominent 
than constitutional symptoms, such as headache, 
malaise, and muscular pains. Epidemics of this 
disease tend to have an explosive onset. In outbreaks 
of disease from which no virus is recoverable it has 
been common to know of premonitory symptoms 
lasting for a few days before the patient has to go 
to bed; and coryza, sore-throat, and cough are 
usually conspicuous features of the infection. 

Outbreaks of such ‘febrile catarrhs’’ so far 
studied have rarely had an explosive onset, and those 
studied in this country in 1935-37 were all localised. 
Francis (1937) has, however, described a widespread 
respiratory epidemic in California, which was not 
associated with the epidemic influenza virus. It 
must be emphasised that we do not yet know 
enough to diagnose individual cases as “epidemic 
influenza ” or as “febrile catarrh ’’ on purely clinical 
grounds. In January and February of this year 
(1939), for instance, there have been occurring in 
England outbreaks from which no influenza virus has 
been recovered ; yet some of the cases have shown 
symptoms resembling rather the epidemic influenza 
of 1936-37 than the ‘febrile catarrh” type of 
infection. 

It would be of little use in this article to discuss 
those general hygienic measures, such as good food, 
avoidance of fatigue, and so on, which common sense 
would dictate as likely to be of value in face of a 
respiratory epidemic. Though it is reasonable to 
obey such hygienic laws, in most instances we lack 
positive proof of their efficacy against influenza, and 
we are more particularly ignorant as to their place 
in the control of epidemic influenza in the narrower 
sense, It will be more appropriate to review what 


we do know concerning epidemic influenza, confining 
ourselves to studies made since the virus was recog- 
nised in 1933 and to observations in the 1918-19 
pandemic. This limitation of the field of discussion 
is admittedly somewhat arbitrary; it is, of course, 
unproven—although highly probable—that some or 
all of the waves of the 1918 pandemic were primarily 
caused by the virus under discussion. 


SPREAD OF INFECTION 


Clinical and epidemiological data and the known 
habitat ‘of the virus in the upper respiratory tract 
make it certain that influenza is spread by droplet 
infection. Experimentally, influenza virus has been 
shown to survive for at least 30 minutes in a fine 
mist sprayed into a chamber (Wells and Brown 1936). 
Infection doubtless comes as a rule from people 
suffering from or incubating the disease; but it is 
probable also that carriers play a part in the spread, 
In April, 1935, Point Barrow, the northernmost 
point in Alaska, was visited by three men who arrived 
by air from centres farther south, where influenza 
was prevalent. Eight days later influenza appeared 
at Point Barrow, and influenza virus was récovered 
from throat washings from patients there. The 
important point is that not one of the three men 
who apparently conveyed the infection contracted 
the disease himself (Pettit, Mudd, and Pepper 1936). 
Further, Francis et al. (1937a) have recovered influenza 
virus from the respiratory tract of one influenza 
contact who did not himself suffer from any 
symptoms of infection, and from another in whom 
there were “ minimal symptoms of 24 hours’ dura- 
tion” with a temperature of 99° F. In another 
instance virus was recovered from a person twenty- 
four hours before the onset of symptoms. There is 
also evidence that during an epidemic a rise in titre 
of neutralising antibodies may occur in the sera of 
contacts who remain healthy (Francis et al.. 1937b, 
Stuart-Harris et al. 1938). It is extremely probable 
that such people act as temporary carriers. 


CONTROL BY ISOLATION 


The immediate isolation of infected persons is a 
most important measure in the control of epidemic 
influenza. Yet, in view of what is coming to light 
concerning carriers during an epidemic, it cannot be 
expected that this will be wholly successful. Isola- 
tion, if it is to succeed, must probably be extremely 
rigid. It is recorded (Ministry of Health Report 
1920) that in 1918 epidemic influenza reached the 
Samoan Islands of Upolu and Savaii, which were 
administered by New Zealand, and that 7500 out of 
a total population of 30,000 died. The governor of 


tthe neighbouring American island of Pago Pago 


imposed an absolute five-days’ quarantine on all 
ships touching at the island and so kept it free from 
the pandemic. Numerous instances are on record in 
which infection has been avoided during a widespread 
epidemic by persons or small groups who were rigidly 
isolated from the rest of the community, as in prisons, 
rooms in hospitals, or voluntarily in their own homes. 
It is likely that such isolation from potential carriers, 
as well as from sufferers from overt infection, will 
alone be very effective. Unfortunately, it is a method 
of which the limitations are all too obvious. 


THE USE OF MASKS 


Since droplet infection is the chief means of spread 
of influenza, a mask which will hold up droplets is 
likely to be of value, Much work was carried out in 
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1918-19 on the use of gauze masks of different types, 
and many workers concluded that these could not be 
relied on to protect for long periods, even when the 
mesh was so close as to interfere with free breathing. 
‘Frequent sterilisation of such masks would, of course, 
be essential, More is to be hoped from the use of 
more elaborate masks, such as are used to exclude fine 
dust in occupations in which dust is a danger. Such 
would probably have value for those attending sick 
persons but could not readily be worn for long periods 
or by the community generally. It has been urged 
that the eyes should also be protected, for the con- 
junctiva may be a portal of entry; Trillat and 
Beauvillain (1937) infected by exposure to a fine mist 
` containing the virus a ferret of which only the eyes 
were uncovered. 


GARGLES, DOUCHES, AND SPRAYS 


Gargling alone seems very unlikely to protect 
against infection by a virus which can probably 
infect through the nasal mucosa, and there is in fact 
no evidence that it does protect. Many have tried 
a combination of gargling with nasal sprays or 
douches in prophylaxis; the results obtained have 
been contradictory and unconvincing. It has been 
shown that many viruses can infect susceptible cells 
within a few minutes of coming into contact with 
them, and that they are then protected from 
inactivation by antisera outside the cell. It is thus 
hardly to be hoped that an antiseptic on the surface 
of the mucous membrane will be able to stop an 
infection which has once gained a foothold. If on 
the other hand it is desired to prevent the virus 
from entering the cells, a lethal concentration of 
antiseptic will have to be permanently maintained 
in the respiratory passages—an almost impossible 
feat. The prevention by antiseptics of infection of 
the nasal passages by viruses is thus likely to be 
even more difficult to achieve than is the case with 
such bacteria as multiply on the surface of the 
mucosa, There is evidence that in experimental 
animals ‘‘ chemoprophylaxis” against some neuro- 
tropic viruses, particularly poliomyelitis, can be 


achieved by spraying the nasal mucosa with certain - 


chemical substances; of these the most effective 
seems to be zinc sulphate. A few treatments 
apparently so alter the olfactory mucosa that this 
will not permit entry of the virus for days or even 
weeks afterwards. Evidence that this treatment, 
which is difficult and painful, actually protects 
children against poliomyelitis has not yet been 
obtained ; in fact there are reports to the contrary. 
But in any case there is no experimental evidence 
that such methods are of any value except against 
neurotropic viruses entering through the olfactory 
mucosa. In a few unpublished experiments zinc 
sulphate spraying failed to protect ferrets against 
influenza virus infection. 


Vaccination against the Virus 


Experimentally it is possible to protect animals 
by vaccination against infection by the influenza 
virus ; but the gap between the acquisition of that 
knowledge and its practical application to human 
beings is enormous. At present one can do little 
more than consider how the facts obtained by animal 
experiment can be used as a guide in devising means 
of specific vaccination against epidemic influenza 
in man. Three methods of vaccinating ferrets and 
mice are effective and each has been tried on a small 
scale in man. 

Living influenza virus injected subcutaneously or 
intraperitoneally into ferrets or mice does not reach 
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the respiratory tract and cause infection unless given 
in enormous doses. It can therefore be used with 
comparative safety as an immunising agent by these 
routes. Thus given it will protect ferrets against 
contact infection and against the development of 
lung lesions, though it usually does not protect 
against the nasal infection which results when large 
doses of virus are dropped into the nose. Similarly 
it will protect mice against the pneumonia which 
the virus causes in them (Smith, Andrewes, and 
Laidlaw 1935). Virus cultivated in tissue cultures 
of. chick embryo has been injected subcutaneously 
in the living state into volunteers by Francis and 


. Magill (1937), who observed no ill effects and obtained 


a rise in neutralising antibodies against the virus, 
Living mouse-virus and tissue-culture virus have 
been used by Stokes et al. (1937) to vaccinate children 
in state colonies in New Jersey. In each of three 
colonies the incidence of febrile respiratory disorders 
was only a half to a third as high in the vaccinated 
as in the control children. There was, on the other 
hand, no significant difference in the incidence of 
afebrile respiratory infections One or two successful 
isolations of influenza virus were made from out- 
breaks in two of the colonies, none from the third, 
It cannot be maintained that the results were any 
more striking than many of those claimed to have 
been produced by certain mixed “ anti-catarrh ” 
vaccines, 

Living influenza virus inoculated intranasally.— 
Virus passed repeatedly through mice or tissue 
cultures has probably lost much of its virulence for 
man, Thus, the inoculations of the American 
workers owe their harmlessness partly to the route 
of inoculation, partly to a modification of the virus. 
Burnet (1937a) has used a method which relies 
entirely on the attenuation of the virus. A strain 
propagated on the chorio-allantoic membrane of 
chick embryo had lost most of its pathogenicity for 
ferret and mouse; but instilled into the nares of a 
ferret it produced immunity against a more virulent 
strain. The attenuated virus was dropped up the 
noses of human volunteers without ill effects. A rise 
of antibodies was detected in many of the persons 
so treated, but no epidemic occurred to show whether 
or not the procedure was of any value in prophylaxis. 

Inactivated influenza virus injected subcutaneously .— 
Though living virus has been used without ill effects, 
an inactivated virus could be employed in man 
with fewer qualms. It has been shown that virus 
inactivated with weak formaldehyde or heat will 
immunise ferrets and mice, though less effectively 
than living virus. One dose of 2 c.cm. of filtrate of 
infected mouse lungs treated with a 1 in 5000 solution 
of formaldehyde will produce a substantial rise of 
antibodies in injected persons against the same strain 
of virus as was used for the making of the vaccine. 
In experiments reported in 1938, Stuart-Harris, 
Andrewes, and Smith obtained a rise averaging 25 fold 
—actually a greater increase than has been recorded 
for the two other methods described above, In 
more recent tests an increase averaging between 
5 and 25 fold has been noted. The vaccine employed 
has caused only trifling local reactions. A field test 
carried out early in 1937 yielded no information 
as to the prophylactic value of this vaccine, for 
injections were made too late, when the epidemic 
was already at its peak. 


DIFFICULTIES IN THE WAY OF ACTIVE IMMUNISATION 


It was found in 1936 by Magill and Francis, and 
later confirmed by Burnet (1937b) and by Smith 
and Andrewes (1938) that different serological races 
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of influenza exist, These are not sharply separated 
one from another, as are pneumococcus types, but 
seem to have several antigens distributed in various 
proportions. It is not certain how far this finding 
bears on the epidemiology of influenza, but the 
differences are at any rate sufficiently great to affect 
the results of experiments on active cross-immunity 
in mice. Naturally, therefore, one must take them 
into consideration in planning active immunisation 
of man. There exist strains of virus which apparently 
contain most of the major antigens so far recognised, 
since they give cross-reactions in serological tests 
against all other strains. Most of these ‘‘ master ” 
races have, however, proved to be weak strains, which 
can only be obtained in low titre. The WS strain, 
which has been most studied, can be obtained in a 
very high titre, filtrates proving infective for mice 
at a dilution of 1 in 10°; this strain, unfortunately, is 
serologically highly specific. In recent tests it has 
been thought advisable to. compromise by making 
vaccine from a mixture of this high-titre strain with 
another, more polyvalent but of lower titre; an 
ideal strain, both polyvalent and of high titre, may 
be found later. 

No certainty exists that immunity from epidemic 
influenza in man is as transient as is commonly taught ; 
the issue is obscured by the confusion of several similar 
diseases under one name, Nevertheless, it is safer to 
assume that no artificial immunisation against the 
virus will be likely to protect for more than one 
winter. Attempts are accordingly being made to 
determine whether vaccination in the autumn will 
protect against epidemic influenza infection in the 
winter. There are obvious objections to annual 
vaccination against a disease which is not prevalent 
every year. An encouraging feature, however, is 
that a single dose of formolised virus vaccine has in 
several tests caused in human beings a rise in anti- 
bodies which is not improved on by giving one or 
two further doses at fortnightly intervals. 


Vaccination against Associated Bacteria 


Very many papers have been published, especially 
at the time of the 1918-19 pandemic (reviewed by 
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Thomson and Thomson 1934) on the efficacy of 
vaccines made from Pfeiffer’s bacillus, streptococci, 
pneumococci, and other bacteria alone or in combina- 
tion. Even if influenza is primarily caused by a 
virus, such vaccination might be expected in theory 
to have some controlling action against the secondary 
bacterial infection which is agreed to be largely 
responsible for the mortality. The conclusions of the 
various workers are widely at variance, some being 
enthusiastic, others the reverse. On the whole 
there is more evidence for the view that vaccination 
decreases the mortality than that it influences the 
incidence of the disease. | 

One thing seems certain: if any specific prophy- 
lactic measure is really effective against epidemic 
influenza, its efficacy will be very difficult to prove, 
unless perhaps in a pure epidemic in an isolated 
community. For it is unlikely to protect also against 
the other diseases which are almost invariably classed 
as ‘‘influenza,’? and the results of the attempt at 
prophylaxis will therefore be very hard to assess, 
If it is not yet possible to put forward many practical 
suggestions for the control of epidemic influenza, 
let it be remembered that the disease has only recently 


become amenable to serious experimental attack. 
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SPECIAL ARTICLES . 


MEDICAL RESEARCH COUNCIL 
REPORT FOR 1937-38 
(Concluded from p. 527) 


Some Investigations at the National Institute 


The activity at the National Institute for Medical 
Research may be estimated from the fact that well 
over 100 communications to scientific journals have 
been published by members of the staff and attached 
or visiting workers during the year. 


Research is being continued into the properties 
and dimensions of viruses (Mr. W. J. Elford, Ph.D.) 
and into their varying susceptibility to inactivation 
by bile salts (Dr. Wilson Smith). The variation in 
type-specificity of different strains of influenza virus 
has been studied and the immunising potency for 
mice and ferrets of vaccines prepared from specific, 
polyvalent and intermediate strains has been com- 
pared. The trial in a human community of the 
protective value of a vaccine prepared by methods 
which seem most likely to be effective in conferring 
immunity to any strain of virus is contemplated 
(Dr. C. H. Andrewes, Dr. Wilson Smith and Dr. 
C. H. Stuart-Harris).—Intravenous injection of the 


rabbit-fibroma virus of Shope into rabbits injected 
with tar have produced lesions which are mostly 
inflammatory rather than neoplastic, but one true 
sarcoma has been obtained. It yields no fibroma virus 
on extraction but is readily transmitted by grafts, 
grows quickly and produces metastases (Dr. . 
Andrewes and Dr. C. G. Ahlstr6m).—The favourable 
effects reported from the use in parkinsonism of a 
decoction of belladonna root introduced from Bul- 
garia are at present attributed, after pharmacological 
examination of samples, to its content of hyoscyamine, 
given in a form which has enabled patients to tolerate 
large doses ; but further supplies are being obtained 
for fractionation to exclude the possible presence of 
some accessory alkaloid (Mr. H. King, D.Sc., and 
Mr. L. L. Ware, Ph.D.).—Porphyrin production, in 

patients treated with sulphanilamide derivatives, nde 
been found to be closely parallel with general toxicity ; 
a suggestion is made that a warning index of the toxic 
effect of any drug in this series may be provided by 
the output of porphyrin in the urine. Experiments 
are in progress to determine whether examination of 
the urine for porphyrin excretion will indicate in 
advance the liability of industrial workers to poison- 
ing by substances such as aniline (Mr. C. Rimington, 
Ph.D.).—Since the margin between curative and 
toxic doses of undecamethylenediamine, which had 
given promising results against experimental trypano- 
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and intestinal lesions closely similar to those of 


somiasis and against malaria (Prof. Warrington Yorke 
and Dr. E. M. Lourie), was found to be small, more 
complex structures of this general type are being 
explored (Dr. King).—Additional evidence has been 
obtained of the production, by gonads of both sexes, 
of principles characteristic of the opposite sex (Dr. 
Deanesly and Dr. D. Beall).—Examination of human 
pituitary glands, from patients dying at different 
ages, shows a great increase in the amounts of the 
gonadotropic hormone contained in the anterior 
lobe in women over fifty, as compared with glands 
from women dying at ages when the sexual function 
is still present. In men no similar increase is seen 
before the age of about seventy (Mr. I. W. Rowlands, 
Ph.D.).—Preliminary studies on the assay of hor- 
mones from human materials such as blood and urine 
have revealed many factors that may complicate the 
results obtained by such assays. In default of more 
exact chemical knowledge of the substances concerned, 
especially androgens and cestrogens, the biological 
assays of these constituents of partially purified 
extracts of urine have, at best, a very limited applica- 
tion in measuring deviation from normal function 
(Mr. R. K. Callow, D.Phil., Mrs. H. N. Callow and 
Mr, C. W. Emmens, B.Sc.).—The antirachitic effects 
on rats of vitamin D, (calciferol) and vitamin Dz, 
which has more recently been isolated by Windaus 
and his collaborators from the irradiation of dehydro- 
cholesterol, have been found to be indistinguishable, 
whereas the observation has been confirmed that in 
chickens D, is many times as active as D,. It is 
suggested that this may be due to the comparative 
readiness of the destruction of D, by metabolism in 
the fowl (Mr. T. A. Webster, F.I.C.).—The conception 
of the method whereby physostigmine and its syn- 
thetic analogues relieve the symptoms of myas- 
thenia and accentuate those of myotonia has been 
modified, It was widely interpreted as an imbalance 
between the acetylcholine liberated to transmit the 
excitatory effect of a motor nerve impulse and the 
esterase which destroys it after liberation; but 
guanidine, which has no effect on the esterase, relieves 
myasthenia and quinine (which has a weak inhibitory 
action on the esterase), as well as procaine, intensifies 
it. It is by action of the curare type, lowering the 
excitability of the end-plates of the muscle, that 
quinine and procaine relieve the symptoms of myo- 
tonia and intensify those of myasthenia (Dr. G. L. 
Brown, Dr. A. M. Harvey et al.). 


Studies at Other Centres 


The rest of the report is taken up by accounts of 
the determination of biological standards and the 
methods of biological assay and measurement; the 
work at the four clinical research units ; the investi- 
gations by members of the external scientific staff ; 
the research work into specific subjects aided by 
grants; research in tropical medicine; and industrial 
_ health research. The following notes are samples 
of the wide’ range of activities subsidised by the 
council at different centres. 

NUTRITION 

Dr. Helen Mackay has been investigating the value 
of a mixture of equal parts of soya bean and dried 
milk as a food for babies and young children. Babies 
given the mixture compare satisfactorily in weight 
and general condition with those getting an equiva- 
lent amount of dried milk, and the mixture should 
thus be of value where the use of cow’s milk is limited 
by its higher cost. Mr. L. J. Harris, Sc.D., working 
at the Dunn Nutritional Laboratory, Cambridge, 
has had continued success in curing with nicotinic 
acid monkeys which developed a disease analogous 
to human pellagra on a diet containing vitamin B, 
and lactoflavin as the sole representatives of the 
B, group. Miss Harriette Chick, D.Sc.,.Sir Charles 
Martin, and their collaborators, working at the 
Lister Institute and at the Institute of Animal 
Pathology, Cambridge, found that young pigs fed 
on diets composed largely of maize, develop skin 


pellagra. Subsequent investigations have shown that 
the missing principle in the maize diet is nicotinic 
acid, which cures pigs and has been used effectively 
in human pellagra. Young pigs grow well on a diet 
consisting of starch, purified casein, cotton-seed oil, 
salt. mixture and cod-liver oil, and a small supple- 
ment of yeast. Without yeast they cease to grow, 
even when receiving pure vitamin B,, lactoflavin 
and nicotinic acid. One of the other substances in 
yeast essential for normal growth appears to be the 
heat-stable nutrient factor known as vitamin Bg; 
another is contained in the “filtrate fraction >° of 
Edgar and Macrae. 

Studies of the vitamin-B, complex at Oxford by 
Mr. ©. W. Carter and Mr. J. R. O’Brien suggest that 
nicotinic acid and its amide are not needed for 
nutrition in the rat. 

Sir Edward Mellanby at Sheffield has produced 
deafness in young dogs by diets deficient in vitamin A 
and rich in cereals. After a few months on this diet 
the cochlear division of the auditory nerve may be 
completely destroyed. To a less extent, the vestibular 
division is also affected, producing incoérdination of 
movement. These and further effects can be pre- 
vented by adding vitamin A or carotene to the diet. 
Associated with these deficiency changes and probably 
responsible for them is the overgrowth of the periosteal 
bone of the labyrinth. These experiments, showing 
that vitamin A and carotene control bone growth of 
young animals, especially in the cranium, open up @ 
new chapter of physiology. 


SYNTHETIC ANTIGENS 


At University College Hospital medical school 
Prof. C. R. Harington and Mrs. M. E. Yuill have 
made an immunological study of artificial protein- 
carbohydrate complexes prepared by the method of 
Clutton, Harington and Mead. Residues have a 
greater determinant effect on the immunological 
properties of proteins when introduced by this 
method than when conjugated by the older “‘ azo ”’ 
reaction. For example, gelatin and insulin are con- 
verted into full antigens when modified by glucosido- 
tyrosine residues. Thyroxine acts as a determinant 
in artificial thyroxylproteins, and as an inhibitor of 
their reactions with homologous antisera. Moreover. 
by injecting these antisera into a normal animal a 
state of resistance against the physiological effects 
of exogenously administered thyroglobulin ofr 
thyroxine can be induced; possible therapeutic 
applications of this observation are being explored. 


DIPHTHERITIC INFECTIONS.—TUBERCULOSIS IN VOLES 


At Leeds Prof. J. W. McLeod and his colleagues 
have extended their inquiry into the clinical and 
pathological effects produced in man by the three 
principal types of the diphtheria bacillus. The patho- 
logical examination of 45 fatal cases of diphtheria 
showed that the gravis and intermedius types produce 
mainly a hemorrhagic necrosis of the tonsil; the 
power of the bacilli to penetrate the tissues is con- 
siderable, and toxzemia is the principal cause of 
death. The mitis type of infection is associated with 
an extensive spread of superficial diphtheritic mem- 
brane, and death is usually due to obstruction of the 
air-passages. 

At the school of pathology and the Bureau of 
Animal Population, Oxford, Dr. A. Q. Wells has 
confirmed his observation of a disease closely 
resembling tuberculosis in its pathological effects 
among wild voles. The evidence at present available 
suggests that the acid-fast mycobacterium responsible 
for the infection may be a tubercle bacillus of a 
hitherto undescribed strain. In coöperation with 
Dr. A. Stanley Griffith it has been shown that the 
vole is much more susceptible to the bovine than to 
the human or avian strains of tubercle bacilli. 


QUININE IN MALARIA.—PUBRPERAL INFECTIONS 
Many hypotheses have been put forward to explain 


the action of drugs such as quinine, which are 
apparently effective against malaria at low concen- 
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tration in the body. An explanation might lie in the 
property possessed by quinine and certain other 
organic bases of inhibiting enzyme action. Investi- 
gations were therefore undertaken by Sir Rickard 
Christophers and Dr. J. D. Fulton at the London 
School of Hygiene and Tropical Medicine into the 
respiratory metabolism of trypanosomes and malarial 
parasites and of the inhibitive action of drugs upon 
this. The experiments showed that quinine can exert 
a measurable inhibitive effect in dilutions as low as 
1/50,000 and Atebrin at 1/500,000. In many ways 
7 oe in vitro ran parallel to therapeutic 
effect. 

At Queen Charlotte’s Hospital, Hammersmith, 
under the direction of Dr. Leonard Colebrook, the 
sulphanilamide compounds and 2-sulphanilyl-amino- 
pyridine have been extensively investigated not only 
as curative agents but also to determine the most 
effective method of employing them in special cir- 
cumstances for the prevention of streptococcus infec- 
tions. The efficacy of various methods for the 
disinfection of maternity wards has been tested. 
A new inquiry has also been begun into the bacterio- 
logy of pemphigus neonatorum. 


MEDICINE AND THE LAW 


Legitimacy of a Six-months’ Baby 


IN Clark v. Clark, decided by the President of the 
Divorce Court last week, there was a question whether 
174 days was a sufficient period of gestation. The 
parties were married in 1933. On Feb. 10, 1936, 
the wife gave birth to a child. If the husband were 
the father, it was undisputed that the earliest date 
on which conception could have occurred was 
Aug. 20, 1935. The husband petitioned for divorce 
on the ground of adultery ; his charge was admittedly 
based on the sole fact that the maximum period of 
gestation was 24 weeks and 6 days. In effect he 
contended that it was a law of nature that the child, 
having survived its birth and being alive at the present 
moment, could not possibly be his child because the 
maximum period of foetal life was 174 days. There 
was no evidence whatever that the wife was consorting 
with any other man, known or unknown. 

The President had been referred to the following 
passage in: Taylor’s Principles and Practice of Medical 
Jurisprudence :— 

“It would be in the highest degree unjust to impute 
illegitimacy to offspring, or a want of chastity to parents, 
merely from the fact of a six-months’ child being born 
living and surviving its birth.” 

On that passage, said the President, he could dispose 
of the case. In the face of so high authority it could 
hardly be asserted as a matter of law or as a matter 
of nature that the court was bound to hold that the 
husband was not the child’s father. He was, how- 
ever, not prepared to dispose of the case on the mere 
ground of the burden of proof; he had come to a 
perfectly definite conclusion. A highly experienced 
midwife had stated in the witness-box that this and 
one other baby had been the two most extreme cases 
of premature birth which had come to her notice 
in an experience of over 30 years. It certainly could 


-not be said that the child was fully developed at 


birth. The court had still to decide whether, assuming 
this to have been an extremely premature baby, it 
was possible that it could have been conceived as 
late as Aug. 20. This was a fixed and not a speculative 
date; it was absolutely certain that it was the earliest 
date if the husband was the father. The President 
summed up the medical experts’ evidence as establish- 
ing that, in the case of a 174-days’ child, on a national 
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basis of calculation, the chance of its survival was 
very remote. The doctors were agreed that in the 
ordinary case it was almost impossible to ascertain 
the actual date of conception. Here was the rare 
combination of an extremely premature baby with 
a fixed and not a notional period of foetal life. He was 
quite satisfied that there was no reason to find the 
child illegitimate. He had come to the conclusion 
that the wife was telling the truth when she said the 
child was conceived in wedlock. He dismissed the 
husband’s petition and granted the wife a decree nist 
of divorce on her cfoss-petition based on the ground 
of the husband’s adultery. 


Use of Hospital Radiograms 


The Ripley Hospital has a rule that “no X-ray 
film or photograph shall be used by an employer 
for any purpose without the consent of the patient.” 
At a monthly meeting of the governors last month 
someone complained that several films had been 
taken outside the hospital in breach of the rule. 
Dr. G. W. R. Thomson of Ripley, who had been 
invited to attend, observed that the doctor who 
ordered the X-ray examination should have the right 
to use the film at his own convenience. He expressed 
the opinion that it was a very stupid rule, unnecessary 
and high-handed. Such incidents seem to reflect the 
occasional suspicions which the Workmen’s Com- 
pensation Acts have somehow introduced into the 
relationship between the patient and the medical 
profession. This unfortunate atmosphere would be 
dissipated by a more satisfactory use of independent 
medical opinion. It seems a pity that all the cards 
cannot be laid on the table in industrial litigation. 
If, for instance, the X-ray photograph establishes or 
disproves the existence of an alleged fracture, that 
is a fact which all parties should know as early as 
possible. The Ripley case happily does not suggest 
the idea, sometimes encountered elsewhere, that the 
patient has a legal property or copyright in the 
X-ray photograph on the analogy of a portrait made 
at a sitting given to a professional photographer. 
A truer analogy perhaps is that of the patient’s 
temperature charts which he probably would not 
claim as his personal possessions. 


£1500 Damages for Nine Days in Mental Ward 


Medical men concerned with cases of mental ill 
health have now become accustomed to the fact that 
juries will award damages on allegations that a mental 
patient has been detained too long as well as on 
allegations that he has been released too soon. At 
Liverpool assizes on Feb. 24 Joseph Power, an 
unemployed ship’s steward, recovered £1500 damages 
from the Liverpool corporation, the medical officer 
of Whiston Institution and the chief attendant of the 
mental ward in the institution on the ground that, 
though quite sane, he was illegally detained in the 
institution for a period of 9 days. He said that he 
was removed from his home in an ambulance, leaving 
behind a helplessly crippled wife, a sick baby and 
two other young children ; he was placed in a ward 
with sick lunatics. He was detained from July 1 
to July 12 last year. The defendants contended that 
he was quite properly taken to the hospital on a 
three-days’ detention order signed by a relieving 
officer who came to the conclusion, from remarks 
made by Power, that he was in a state of mind in 
which there was danger of his doing harm to himself, 
They admitted that there was no authority for 
keeping him there for the following 9 days, but they 
said he had been kept there in complete good faith 


594 THE LANCET] 


and in compliance with the medical officer’s judgment 
of what was in the patient’s best interests. The 
judge, in summing up, observed that it was of the 
utmost public importance that mental hospitals 
should be properly conducted; if the plaintiff was 
forcibly detained for the 9 days, there was no legal 
justification whatever; the chief attendant in the 
mental ward had confirmed the plaintiff’s statement 
that he was for a time under a particularly rigorous 
form of detention. The judge added a comment on 
the medical officer’s statement that he had destroyed 
his notes about the plaintiff's case; the jury might 
think, he remarked, that the medical officer never 
examined the plaintiff and never came to any judg- 
ment about his condition; no doctor had given 
evidence that there was anything at all the matter 
with the plaintiff. The jury having found its verdict 
in favour of Power, the judge said it was a most proper 
decision. The defendants applied for 14 days’ stay 
of execution on the ground of the judge’s summing 
up and the amount of the damages. The judge 
granted a stay of execution on condition that £1000 
was brought into court and £500 paid to the plaintiff, 


Value of a Surgeon’s Finger 


The first division of the Court of Session in Edin- 
burgh has dismissed the appeal in Mackenzie v. Hett, 
the case in which Mr. Seccombe Hett had been 
awarded £750 damages for injury to the first joint of 
the middle finger of his right hand. A hired chauffeur 
had caused the injury by shutting the door of the 
' car without first looking to see what the passengers 
were doing. On the question whether this was 
negligence, the Lord President said that a preliminary 
look round was a precaution which people of ordinary 
prudence usually took; it was an obvious and 
necessary precaution. The question of the amount of 
damages where a surgeon has suffered permanent dis- 
figurement and a loss of sensitiveness in the tip of 
one of his fingers did not arise on the appeal. It had 
been discussed in the trial court (see Lancet, 1938, 
2, 1538). 


Additional Complaints Contracted in Hospital 


In Pearce v. Rhyl urban district council, tried at 
Chester assizes last month, it was alleged that a seven- 
year-old boy had been admitted to the defendants’ 
isolation hospital as a scarlet-fever patient and there, 
in the course of two months, had contracted other 
diseases through the negligence of the council’s 
servants. The boy was admitted on Dec. 4, 1937: 
on the following Jan. 1 he was found to be suffering 
from impetigo, on Jan. 11 he was found to have 
diphtheria, and on Jan. 15 measles. On Jan. 24 
there was a second attack of impetigo, with a ver- 
minous condition of the head. The allegations of 
negligence seem to have included statements that 
the same nurses attended' to both scarlet-fever and 
diphtheria cases, with no more precaution than a 
change of apron, that the same crockery was used, 
that there was no proper supply of rubber gloves, 
that the windows were in a dirty condition and that 
bins of soiled linen were left on a verandah. Dr. 
W. H. Grace, pathologist of the Chester Royal 
Infirmary, said there was a strong probability that 
the boy contracted diphtheria in the hospital; the 
interchange of nurses was wrong but could hardly be 
avoided in a small hospital; strict antiseptic 
precautions were the more necessary when nurses 
passed from one ward to another. The jury awarded 
the father of the boy 50 guineas and the boy him- 
self 5 guineas. Judgment with costs was given 
accordingly. 
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UNITED STATES OF AMERICA 


(FROM OUR OWN CORRESPONDENTS) 


THE RESTRICTED SALE OF ‘‘ SULFAPYRIDINE ” 


UNDER the new Food and Drugs Act the federal 
administration has the responsibility of deciding when 
a new drug may be released for sale in interstate 
commerce. M., & B. 693, now known here as sulfa- 
pyridine, has not yet (Feb. 24) been released and the 
conservatism of the administration receives editorial 
commendation in the Journal of the American Medical 
Association for Feb. 11. The editor quotes from a 
communication received from three prominent New 
York physicians who have written to him that 
“ The earliest clinical reports and subsequent ones 
from England were made without proper controls 
and the data presented were grossly inadequate for 
any valuation.” 

The American law does provide for experimental 
study of new drugs under conditions in which com- 
plete scientific observations can be made and the 
experimental series can be properly controlled. In 
conversing with some of those who are now engaged 
in this research I find that emphasis is placed upon 
results obtained in bactersmic cases, the bacterzemia 
being quantitatively determined. All cases should 
be controlled in regard to age-group and pneumo- 
coccal type. It is desirable that diagnosis be 
confirmed by X rays. A weakness in the experi- 
mental evidence obtained in this country results 
from the unwillingness of attending physicians to 
withhold serum from cases that fail to respond to 
sulfapyridine. 

However, it is being found that there are practical 
difficulties in withholding from the profession at large 
for any extended period of time a drug which has 
been so widely proclaimed, I have reason to believe 
that interstate sale will have been authorised by the 
time that this letter can appear in print. 


AMERICAN PHYSICIANS’ ART ASSOCIATION 


This association is composed of over 700 physicians 
who are amateur artists. They are to conduct their 
second art exhibit in the art museum of St. Louis 
during the convention of the American Medical 
Association, May 14-20. The secretary, who is glad 
to supply information about membership in the asso- 
ciation and concerning the rules of the exhibit, is Dr. 
Max Thorek, 850, Irving Park Blvd., Chicago, Illinois. 


For three years THE CLINIc—situated where Harley 
Street and Devonshire Place meet the Marylebone 
Road—has been controlled by a company which 
has no shareholders and is obliged under its charter 
to apply any surplus to improvements or extensions 
in the facilities offered. There are 180 beds and 
fees range from 10 to 18 guineas a week, with an 
average of 14 guineas, theatre fees, dressings, and 
drugs (other than proprietary) being included. One 
whole floor is reserved for maternity cases. There 
are 160 state-registered nurses on the staff and no 
nurse has more than two patients to look after, All 
radiographic, pathological, and bacteriological investi- 
gations can be carried out on the premises, and one 
of the two resident medical officers is always on duty 
for emergencies. Last year 3351 patients were 
admitted, being sent by some 600 different doctors, 
and over 3000 operations were done. No fewer 
than 236 of the patients were themselves doctors 
or the dependants of doctors. The company receives 
no grants or charitable subscriptions, and it is 
satisfactory to note that it is able to pay its way. 
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PRESENTATION TO 
DR. ROBERT HUTCHISON 


A PLEASANT ceremony took place at the house of 
the Royal Society of Medicine on March 1, when 
Dr. Robert Hutchison, P.R.C.P., was presented with 
his portrait, painted by Mr. James Gunn. Lord 
Macmillan took the chair at a meeting crowded to 
overflowing in spite of the influenza epidemic, which 
caused some absentees. 

After Sir Lancelot Barrington-Ward had briefly 
explained the origin of the testimonial Lord 
Macmillan rose to make 
the presentation. His 
long association with Dr. 
Hutchison began, he said, 
at Edinburgh University 
in 1893—‘‘an admirable 
vintage year.” At that 
time the medical faculty 
was unquestionably the 
leading faculty in the 
university, full of a vigour 
and vitality which very 
nearly swept him into 
their ranks; of this 
vigorous faculty, Dr. 
Hutchison was perhaps 
the brightest ornament, 
and he left the univer- 
sity full of prizes and 
scholarships. 

Dr. Hutchison was 
more than a medical 
practitioner: he was a 
man of affairs, of adminis- 
tration and of letters. 
He was only the third 
Scottish graduate to be 
president of the Royal 
College of Physicians of 
London and only one 
other graduate of Edin- 
burgh University had 
attained that honour, one which implied, in 
Kipling’s words, recognition by a man’s equals and 
betters in his own craft. (He doubted, however, 
if Dr. Hutchison had any betters in his own class.) 
Such a position corresponded to that of the Lord 
Chancellor in the legal profession. Since the early 
days at Edinburgh his own path and that of Dr. 
Hutchison had crossed from time to time; as 
chairman of the board of governors of the Great 
Ormond Street Hospital for Sick Children he noticed 
that, if they strayed from the path of wisdom, a 
few deadly words from Dr. Hutchison would lead 
them back on to the right track. It was only proper 
that the movement which had culminated in this 
presentation should have originated in the Edin- 
burgh University Club of London. It was always an 
anxious moment before a portrait was unveiled but 
Lord Macmillan had received a testimonial from the 
person best in a position to criticise—Mrs. Hutchison, 
who had by some unknown means obtained a pre- 
view of the portrait—that it was “ quite admirable.” 
Lord Macmillan recalled the story of the Scottish 
judge who had at length induced a colleague to 
come into his dining-room and see a presentation 
portrait. The visitor maintained a stony silence 
until, after some ineffectual attempts to obtain a 
criticism, the host was forced to ask directly, ‘‘ Well, 
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do you think it’s like me?’ After an even longer 
pause, the reply came, “‘ Aye, it’s like . . . painfully 
like.” He was sure that there would be no question 
of pain in the present portrait. One of Dr. 
Hutchison’s greatest qualities was his gift for personal 
friendship, and while they recalled the brilliance of 
his work his colleagues thought of him not only as a 
great man but as a good and loyal friend. 


Lord Macmillan then unveiled the portrait, which 
produced spontaneous applause. 


In thanking his friends, Dr. Hutchison said that 
this was one of the few occasions when it was not 
merely a figure of speech to say that words failed 
one. He was glad that 
people had not waited 
too long before they 
showed their friendship : 
so often a man had to 
wait until he was dead 
to hear the nice things 
that his friends thought 
about him. He confessed 
that when he heard that 
this token of friendship 
was to take the form of 
a portrait he had been 
somewhat apprehensive, 
although when he heard 
that Mr. James Gunn 
was to paint it his appre- 
hensions had been allayed. 
He was entirely satisfied 
that it was ‘‘ very me.” 
He had also been afraid 
that he would be intoler- 
ably bored during the 
sittings. Fortunately Mr. 
James Gunn, whatever 
he may have thought 
about his face in private, 
had not openly com- 
municated these views ; 
and so far from being 
bored they had kept up 
a running fire of absorb- 
conversation throughout the sittings, and 


ing 
between two taciturn Scots this seemed to him to 


be an extraordinary thing. Indeed, Dr. Hutchison 
felt that he had never talked so much in the whole 
of his life. While he thanked everyone who had 
taken part in the presentation, naturally his thanks - 
were especially due to Sir Lancelot Barrington- 
Ward and those who had initiated the movement 
and to Lord Macmillan for taking the chair and 
making the presentation of what he might describe 
as a “crystallisation of latent good feeling.” 

At the close of the proceedings a telegram was read 
from the Edinburgh Royal Infirmary Old Residents’ 
Club, who sent “‘ greetings to Dr. Robert Hutchison, a 
great clinician, a brilliant teacher, a fascinating writer,” 
and wished him long life, good health and happiness. 

Mounted photographs of the portrait (9x11 in.) 
may be had from P. Laib, 3,,Thistle Grove, London, 
S.W.10, at 5s. 6d. (postage extra). 


JOURNALS FOR MEDICAL MISSIONARIES.—Mrs. Janet 
Bradbury, S.P.G. secretary for medical literature, 
writes from Smeeth Cottage, Smeeth, Kent. ‘‘ May 
I make known the need of medical literature for 
members of the medical profession who work in 
hospitals scattered over the world ? I have several 
applications for the Lancet and would gladly supply 
addresses where it would be greatly appreciated.” 
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PANEL AND CONTRACT 


Health Insurance and Workmen’s Compensation 


THE Association of Approved Societies, which com- 
prises 122 societies with an aggregate membership of 
1,118,000 insured persons, has submitted to the 
Royal Commission on Workmen’s Compensation a 
written statement of evidence, published in the 
National Insurance Gazette of Feb. 23, which recom- 
mends drastic changes in the law relating to 
workmen’s compensation. The association considers 
that the disputes which arise in connexion with 
compensation claims are not of a kind that can best 
be dealt with by the law-courts, and puts forward 
proposals for the setting up of an entirely new system 
of administration. It recommends that the. country 
should be divided into a number of suitable districts, 
each with a compensation officer responsible to a 
specially constituted central compensation board. 
Claims would in the first instance be considered by 
the compensation officer, who on medical, questions 
would have regard to reports made to him by medical 
officers appointed by the board. If the officer decided 
to admit a claim he would fix the rate of com- 
pensation, basing it on the workman’s earnings. 
A claimant dissatisfied with the officer’s decision 
would be entitled to appeal to a local compensation 
tribunal, consisting of a chairman, who would be a 
barrister or solicitor, a medical practitioner of high 
standing, and a third member, who in the case of a 
female claimant would be a woman. No appeal 
would lie from the tribunal’s decision, but the central 
board would be empowered, on representations made 
to them, to order a re-hearing of the case, either by 
the same or by another local tribunal. The board’s 
staff of medical officers would be available for the 
assistance of the compensation officers and local 
tribunals. It is recommended that a lump-sum 
settlement should be allowed only with the consent of 
the board, and that compensation should include 
not only cash payments but the provision of such 
medical treatment as might be necessary to restore 
the claimant’s working capacity. It is also recom- 
mended that insurance against workmen’s compensa- 
tion claims should be made compulsory, and that 
the premium should take the form of an addition to 
the employer’s share of the cost of the present health 
and pensions insurance stamp. An additional 4d. 
per week would, it is estimated, adequately cover the 
compensation risk on the present scale. 

The Association makes out a good case for its 
proposals, particularly for the provision of medical 
treatment as part of compensation. In this respect 
the British legislation compares unfavourably with 
that of some other countries. In many of the states 
of the American Union, for instance, workmen’s 
compensation includes medical treatment as well as 
cash payments. Health insurance, which in its 
beginning on a voluntary basis provided cash pay- 
ments only, now in its modern development attaches 
greater relative importance to the restoration by 
suitable treatment of the disabled worker’s earning 
capacity, and the same tendency may be observed in 
workmen’s compensation. The two have many 
elements in common, and there is much to be said 
for a closer drawing together of these two great 
departments of social service. 


The Ageing of the Insured Population 


At the International Conference on Social Insurance 
held at Geneva last December, Monsieur Arthur 
Jauniaux, president of the Belgian National Associa- 
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tion of Socialist Mutual Aid Federations, discussed the 
effect on pensions insurance of the increasing age of 
the insured population. He pointed out that owing to 
the continued decline in the birth-rate the proportion 
of old people in the population had steadily increased, 
and that eminent statisticians had shown that in the 
next few years the increase would become more rapid. 
The cost of old-age pensions would therefore continue 
to increase, and though the number of people at 
working ages would not materially diminish during 
the next 20 or 30 years they would have to support 
an increasing number of elderly pensioners. He was 
in favour of reducing the pensionable age to 60, but 
he recognised the necessity of proceeding by stages, 
and thought the movement would be facilitated by 
developing unemployment and invalidity insurance 
schemes, which if properly coérdinated would in 
effect provide pensions for workers unable to find 
work or, through ill health, to perform work. He 
thought, however, that the tendency of the birth- 
rate to decline, and so reduce the number of children, 
should be met by a comprehensive system of family 
allowances, which, he was confident, would provide an 
effective means for checking the decline. 

The increasing cost of old-age pensions, to which 
Monsieur Jauniaux called attention, is exemplified 
in the English pensions insurance scheme. The cost of 
contributory old-age pensions in England and Wales 
for persons aged 65-70 years rose from £12,234,000 
in 1929 to £18,000,000 in 1936, and the cost of 
pensions for persons of 70 years and over from 
£18,326,000 in 1920 to £39,451,000 in 1936. ‘The 
ageing of the population is also affecting the health 
insurance scheme by increasing the amount of dis- 
ablement due to chronic illness, as shown in the 
Scottish report on incapacitating sickness. These 
results of a declining birth-rate have in recent years 
caused much concern to insurance administrators in 
Germany. They were not foreseen at the inception 
of social insurance, during a period of high fertility, 
but seem likely to impose a growing burden upon the 
resources of the countries in which social insurance 
has been established. 


The Chemist Who Objected 


A test prescription was recently presented to an 
insurance chemist who thereafter addressed the 
following letter to the Minister of Health. ‘‘ Yester- 
day I was handed for dispensing a prescription on a 

. insurance committee form bearing a name 
and address which were lies and/or a signature which 
was forged. This was later called for as a test 
sample. I give you till Wednesday next . . . to revise 
the system and bring it into line with the honourable 
methods one expects from an Englishman.’ This 
letter was forwarded to the insurance committee 
concerned, who told the chemist that the scheme for 
testing drugs and appliances was prepared by them in 
conjunction with the pharmaceutical committee, and 
that it forms part of the chemist’s terms of service. 
The chemist then exhibited in his window the test 
prescription, a letter from the doctor who issued the 
prescription, and the correspondence with the 
Ministry and the insurance committee. Endeavours 
were made to persuade the chemist to withdraw this 
exhibition, but he declined to do so. The insurance 
committee took the view that his conduct was 
calculated to bring the national health insurance 
scheme into ridicule, and have made a representation 
to the Minister of Health that the continuance of 
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this chemist on the committee’s list would be 
prejudicial to the efficiency of the service. For the 
unfortunate doctor concerned there is, however, an 
even more serious aspect in that he has been adver- 
tised as a party to the test whereas, although he was 
bound under the terms of service to write the test 
prescription at the request of the insurance com- 
mittee, he could have no idea what chemist was being 
tested. | 


The New Formulary 


The new edition of the National Formulary came 
into effect on March 1 and a copy should have reached 
every insurance practitioner before that date. Those 
practitioners who receive the Drug Tariff at their 
request each quarter will note that it has recently 
been recast and includes the preparations added to 


the revised Formulary. The cost of the quantity . 


normally ordered of each preparation, whether alone 
or as a standard mixture, is now shown, so that 
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prescribers should have no difficulty in finding out 
what demands they are making on the chemists’ 
fund. 

Following representations from the Insurance Acts 
Committee the Minister of Health has decided to 
include “‘ compounds containing gold when used for 
intravenous or intramuscular injection ” in the list 
of drugs which may either be prescribed or supplied 
personally by a practitioner. 


Prescribing Ltd. 


An insurance committee have had their attention 
drawn to the fact that a limited liability company 
whose name has recently been included in their panel 
list were exhibiting a notice indicating that the 
services of a qualified chemist were now available to 
advise customers and to prescribe for them at cheap 
rates. The committee have drawn the attention of 
the Pharmaceutical Society of Great Britain to the 
matter. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Hach contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM A PART-TIME PROFESSOR 


II 


Tus week (March 13) is the centenary of the 
publication of Holland’s Medical Notes and Reflections. 
Sir Henry Holland, Bt., was the most sought-after 
physician by the polite society of his day. He was 
physician-extraordinary to William IV, physician- 
in-ordinary to the Prince Consort, physician-extra- 
ordinary (1837) and later (1852) physician-in-ordinary 
to Queen Victoria. He attended many foreign 
royalties, six prime ministers and other notabilities, 
as he records in his Recollections. Despite his 
eminence in the practice of his profession he was never 
connected with any hospital nor seen at meetings 
of medical societies and though one of its oldest 
fellows ‘and an occasional censor and counsellor, 
he held no high office in the Royal College of 
Physicians. He was a friend of Richard Bright and 
a contemporary of Thomas Addison, Thomas Hodgkin, 
and Marshall Hall, men whose names illumine the 
pages of the histories of nineteenth-century medicine. 
None of the standard histories record his name and 
he is omitted from the Great Doctors of the Nineteenth 
Century by Hale-White. Yet read his Medical Notes 
and Reflections and you will agree that though his 
personality, his wide interests in travel, in art, in 
classical literature, and his influential friends might 
have played their part in establishing his reputation, 
his continued success depended on his wide know- 
ledge of medicine and his powers of clinical observa- 
tion and deduction. 

His chapter on The Abuse of Purgative Medicines 
might, if written a century later, have been hailed as 
a timely warning. Have we not recently been 
cautioned about the dangers of ritual purgation and 
listened to a discussion at the Medical Society of 
London on the use and abuse of purgatives ? Compare 
Holland’s words with some of the thoughts expressed 
in that discussion: ‘One of the greatest abuses 
undoubtedly is the system of giving daily purgatives, 
and insisting upon daily evacuation ; making this 
the habitual management itself, and treatment in 
disease. Under both conditions, it is a notion fertile 
in mischief.... Itis certain that the natural constitu- 


tion of different persons is very various as to this 
point, as well as the constitution of the same persons 
at different periods of life. The cases are common 
of individuals in perfect health who have action of 
the bowels only every second or third day.... I 
have seen instances where a strong purgative given 
directly after a severe and protracted operation, 
or after a shock to the nervous system from accident, 
has produced very urgent danger by aggravating 
the tendency to collapse.... Every physician must 
be familiar with the frequent confession of patients, 
even of those most wedded to the habit, that they 
feel better on those days when there is no action of 
the bowels.” Plus ça change, plus c’est la même 
chose ! 

I commend his brief essay on Medical Evidence 
to all physicians, for no stronger condemnation of 
the post hoc ergo propter hoc argument could be found. 
Must we not admit that even today “this matter of 
medical testimony is too lightly weighed by physicians 
themselves. Else whence the so frequent description 
of effects and cures by agents put only once or twice 
upon trial; and the ready or eager belief given by 
those, who on other subjects, and even on the closely 
related questions of physiology, would instantly feel 
the insufficient nature of the proof. Conclusions 
requiring for their authority a long average of cases, 
carefully selected, and freed from the many chances 
of error or ambiguity, are often promulgated and 
received upon grounds barely sufficient to warrant 
a repetition of the trials which first suggested them. 
.. . Through medical statistics lies the most secure 
path into the philosophy of medicine.” Let us take 
this century-old admonition to heart and refrain 
from such affirmations as “I firmly believe that 
more people have died from purgatives than from 
digitalis.” In scientific literature there is no place 
for the statement which sacrifices observed truth 
to the arresting phrase. 

* xæ * 


I have just read Mr. W. Sampson Handley’s absorb- 
ingly fascinating Hunterian oration on the Makers of 
John Hunter. It is right that pride of place in this 
galaxy be given to John’s brother, William, and that 


EN 
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emphasis be laid on the style and clarity of his literary 
writings in which “John cannot compare with him.” 
Although William was a fine anatomist, a stimulating 
lecturer, a sagacious and devoted investigator, a 
leading obstetrician, and unstimtingly generous 
though showing the canniness of his Scots upbringing 
(contrast his gifts to the city of Glasgow of a museum 
worth £100,000 with the frugality of his private life), 
he remains a relatively dim figure in the temple of 
fame, whilst John stands with Ambroise Paré and 
Lister amongst the greatest surgeons of all time. 
Posterity is unlikely to reverse contemporary judg- 
ment on the two brothers, though there are such 
instances in the history of science. In the middle of 
last century there were, for example, the brothers 
Jacobi—M., H. and C. G. J. The former was the founder 
of the fashionable quackery of galvanoplastics and 
achieved such wide fame that C. G. J., tired of being 
referred to as his brother’s brother, blurted out on 
one occasion, ‘‘I am not his brother, he is mine.” 
And this is the judgment of posterity, for today 
M. H. is forgotten whilst C.G. J. is numbered among 
the mathematical immortals. 
* * xk 


= The literary style of the medical student as 

evidenced in his replies to examination questions 
is deplorable. The blame for this is in part justifi- 
ably attributable to the earlier specialisation in 
school studies, which is in my view a retrograde step 
in that it detracts from the importance of general 
culture in the training for any profession. But I 
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(FROM OUR OWN CORRESPONDENTS) 


FAREWELL TO THE ‘‘ SIMPSON ”’ 


By Friday of last week all the patients in the 
Edinburgh Royal Maternity and Simpson Memorial 
Hospital had been transferred to the new pavilion 
of the Royal Infirmary, and the ‘‘ Simpson” had 
ceased to be a hospital. Next day, in what had been 
the lying-in ward of the old hospital, a reunion dinner 
was held. Over 120 old residents and present 
members of the staff were there, and the chair was 
taken by Prof. R. W. Johnstone. In proposing the 
toast of the Simpson, Dr. Robert Hutchison spoke 
of the friendship of Sir James Simpson with his own 
parents. For two generations the hospital had 
given excellent service but lately the work had been 
carried out under great difficulties. The reputation 
of a hospital however did not depend on its appear- 
ance but on the staff, and in this the old Simpson 
had nothing to be ashamed of. It was indeed a 
happy thought to have summoned the old residents 
to this dinner. He told how he had graduated on 
Aug. 1, 1893, taken up his duties as resident in the 
Simpson in the afternoon and delivered his first 
patient in the evening: an illustration of the old 
saying “‘ you can’t get the terriers too soon to the 
rats.” Though he had never had anything to do 
with obstetrics since that time, his term as resident 
in the Simpson had given him a liking for the science 
of obstetrics and, more oddly, a liking for obstetricians. 
—TIn reply, Prof. Johnstone likened the dinner to a 
feast of recollection. The spirit of the hospital was, 
he felt, a curious compound of emotions. Out of 
the confusion some facts stood out. Among these 
were the inestimable value of a good night’s rest, 
the refreshing properties of tea, and the indefatigable 
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fear the compilers of the textbooks which the student 
reads are not guiltless. Contrast the following two 
descriptions of choreiform movements. In a modern 
textbook much used by students it is said that these 
movements are “irregular, involuntary, purposeless, 
and spasmodic.” Over two hundred years ago 
Sydenham described them thus—‘‘ the Hand which 
is affected with this Disease, can by no means keep 
in the same Posture for one moment, if it be brought 
to the Breast, or any other Part, but it will be distorted 
to another Position or Place by a certain Convulsion, 
let the Patient do what he can. If a Cup of Drink 
be put into his Hand, he represents a thousand 
Gestures, like Juglers, before he brings it to his 
Mouth ; for whereas he cannot carry it to his Mouth 
in a right Line, his Hand being drawn hither and 
thither by the Convulsion, he turns it often about 
for some time, till at length happily reaching his 
Lips, he flings it suddenly into his Mouth, and drinks 
it greedily, as if the poor’ Wretch designed only to 
make sport.” 

No one can doubt which of these gives the student 
the more vivid picture. Nor can any examiner deny 
that the former description is reproduced verbatim 
by most students without any real comprehension 
of its significance. Small wonder then that the vast 
majority of students finds such difficulty in expressing 
themselves clearly, simply, briefly and euphoniously. 
This state of affairs will persist until it is widely 
recognised that the English language is as an 
indispensable instrument in the practising doctor’s 
equipment, as is his stethoscope. 


— 


courage of women. Though the old hospital was 
dead its spirit lived on in the new pavilion.—An 
auction was then held of some of the relics of 
the hospital which ranged from the mantelpiece in the 
sitting-room and the labour-ward clock, to the 
cork mat in the resident’s bathroom and the number- 


plates outside their bedrooms. A sum of £37 was 
realised. 
Dr. Keppie Patterson then proposed the toast 


of the new Simpson Memorial Pavilion.—Dr, 
W. I. C. Morris, in proposing the health of the 
chairman, described many amusing incidents which 
they both had witnessed in the Simpson and paid 
a warm tribute to Prof. Johnstone both as an 
obstetrician and as a man.—In his reply Prof. 
Johnstone thanked the committee and in particular 
Mr. Theodore Haultain, to whose energy the success 
of the dinner was largely due. 


BACTERIOLOGICAL BY-WAYS 

At a meeting of the medico-chirurgical society at 
Aberdeen, Prof. John Cruickshank, speaking of bacterio- 
logical by-ways, described the finding of an organism 
which produced hydrogen peroxide so quickly that 
within a day or two it could sterilise agar plates 
heavily inoculated with any aerobic organism. He 
then described a bacillus, obtained from soil, which 
though non-motile in a fluid medium could move 
visibly in colony formation across an agar plate or ina 
semi-solid medium. Illustrating the delicate formation 
of the moving colonies he showed how a break in the 
ranks of the vanguard bacilli would temporarily 
halt the whole movement. He had isolated several 


similar bacilli, some of them distinguishable only by 
antigenic reactions. He also demonstrated cultures 
of a luminous organism which could make a face 
recognisable in a darkened room. Luminosity had 
been of value to him in solving some of the problems 


of bacterial metabolism, 


\ 
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Fic. 1—View from the Green Park, 


THE NEW ST. GEORGE’S 


THE winning design in the competition held under 
the auspices of the Royal Institute of British 
Architects for the rebuilding of St. George’s Hospital 
at Hyde Park Corner was submitted by Mr. A. S. 
Gray of Messrs. W. H. Watkins and Partners of 
Waterloo Place. Messrs. Watkins’s plans and those 
of 45 other competitors have been on view to the 
public for the last ten days and show many different 
solutions of what has evidently been an interesting 
and intricate problem. 

Broadly speaking the specifications asked for an 
increase of 200 beds, bringing the total up to 520, 
and increased facilities all round. Detailed analysis 
of the increase shows that the general medical and 
surgical beds are actually to be slightly fewer, but 
that the special departments are all to be augmented 
and new ones instituted. For example, there are 
to be 48 beds in the new obstetric department as 
against 13 at present’ The ear, nose, throat and 
eye departments will all be increased, and 36 ortho- 
pediec and fracture beds will be provided in a separate 
unit, partly at the expense of the general surgical 
numbers. Two entirely new inpatient departments 
are planned, a dietetic department of 24 beds and a 
psychiatric of 48 beds. Finally there is to be a 
private patients’ section of some 50 beds. Of these 
43 will be in a separate department whilst 4 obstetric 
beds, 2 orthopedic beds and 2 children’s cots are to 
be attached to their respective units in the hospital. 
This arrangement should ensure for the private 
patients the special skilled team-service of these 
departments. Included in the 470 public beds are 
68 ‘contributory beds,’ which are to have some 
measure of privacy and extra amenities within the 
ward units. The X-ray department, at present most 


inadequately housed, is to be enlarged generously 
and will include ample facilities for therapy as well 
as diagnosis. 

With regard to the medical school no startling 
increase in the number of students is intended. The 
present number of students is 100; the new school 
expects to begin with 120 and possibly go up to 180. 
There is, however, to be an increase in laboratory 
facilities proportional to the size of the hospital, 
and a special department for industrial research has 
been included. 


THE WINNING PLANS 


The sketch of the proposed elevation as seen 
from the Green Park (fig. 1) shows a dignified mass, 
thoroughly in keeping with the importance of the 
site. The feature of the plan that is not shown 
but would at once strike the eye in other elevations 
is an arched roadway that runs through the centre 
of the building from north to south—i.e., entering in 
Knightsbridge and debouching in Grosvenor Crescent. 
With the exception of the medical school entrance, 
which is in the western part of the Knightsbridge 
front, all entrances to the hospital are within this 
private road, an arrangement which should certainly 
make for speed and convenience in this congested 
traffic area. 

The sectional plan of the building shows twelve 
floors, three being below ground. The whole site 
is built over as a solid block, divided in two by the 
roadway, up to the level of the second floor, but 
above this the building is set well back and consists 
of symmetrical wings on the four corners of a central 
corridor block (see fig. 2). The seventh- and 
eighth floors are set back still more to conform with 
L.C.C. regulations. There is no doubt that the 
hospital would benefit enormously from a further 
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allowance of height. Some of the accommodation 
for sisters, nurses and porters is to be underground, 
and much of the lower ground-floor accommodation 
would benefit from being raised above the street 
level. The gradient of the private through road 
would also be improved by such a general raising. 
The lower basement, in addition to housing boilers 
and the like, has garage space of 5000 sq. ft., reached 
by a ramp from the through road, but as things are 
it seems essential to plan extensive A.R.P. accom- 
modation at this level, possibly combined with a 
public car-park. Such an arrangement would help 
to solve an urgent problem for the police and Ministry 
of Transport in peace-time and an even more pressing 
one for the Ministry of Health in the event of war. 
The construction of such a shelter would necessitate 
a general increase in the height of the building, and 
it is hard to believe that in the circumstances public 
authorities can refuse it, especially in view of the 
fact that the new site is an island one, with wide 
open spaces on more than two sides. Itis to be hoped 
that the hospital authorities will press for this 
concession. | 


INTERNAL ARRANGEMENTS 


The internal arrangements will undoubtedly be 
freely subjected to modification during the coming 
months, and the scale-plans which finally go out 
to tender may show wide alterations. | 


The kitchen is situated centrally in the basement, 
and from it service lifts pass up directly to each 
floor in the eastern half of the building. Distribution 
should therefore be rapid and labour-saving, for the 
greatest horizontal movement of a trolley will be the 
length of the main corridor on a ward floor to supply 
the wards on the western side. The large dining- 
rooms and messes are grouped conveniently near 
the kitchen and there is in addition a cafeteria on the 
first floor in the middle of the building. The private 
patients’ and dietetic kitchens are adjacent, but are 
separate units from the main kitchen. 

With regard to the nursing staff, resident accom- 
modation is provided for the matron, assistant matron 
and all the sisters, but only a minimum number of 
nurses’ rooms are included since it is intended to 
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Fie. 2—The architect’s blueprint showing general lay-out 
of the third floor (surgical). 


build a separate nurses’ home, if possible within 
easy reach. 

The main entrance and separate entrances for 
pe patients, casualties, outpatients, and for the 

.D. department open onto the private road at 
lower ground-floor level. The casualty sorting- 
and treatment-rooms and the outpatients’ main 
waiting- and registration-room are on this floor. 
Outpatients are also catered for in the basement 
below and on the ground floor above. There seems 
little objection to this arrangement with the adequate 
lifts provided, but there will clearly be need of waiting 
space on each of these three floors while the size of 
the main waiting-room might well be reduced. The 
whole of the outpatient departments could probably 
be replanned with advantage. 

The medical school, entered from Knightsbridge, 
occupies five floors at the north-west angle. Whilst 
readily accessible to the rest of the hospital the 
school and its laboratories form a compact unit 
quite outside the general hospital circulation. In the 
basement are the post-mortem rooms, and, rather incon- 
gruously, the squash court. Lecture- 
rooms, common-rooms, luncheon- 
rooms and offices occupy the lower 
ground floor, whilst at the ground-floor 
level there are the school offices, 
lecture theatres, the library and 
museum; the first and second floors 
house the laboratories. 

The diagnostic and therapy sections 
of the X-ray department are on two 
exe floors immediately above the out- 

i patient department. Quarters for the 
Cs) medical officers, nurses, maids and 
Cs) 
ca 


Pza 
Cs 
BEDS porters are in the eastern half of the 

building from the second floor’ down 

to the basement, and some of this 
l accommodation hardly seems satis- 
factory and requires careful recon- 
n, sideration. 

From the third floor upwards ar 
the wards and their ancillary offices, 
the operating-theatres being on the 
north side at the top of the building. 
There are five theatres—two sym- 
metrical pairs in the wings and 3 
larger clinical theatre with a gallery 
for students off the main central 
corridor. They seem to be reasonably 
accessible from all parts of the build- 
ing, but it is difficult to understand 


Fie. 3—Detail of one quarter of the surgical floor, showing two ward- why the surgical floor is the farthest 
units, male and female, each containing 15 beds. from them. For a teaching hospital the 
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accommodation for surgeons’ and assistants’ ‘‘ wash- 
ing-up ” seems hardly adequate. 

The plan of the surgical floor (figs. 2 and 3) shows a 
symmetrical arrangement which provides for all the 
120 beds allocated to general surgery. Fig. 3 shows 
the typical unit of coupled fifteen-bed wards, each 
containing twelve general, one isolation and two 
contributory beds, The main part of each ward is 
lit on three sides and the arrangement of beds should 
lend itself to subdivision into cubicles or small 
groups. This may be taken as the basic ward plan, 
which is adapted on the other floors to the special 
needs of the various departments. Thus on the 
fourth floor is the orthopedic and fracture depart- 
ment, the small theatre for plaster work, portable 
X-ray room and its two private rooms. On this 
floor also is the psychiatric department, planned for 
three grades of patient, with its occupational and 
rest-rooms. On the fifth floor are the 90 general 
medical beds with chest-screening and artificial- 
pneumothorax room; and the ophthalmological beds 
with their special theatre and examination-rooms, 
The sixth floor is given up to the obstetric depart- 
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ment, with delivery-theatres, nurseries, milk-kitchens, 
and so on, and the separate gynæcological unit of 
20 beds. On the seventh floor is the ear, nose and 
throat department with 20 beds, and the children’s 
department with 30 cots including two private ones. 
On the southern part of this floor are the 43 private 
rooms -with their special entrance and lift from the 
lower ground floor. In addition to the theatres 
the eighth floor houses 16 isolation beds in separate 


rooms and the dietetic unit of 24 beds with its necessary 


ancillary services. 


On the whole, though naturally many minor and 
some major adjustments will be necessary, the 
lay-out seems to be admirable, and is likely to mark 
a notable advance in compact hospital planning. 
The reconstruction is to be carried out in sections, 
and the architects claim that their design will readily 
lend itself to this method. In the medical school the 
present and proposed buildings do not impinge on 
each other at any point, so that, like the Westminster 
Hospital school, no interregnum will be necessary. 


A series of articles on medical organisation and surgical practice in air atiack by 
P. H. Mitcuiner, C.B.E., T.D., F.R.C.8., and E. M. Cows tt, D.S.O., T.D., F.R.C.S. 


X—WOUNDS OF FACE, JAW, AND EYE 


Boms and gunshot wounds of the face and jaws 
produce some of the most horrible and revolting 
mutilations with which the surgeon is called to deal 
in war, 

GENERAL PRINCIPLES 


The essential aim of surgery in these conditions 
is to minimise deformity while preventing sepsis— 
a very difficult task in view of the proximity of the 
buccal and nasal cavities. Preservation of tissues is 
of primary importance and, thanks to their extreme 
vascularity, this is generally possible, even after the 
disruptive effects of the bullet and bony fragments. 
In the early stages the surgeon should therefore 
content himself with merely trimming the edges of 
all face wounds and removing only completely 
detached fragments of bone. All fragments attached 
should be carefully replaced and the soft tissues 
sutured over them to retain them in position; by 
this means much suffering is saved and subsequent 
deformity reduced to a minimum. In fractures of 
the jaws all damaged and decayed teeth should be 
removed by a dental surgeon, whose coöperation 
must be sought in all these cases, and a suitable dental 
splint devised to hold the bony fragments in position. 
Thereafter the patient must be fed often nasally 
at first and the mouth and nose syringed out regularly. 

Thus. the general principles differ from those advo- 
cated for routine wound treatment, and specialist 
cooperation is essential in the very early stages of 
treatment if the dreadful deformities are to be 
minimised ; for these reasons it is best to send all 
cases direct to a base hospital, even for initial treat- 
ment. Some such cases, however, are sure to come 
to a casualty hospital in any air-raid, and the surgeons 
there must be acquainted with the principles of 
mavxillo-facial surgery and prepared to tackle these 
problems. 

FACIAL WOUNDS 


Considerable disruption of bone into an extensively 
lacerating wound is generally met with, and the 
soft tissues show so much bruising and swelling that 
on a superficial examination cellulitis appears to be 
present. Cellulitis, however, is most unusual at an 
early stage, though it not uncommonly supervenes 


two or three days after the infliction of the wound. 
Other than local sepsis, few complications are met 
with: septic bronchopneumonia is very rare; 
gas gangrene is so rare that, for practical purposes, it 
never occurs; and tetanus is usually of the paralytic 
type and on the whole of fair prognosis. Severe 
concomitant head and other wounds commonly 
overshadow the facial condition, and it is in these 
cases that the casualty-hospital surgeon will probably 
be called on to deal with facial injuries as a matter 
of secondary consideration—a good reason why his 
specialist colleague can often point triumphantly to 
better results. 


Usually the loss of soft tissues is far less than- 


anticipated, and no drastic excision of the wound 
should be undertaken before suturmg them into 
position—an operation to be performed at the earliest 
possible date to prevent their retraction and adhesion 
in wrong position to the underlying bone or surround- 
ing soft tissues, which produces extensive scarring and 
deformity, almost impossible to correct satisfactorily 
once they have occurred. In this respect the mucosz 
of the mouth and nose must be inspected and sutured ; 
otherwise tiresome adhesions may result, especially 
between the cheek and gum, where obliteration of the 
normal sulcus and its replacement by a bar of hard 
scar tissue often prevents the wearing of dentures. 

Bone fragments have great recuperative powers and, 
if in any way attached to the tissues, must be washed 
with normal saline and replaced carefully in position 
and retained there by suture of the overlying soft 
parts. All disrupted and septic teeth must be 
removed, but no unnecessary sacrifice of teeth is 
called for. Indeed, in fractures of both jaws every 
care must be taken to preserve all sound and intact 
teeth, even if attached to disrupted bone fragments, 
for they form valuable means by which the dental 
surgeon can anchor fragments of jaw to each other, 
as well as a support ultimately for dentures. It is, 
however, necessary to ensure that these displaced 
teeth are restored to their original line so that a good 
‘* bite ” is ensured. 

Since the preliminary surgery takes much fore- 
thought and time as well as the codperation of a 
dental surgeon, which are seldom possible in the rush 
of cases in a casualty clearing hospital, all such cases 
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should be evacuated direct to a special hospital, 
unless they are suffering from other severe wounds. 

Falling back of the tongue-——When smashing of the 
symphysis of the mandible has detached both genial 
tubercles (such fractures are not uncommon), the 
tongue falls back and is involuntarily swallowed by 
the patient, who becomes cyanotic and cannot 
breathe or swallow—just as happens under anes- 
thesia. These cases call for prompt measures to 
prevent asphyxia, Pushing forwards the angle of the 
jaw is useless ; the tongue itself must be grasped and 
pulled forwards. Immediate relief follows, but the 
tongue should then be transfixed near the tip in the 
middle hne with a stout stitch of silk or thread 
(sterile if possible, but circumstances may not permit), 
which can be tied and looped round the ear to hold 
the tongue forwards comfortably and can be drawn 
on if necessity arises. These patients can usually be 
fed with a feeding-cup with a long piece of rubber 
tubing slipped over the spout, as after excision of the 
tongue, but in some cases nasal feeding may be 
necessary. There is never any need to perform either 
tracheotomy or gastrostomy in these cases. 

Hemorrhage.—Wounds of the face and tongue may 
bleed profusely, either primarily as a result of the 
injury or secondarily from sepsis at any time after 
the first few days. Primary hemorrhage can usually 
be arrested, but deep mattress sutures for this purpose 
must be avoided, because they cause necrosis and 
promote sepsis. Attempts must always be made 
to deal with secondary hemorrhage locally and are 
' generally successful; only when local attempts fail 
should resort be had to distant ligature of main 
vessels—an operation attended with grave risk of 
spread of the sepsis present. In the tongue the 
lingual artery bleeds; in a septic fractured maxilla 
or mandible the superior or inferior dental branches 
respectively of the internal maxillary artery; and 
in any facial wound the facial artery may be involved. 

In regard to local arrest of hemorrhage, if the bleed- 
ing-points cannot be identified, seized in forceps, and 
ligatured, bleeding from the tongue can be stopped 
temporarily by drawing that organ forwards; and 
in the case of the mandible and sometimes of the 
alveolar margin of the maxilla separation of the 
fragments from between which the blood is oozing, 
and letting them fall back on to a plug inserted 
between them, produces a temporary arrest which 
will allow anzsthesia to be induced. 

In all cases in which distant ligature proves necessary 
an incision should be made along the anterior border 
of the sternomastoid muscle of the affected side, 
from the angle of the jaw to the level of the thyroid 
cartilage of the larynx, and the external carotid artery 
and its branches should be exposed. The origins 
of the lingual and facial vessels, if thought to be the 
source of the bleeding, can then be picked up on 
ligatures and tension made to obliterate them 
temporarily, when, if this manceuvre arrests the 
hemorrhage, the appropriate vessel can be ligated 
and obliterated. In bleeding from the jaws the 
external carotid must be tied, the ligature being 
put round above the origins of the facial and lingual 
branches, unless these also are implicated. No time 
should be wasted in attempting to ligate vessels in 
the submaxillary triangle. In a few cases it may be 
necessary to operate on both sides. 


FRACTURE OF THE MANDIBLE 


The bone is often greatly comminuted, large portions 
may be missing, aud wounds of the tongue and soft 
tissues are bound to coexist and call for treatment 
on the conservative lines advocated. All attached 
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bone fragments must be replaced and preserved, and 
smashed and decayed teeth removed. It is best 
not to attempt any internal splintage unless the 
coöperation of a dental surgeon is available, but to 
rely on suture of the soft parts to keep the fragments 
in position. Care should be taken to make sure that 
the tongue will not fall back and to suture the mucosa 
to. re-establish the sulcus between the alveolus and 
the cheek. The patient should be transferred as 
rapidly as possible to a special hospital. In the 
meantime he should be fed through the nose, if 
the case is severe, and have the mouth syringed 
with hydrogen peroxide 10 volumes after feeds 
every four hours. 


FRACTURE OF THE MAXILLA 


Wounds of the face and cheek involving the maxilla 
are usually complicated by involvement of the 
maxillary antrum and nose, and every effort should 
be made to re-establish these cavities and to re-form 
at least their outer walls roughly, and the malar 
prominence, if depressed, must be restored. Suture 
of the soft parts over the bony fragments will generally 
suffice to keep them in position. If the alveolar 
margin is involved, the same procedure must be 
carried out as with fracture of the mandible, and some 
form of dental prop splint, such as Gunning’s, used 
to restore the line of the maxilla and to support it 
against the mandible with the mouth open. A four- 
tailed bandage must be applied to hold the lower 
jaw still and to retain the splint in position. Such 
patients can be fed with a feeding-cup and need 
both nasal and oral syringing. 


WOUNDS OF THE ORBIT AND EYE-BALL 


Facial injuries are often complicated by wounds 
of the orbit and eye-ball, and in most cases the 
orbital margin is smashed and the eye completely 
disorganised. Rarely a bullet may pass behind 
the eyes and sever one or both optic nerves, leaving 
the eye-ball intact. In all such wounds a sub- 
sequent arteriovenous communication may be 
established between the internal carotid artery and 
the cavernous sinus and cause the patient great 
discomfort and distress. 

Orbital wounds are to be treated on 
conservative lines as other facial injuries. 

Wounds of the eye-ball—lIf the eye-ball is dis- 
organised or collapsed, no question exists that excision 
must be performed at once, both from the point of 
view of removing a useless organ and from that of 
sparing the patient from the dangers of sympathetic 
ophthalmia, When, however, a small fragment 
has penetrated, it is justifiable under air-raid condi- 
tions to adopt expectant treatment, placing a pad 
and bandage over the eye, which has been atropinised, 
and transferring the patient at once to a base hospital 
to come under the care of an ophthalmic surgeon. 
If the iris is prolapsed, no attempt should be made 
to replace it, under these conditions, by the surgeon 
at the casualty hospital. 

If it is not possible to transfer the patient, con- 
servative treatment should be used, and the iris, 
if prolapsed, should have the prolapse snipped away 
and its edges replaced; but a sharp look-out must 
be kept against the onset of sympathetic ophthalmia. 
Pain in the good eye should lead to suspicion of this, 
and, unless the opinion of an ophthalmic surgeon 
can be obtained, it is then safer to remove the damaged 
eye at once. Once sympathetic ophthalmia is 
established, the wounded eye must be conserved, 
for its vision is likely to be the better in the end, 


(Continued at foot of opposite page) 


the same 


THE LANCET] 


- 


[marom 11, 1939 603 


LETTERS TO THE EDITOR 


MENTAL NURSING 


Sm,—The views expressed at the joint meeting of 
the medical section of the British Psychological 
Society and the Royal Medico-Psychological Asso- 
ciation, reported in your last issue, confirm me in my 
belief that the official system of training mental 
nurses is essentially unsound. The actual training 
given is in many cases quite good, but its success is 
dependent to a large extent on how far it differs from 
and exceeds in scope the officially sanctioned courses. 

During the discussion several speakers emphasised 
that from the beginning the mental nurse is in close 
contact with her patients and that while still a 
junior probationer she has frequently to deal with 
them single-handed, or perhaps we should better say 
‘‘gingle-minded”’; that is, her approach is made 
without immediate guidance or direction from a 
more experienced superior. How is she equipped for 
this contact? She is taught elementary anatomy 
and physiology, followed by first-aid and hygiene, 
including such facts as the sources of hard and soft 
waters, with practical instruction in such things as 
special bed-making for amputation, rheumafic, cardiac 
and renal cases and common abbreviations in prescrip- 
tions. The syllabus of the Royal Medico-Psychological 
Association has a few points in its favour but essen- 
tially there is very little to choose between it and 
that of the General Nursing Council. 

The training authorities should realise that from 
the position in which she is placed the nurse is entitled 
to demand from them that her course should provide 
her as soon as practicable with some elementary 
instruction as to how she is to make a reasonably 
successful psychological approach to her patients. 
I cannot but think that an elementary knowledge of 
psychology, including normal mental mechanisms, 
would also be of value to the general-hospital proba- 
tioner—of greater value possibly than an ability to 
describe the situation of the lenticular nucleus or to 
dogmatise on the functions of the blood-platelets. 
For the mental-nursing probationer some degree of 
such knowledge is essential and this should receive 
official recognition. 

This raises the question as to whether in spite of 
all arguments to the contrary mental nursing and 
general nursing are not so different in their methods 
of approach from the beginning that a separate course 
of instruction, and in consequence a distinct pre- 
liminary examination, in part at any rate, is not 
imperative. It seems unreasonable that only after 
passing the preliminary examination are the needs 
of the mental nurse for teaching in normal psychology 
recognised, and that the instruction comes only 
during the last eighteen months or two years of her 
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Blind eyes, otherwise intact, should be left in situ. 
A detached retina due to ‘ blast ’’ may be met with in 
myopic patients, and such cases should be sent at once 
to an ophthalmic surgeon, who will probably do 
scleral puncture to-allow escape of exudate and 
restoration of the retina to its normal position— 
a sight-saving operation. 

Experience in Barcelona seems to show that 
wounds of the eye are uncommon, even as the result 
of falling glass or tiny splinters. If a person is hit 
at all, the wound is either fatal or serious, and slight 
injuries of any part are uncommon, 


training, when she has also to acquire a knowledge of 
the whole range of mental, nervous and other 
physical diseases and their nursing and to amplify 
considerably her acquaintance with the anatomy and 
physiology of the nervous system, Actually in any 
good training school mental nurses are to an increas- 
ing extent, and possibly to an unrealised degree, 
being given such training ; but the more enlightened 
practice should be sanctioned by official recognition. 
This would, I believe, result in the profession of 
mental nursing being shown in a truer and more 
interesting light, and might well bring to its ranks 
some of those who do not, as things are at present, 
find the call sufficiently attractive. Am I going too 
far in suggesting that an elementary course in normal 
psychology might be included in the first part of the 
General Nursing Council’s preliminary examination, 
which candidates for general nursing will be able to 
take in the future before entering hospital ? 

It would be interesting to hear the views of your 
readers on these points. 

I an, Sir, yours faithfully, 
W. J. T. KIMBER, 
Medical Director, Hill End Hospital and Olinio. 


St. Albans, March 6. 


CARCINOGENESIS IN THE LUNG 


Sır, —The annotation on p. 521 of your last issue 
implies that mice are more susceptible than other 
laboratory animals to spontaneous tumours of the 
lung. This may be more apparent than real. Other 
laboratory animals are killed usually early in life, 
while mice, which live only about two years, are far 
more frequently allowed to fulfil their allotted span 
of life. Since tumours of the lung in mice and man 
are most prevalent during the last quarter of full life, 
it is probable that the same will hold for other animals. 
At any rate it has not yet been determined for them 
one way or the other to my knowledge. Moreover 
inbreeding in mice is much more common. 

Again you state that mice are more susceptible to 
carcinogenic tar than other animals. This may be 
due merely to the fact that in tar-painting experi- 
ments the painting usually covers only up to six 
months. This period is about one quarter, or a large 
fraction, of a mouse’s life, but a much smaller fraction 
for other laboratory animals. For a fairer comparison 
tar-painting should be prolonged for a quarter of 
their full lives also. Further so far as the evidence 
goes the skin of man is as susceptible to tar as is that 
of the mouse. This is why I chose mice for my 
dusting experiments. 

Your statement, that the conclusion from my 
dusting experiments is that the tar in the road dust 
is responsible for the increase in incidence of lung 
tumours, needs some adjustment. My paper, men- 
tioned by you, indicates that tar is only one of the 
factors, since the road dust still causes a definite 
but smaller increase in incidence of lung tumours 
when the tar is removed from it. I certainly have 
not put so much emphasis on the part played by the 
tar alone. The inorganic constituents are under 
suspicion as well, both for man and mice, and are 
being tested in mice. My results also support to some 
extent the irritant theory of cancer, the irritation or 
stimulation or disturbance of the cells being due 
to the continual presence and addition of a particular 
dust. Thus constant activity is required on the 
part of the phagocytes and lymphatics of the lung. 
There is otherwise no inflammatory reaction. A 
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cause of cancer may be prolonged irritation without 
inflammation. 

Certain statistics for human lung cancer support 
my findings for mice and I do not understand why 
Valade should conclude that my results for mice 
cannot be applied to man merely because, as he states, 
he could not produce cancer of the lung in 50 rats 
by intratracheal injections of methylcholanthrene ; 
moreover in some cases sarcoma of the trachea was 
produced. With other technique the result might 
be different and tumours be produced in the lung as 
well. Valade does not mention Möller’s research 
(Acta path. microbiol. scand. 1924, 1, 412) wherein 
he obtained cancer of the lung of rats by tar-painting. 
So far as I know, it was only a year later that the 
_ game result was established for mice (Murphy and 
Sturm, J. exp. Med. 1925, 42, 693). This does not 
support Valade’s statement that it is easier to produce 
lung tumours in mice than in rats or other animals. 
I have concluded other experiments with mice using 
other different dusts and soot, and I do not always 
find it easy to increase experimentally the incidence 
of lung tumours in my strain of mice. These results 
add weight to the more positive results with road dust ; 
they will be published shortly. 

I am, Sir, yours faithfully, 
London, N.W.3, March 6. J. ARGYLL CAMPBELL. 


EXPLOSIONS IN OPERATING-THEATRES 


Sır, —We have been asked to join a committee 
appointed by the Institution of Electrical Engineers 
to consider the question of electrical safety in relation 
to the equipment of operating-theatres and adjacent 
rooms where there may be danger of explosion of 
anesthetic vapours. The committee includes Mr. 
H. W. Swann, nominated by the Home Office, and 
Dr. E. H. Rayner of the National Physical Laboratory. 
It is known that 23 explosions caused by some form 
of electrical ignition had occurred in this country 
before the end of 1935, of which 14 were attended 
by fatal results; but it is probable that the number 
of explosions is much larger than this, since there 
is no obligation to report them to any central 
authority. 

The work of the committee would be much helped 
if any anesthetist or surgeon in possession of first- 
hand knowledge of any explosion of this nature would 
supply us with a detailed account of the case. The 
chairman of the committee is Mr. H. T. Young, past 
president of the Institution of Electrical Engineers, 
and he would be most grateful for any information, 
which would be regarded as strictly confidential. 
Communications could most conveniently be sent 
to Dr. C. F. Hadfield, 47, Queen Anne Street, W.1. 

We are, Sir, yours faithfully, 
LIONEL COLLEDGE, 
London, W.1, March 4. CHARLES F. HADFIELD. 


FIBROCYSTIC DISEASE OF BONE 


Sir,—I agree with Dr. Brailsford that the repro- 
ductions of the X-ray appearance of the bones in 
my case quoted by Prof. Parsons and himself are not 
particularly arresting. That however does not alter 
the facts of the case. My interest has been not so 
much in the X-ray appearance of the bony abnormality 
as in its ætiology. In the paper which I had the 
privilege to read at the autumn meeting of the 
British Orthopedic Association, and which I hope 
to have published shortly, I elaborated my original 
thesis that the bone changes are secondary to liver 
dysfunction and are a direct sequel to icterus gravis 
neonatorum, That part of my original paper has 


not been overlooked by workers concerned with the 
influence of the liver on the normal growth of bone, 
The child has been under my care, almost con- 
tinuously, since the age of ten days, and frequent 
radiographic examinations have been made by my 
colleague Dr. C. G. Teall. 
I am, Sir, yours faithfully, 
Birmingham, March 4. FRANCES BRAID, 


CONVULSION THERAPY 


Smr,—Among the possible complications of con- 
vulsion therapy the reactivation of an old tuber- 
culous focus is mentioned in your leading article of 
Feb. 25, and in the same issue Dr. I. Atkin describes 
a fatal issue in one of his series, and quotes cases 
previously described by Harris and Birnie and Cook 
and Ogden. The difficulty of avoiding this risk is 
obvious, and routine radiography of the chest before 
treatment, which Dr. Atkin suggests, may also fail 
to reveal any lesion in a person in whom tuberculosis 
is latent. | 

There is, however, a valuable adjunct to radio- 
graphy in the routine estimation of the blood- 
sedimentation rate. Although the factors governing 
an increase in rate are numerous the test has proved 
of consistent value in tuberculosis and it would seem 
a wise provision that the sedimentation-rate should 
be within normal limits before treatment is instituted. 
In this hospital the test is used not only as a pre- 
liminary to treatment but is repeated at regular 
intervals according to frequency and length of treat- 
ment. While it is not pathognomonic of tuber- 
culosis any sudden and marked increase in the 
rate is a valuable guide to inflammatory changes 
and an indication for further investigation. The 
test is simple and quick and obviates the expense 
of frequent radiography. 

I am, Sir, yours faithfully, 
` _ L. McLzrop Curtiss. 


St. Bernard’s Hospital (L.C.C.), Southall, 
Middlesex, Feb. 28. 


PLACENTAL BLOOD FOR TRANSFUSION 


Smr,—I have read with interest the letter from 
Drs. Brewer and Howkins in your issue of Feb. 4 
criticising the use of stored placental blood for 
transfusion, and I wish to answer their objections 
in the order in which they were presented. 


(1) Quantity—So far my average yield from over 
800 placentas has been 60 c.cm., with a maximuna of 
160 and a minimum of 40 c.cm. I have frequently 
mixed five or six bloods for one transfusion, and even 
as many as thirteen bloods on occasion, with no 
undesirable effects. 

(2) Sterility.—I do not deny that absolute sterility 
of blood for transfusion would be ideal. I believe, 
however, that this ideal is as far from being attained 
with fresh or stored donors’ blood as with placental 
blood. With the former the chances of a latent 
bactersemia are also much greater than with the latter, 
and with equal care in obtaining them the possibility 
of contamination of placental blood is probably not 
greater than with donors’ blood. Routine bacterio- 
logical examination of every sample of blood is 
impracticable and I believe unnecessary. Such an 
attitude carried to its logical extreme would require 
the bacteriological examination of any blood used 
for transfusion, a procedure obviously impossible, 
especially in emergency cases such as severe hemor 
rhage or sepsis, in which, owing to the lowered 
resistance of the recipient, the introduction of even 
a small number of possibly pathogenic organisms is 
of Bakes La pear pk 
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question. A reaction following immediately upon 
a transfusion, where bacterial contamination is to 
blame, would presuppose either massive contamina- 
tion or preformed toxic products of bacterial activity ; 
both can be ruled out. Indeed one of our reactions 
could be traced to a technical error, and another 
occurred when group O blood was given to a group A 
patient. Allin all, we think that 4 reactions compare 
favourably with the figures of 15-20 per cent. given 
by some American authors. 

(3) Collection of blood.—In our department the blood 
is always obtained by a physician with the greatest 
aseptic care. This is not specially difficult when, 
as in our hospital, a physician must be present at 
every normal birth. 


I agree with Drs. Brewer and Howkins that the 
peculiar biological advantages of placental blood have 
not yet been demonstrated. It is quite likely that 
the storage of blood makes it inferior in some respects ; 
but it fully retains its capacity as oxygen carrier, 
and that in my opinion is the essential. I may add 
that since my paper was written we have given 50 
additional transfusions with the same favourable 
results, I am, Sir, yours faithfully, 

J. HALBRECRT. 

Beilinson Hospital, Petah-Tiqvah, Palestine, Feb. 22. 


STERILISATION OF SODIUM-BICARBONATE 
SOLUTION 


Srr,—Dr. E. Kirk and the writer of your annotation 
both say that a solution of sodium bicarbonate cannot 
be sterilised. This is not correct. The solution 
containing a little phenolphthalein can be boiled and 
subsequently some carbon dioxide passed through 
it from a cylinder until the pink colour is discharged. 
The resulting neutral solution can be used for sub- 
cutaneous injection; but I doubt whether this 
procedure is necessary for intravenous injection, since 
the diffusion of the alkaline solution through the 
blood-stream must be rapid. I have forgotten 
who described this method; but it was some time 
before the war, and I have used it several times. 

I am, Sir, yours faithfully, 
London, W.1, March 6. E. P. POULTON. 


BRONCHOGRAPHY 


Sır — May I comment on Dr. Laurent’s interesting 
letter in your issue of March 4 dealing with my 
paper on bronchography by direct nasal injection ? 

The expert with the facilities and armamentarium 
at his disposal will obviously choose the method with 
which he is most familiar. Hence I can readily 
appreciate the brief Dr. Laurent holds for dropping 


‘the iodised oil over the back of the tongue, just as 


some physicians will prefer the crico-thyroid route 
and some bronchoscopists the bronchoscopic route. 
In my opinion the nasal route is the logical mode of 
entry to the respiratory tract, is more readily 
accessible, requires no special facilities or special 
instruments, and is less cumbersome both from the 
point of view of the operator and the patient. With 
regard to the local anxsthesia, it is surely axiomatic 
that the operator should use the very minimum of 
anesthetic. To safeguard against possible effects of 
cocaine I advised preliminary testing for sensitivity, 
the use of 10 per cent. cocaine with an equal quantity 
of adrenaline (which is equivalent to 5 per cent. 
cocaine), the adrenaline being added to minimise 
cocaine absorption. I further recommended that the 
iodised oil should be injected after an interval of 
5-10 min. to enable the local anesthetic to take 
effect. With these preliminary measures I have 
never experienced any difficulties with cocaine- 
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adrenaline anesthesia which, so my nose and throat 
colleagues inform me, is used as a routine in most 
ear, nose and throat hospitals. 


In conclusion, may I say that having previously 
used several of the recognised methods for broncho- 
graphy I have myself no hesitation in recommending 
the nasal route as described in my paper as the 
method of choice for the general clinician. 

I am, Sir, yours faithfully, 

Weymouth Street, W.1, March 4. Parr ELLMAN. 


AUSCULTATION OF THE ACUTE ABDOMEN 


Srr,—It has now become customary in textbooks 
to emphasise the value of auscultation in the diagnosis 
of the acute abdomen. The following case is therefore 
of some interest :— 


A native male labourer had been in hospital for 
three weeks with enteric fever. One morning my 
colleague, Dr. Dowds, suspected perforation because 
liver dullness, which had been present the day before, 
had disappeared. The patient seemed fairly comfort- 
able and would not admit to being in pain. There 
had been no vomiting, and the tongue was moist. 
His temperature had fallen below norma] although 
the pulse-rate was 120. The abdomen was flat and 
moved well on respiration. Although there was a 
slight increase in muscle tone no tenderness could be 
elicited on deep pressure. Liver dullness was com- 
pletely absent. On auscultation active bowel move- 
ments could be heard in each quadrant of the 
abdomen. Owing to the conflicting signs the patient 
was put in the Fowler position, and a radiogram 
was taken of the diaphragmatic region. This 
demonstrated clearly the presence of free gas in the 
peritoneal cavity. Laparotomy disclosed a typical 
typhoid perforation of the terminal ileum, with pus 
and gas in the general peritoneal cavity. It appeared 
that a closed abscess had formed round the perfora- 
tion, and this had recently ruptured. The patient 
subsequently died. 


I have more than once found auscultation mis- 
leading in the diagnosis of an acute abdomen, and 
the present case provides a striking illustration of its 
fallacy. I am, Sir, yours faithfully, 

A. C. FISHER, 


Roan Antelope Mine, Luanshya, Northern 
Rhodesia, Feb. 18. 


SPEECH DEFECTS 


Sm,—On p. 489 of your issue of Feb. 25 you say 
there are at present two schools of thought as to the 
cause of stammer, and then you describe what is, 
I suppose, a third when reviewing a book by Mr. 
T. C. Norris. Might I suggest that there may be a 
fourth school of thought, which bases treatment by 
accepting as true the cause of stammering as set out 
by one Henry Monro in a tract, published in 1850, 
which is in the library of the Royal College of 
Surgeons. In it he says: 


“ There exists in some individuals an idiosyncracy 
amounting probably only to a great irritability or 
sensibility of fibre in that part of the brain or ganglia, 
as well as their efferent nerves which control the 
motions requisite for speech, and this peculiarity 
exposes it to be most easily deranged and driven 
into spasmodic action by the mental desire to speak. 
If there exists a tendency to local congestion about 
any of the motor fibres of the brain or spinal ganglia, 
it would itself cause irritable spasmodic action or 
paralysis (in proportion to the amount of pressure) of 
the muscles supplied by them.” 


In other words the speech centre of the brain easily 
gets a mild hyperemia through emotions of the mind. 
That this is so is, I think, proved by the ease with 
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which young children can be helped to overcome 
stammering by gentle exercises which develop the 
lower costal region; also by using a powerful con- 
traction of the abdominal muscles when speaking, 
which movements counter the tendency to excitement. 

I believe that perfection in physical movements of 
the chest and abdomen constitutes three-quarters of 
the cure of all stammering. The technique of the 
production of main, compound and: subordinate 
vowel sounds must be thoroughly learned and the 
way to produce voiced and breathed consonants 
must be grasped. This knowledge of the vowels and 
consonants is, with practice, used subconsciously as 
one uses the fingers in playing the piano, without 
dictating to them. I always advise my patients not 
to think hard as they speak. They cannot afford to 
do so, nor is it necessary. Stammerers are nearly 
always very intelligent people. They get an enormous 
amount of bad advice, the worst being to take a big 
breath. Overbreathing is one of the most common 
ageravations of the stammer. 

I am, Sir, yours faithfully, 


CORTLANDT MacManon, 


Instractor for Speech Defects at 


Feb, 28, St. Bartholomew’s Hospital. 


EXCRETION OF INJECTED ANEURIN 


Smr,—I was sorry to read the interpretation put 
upon my letter in your issue of March 4 by Drs. 
Westenbrink and Goudsmit. May I assure them that 
it was far from my intention to discredit the thio- 
chrome method, as such, for the determination of 
vitamin B, in urine. On the contrary I have been 
attempting for some time to apply to urine one or 
other of the several published modifications of this 
method. It was in view of the difficulties which I 
and other workers of my acquaintance have met with 
that I thought it worth while pointing out that the 
method has uncertainties, not the least of which is 
the fact that often added vitamin cannot be recovered. 
The perfection of a chemical method for measuring 
the excretion of vitamin B, will be of such importance 
that I join most heartily with Drs. Westenbrink and 
Goudsmit in hoping that rapid improvements may be 
achieved. Meanwhile it would be doing a disservice to 
a method which promises to be of considerable value 
if its drawbacks were not realised by those relying 
upon it. I am, Sir, yours faithfully, 

M. PYKE. 


The Research Laboratories, Vitamins Ltd., Upper 
Mall, Hammersmith, W.6, March 4. 


BALKAN DOCTORS’ PEACE APPEAL 


Sm,—May I draw the attention of your readers 
to the manifesto recently issued to the medical 
profession in all countries by the Balkan Medical 
Union ? Within the profession there is a tradition 
of international coöperation in scientific and clinical 
matters. Is it not now appropriate that this codpera- 
tion should be extended to include discussions as to 
the ways in which war may be prevented? This 
manifesto by the Balkan Medical Union represents a 
beginning which with the support of the profession 
in all countries might become a vital force for peace. 

I am, Sir, yours faithfully, 
Mary T. Day, 


Hon. Sec., Medical Peace Campaign. 
Cambridge, March 7. 


MANIFESTO 


The Balkan Medical Union, in session at Istanbul 
for the fifth medical week, having taken into considera- 
tion the terrible sufferings which a total war will 


bring upon the civil population of open towns together 
with the total lack of any adequate means of protec- 
tion, and having discovered that even in its restricted 
form the project of neutralised areas has not yet 
been adopted, and that all efforts made to protect 
civilians against chemical warfare have till now 
remained as proposals only, and that even the 
protocol prohibiting the use of asphyxiating gas has 
not yet been ratified by all nations, has therefore 
decided to address itself to doctors of every nation 
with an appeal to take active measures and to fulfil 
this professional and humanitarian duty of awakening 
and stirring public opinion. The Balkan Medical 
Union believes that only enlightened international 
opinion can make plain the imminence of the danger 
and the proved uselessness, even to the victor, of 
these terrible atrocities, and can thus lead to effective 
action. The immutable truth that hate breeds only 
hate, and atrocity breeds vengeance, must be 
impressed on everyone. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
FEB. 25, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1695; diphtheria, 1171; enteric fever, 
31 (29 “ expected”); pneumonia (primary or 
influenzal), 1616; puerperal pyrexia, 183; cerebro- 
spinal fever, 37; acute poliomyelitis, 5; acute polio- 
encephalitis, 4; encephalitis lethargica, 3; dysentery, 
17; ophthalmia neonatorum, 87. No case of cholera, 
plague, or typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on March 3 was 3322, which included: 
Scarlet fever, 639; diphtheria, 793 (carriers, 45) ; measles, 9; 
whooping-cough, 886; puerperal fever, 21 mothers (plus 1l 
babies); encephalitis lethargica, 299; poliomyelitis, 2. 
At St. Margaret’s Hospital there were 20 babies (plus 10 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
fever, 4 (0) from measles, 3 (1) from scarlet fever, 
20 (6) from whooping-cough, 26 (0) from diphtheria, 
39 (7) from diarrhoea and enteritis under two years, 
and 285 (67) from influenza. The figures in paren- 
theses are those for London itself. 


The deaths attributed to influenza are slightly higher than 
last week, the totals for this week and the eight preceding weeks 
(working backwards) being 285, 255,'265, 210, 173, 223, 214, 
144, 89. Of these 285 deaths, 135 were reported from the 
South-eastern Area, Croydon contributing 6, Portsmouth 5; 
70 from the Northern Area, Leeds contributing 12, Sheffield 8, 
Manchester 5 ; 45 from the Midland Area, Bristol contributing 11, 
Nottingham 8, Stoke-on-Trent 7; and 21 from Wales, Rhondda 
contributing 10, Cardit 7. Fatal cases of diphtheria wer 
scattered over 18 great towns, Liverpool, Middlesbrough, 
Oldham and Stoke-on-Trent each reporting 2. The only death 
from enterio fever was at Birkenhead. 


The number of stillbirths notified during the week 
was 246 (corresponding to a rate of 39 per 1000 total 
births), including 54 in London. 


————— 
—$——— 


<“. . . In the struggle for existence, man has 
survived because his physical structure and intelligence 
have enabled him individually and in communities, 
to master the things which would destroy him. His gocial 
instincts have at the same time been extended from the 
family to the tribe, the nation and the empire, and will 
reach their highest and best when they embrace the world. 
The virtues which should be prized most today, if civiliza- 
tion is to mean the evolution of social ethics to a noble 
plane, are regard for spiritual values, love of truth and 
beauty, righteousness, care for the suffering, sympathy 
with the oppressed and belief in the brotherhood of 
man,”—Sir RICHARD GREGORY, F.R.S., Science, Feb, 24, 
1939, p. 163. 
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Typhoid at Nottingham 


THERE has been a small outbreak of enteric fever in 
a restricted area of Nottingham, all the cases having 
occurred within a few hundred yards of one another. 
The first notification reached Dr. Cyril Banks, city 
medical officer of health, at midday on Feb. 24; 
a boy who had been in the children’s hospital for 
four days had been transferred to the isolation hos- 
pital as a case of enteric fever. Almost at the same 
time three cases were notified by a practitioner from 
a house adjacent to that in which the boy lived. It 
was then ascertained that a man and wife who had 
been admitted to the general hospital from the same 
district for observation were also suffering from 
enteric fever. By that night eight cases were in the 
isolation hospital. All practitioners having been 
notified of the outbreak, their inquiry and search 
resulted in a total of 21 cases reaching the isolation 
hospital by Feb. 26, and up to Wednesday last the 
number had risen to 27, one when under observation. 
All those admitted after Feb. 26 were from the 
infected households. The type of disease is severe ; 
one patient has already died. In view of the localised 
area the water-supply can be excluded from responsi- 
bility for the outbreak; the milk-supply to the 
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affected households has been so varied as to rule 
that also out of consideration. Actually most of 
the milk used in the district is sterilised or pasteurised.” 
It remains to identify some foodstuff consumed 
by all the households early in February. 


Nursery School in Lambeth 


Plans for the nursery school which the London County 
Council is to erect on a site in the Newburn Street 
housing area in Kennington have now been prepared. 
The building will consist of three play-rooms, each 
for 40 children, arranged in stepped formation, 
facing south. A canopy will extend 8 ft. beyond the 
front of each play-room on its southern side. This 
space with overhead cover will be used whenever the 
weather is suitable as an open-air extension of the 
play-rooms for meals and for rest, when entirely 
open-air conditions are not suitable. The front of 
each play-room will be mainly of glass, and the 
lower windows will be of the sliding-folding type, 
which can be pulled entirely to one side. Each play- 
room will have its own cloakroom accommodation 
and store-rooms for toys and beds. There will also 
be staff-rooms, a room for medical inspections (with 
waiting-room adjoining), a kitchen, and a wash- 
house and drying-room. 


PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By Mepricvus, M.P. 


JUDGING by the space given to the proceedings of 
the House of Commons in the daily press of this 
country, and indeed of most others, its ‘news 
value ” in terms of public interest is great. A quite 
feeble joke made in the House gets even more 
publicity than a similarly feeble witticism from the 
Bench. Last week a member made an ironic com- 
ment on the poor attendance of M.P.’s for a Friday- 
morning debate on the repair of public-supply water 
pipes. His aside, for it was hardly more, that there 
would have been crowded benches to listen to a 
discussion on beer instead of water got him headlines 
in the evening papers: no-one, I am sure, being more 
surprised than the hon. member himself, Mr. R. C. 
Morrison, member for Tottenham—his name by the 
way being wrongly given, and the reason for his 
interest, that he is a member of the Metropolitan 
Water Board, not being stated. 

The floor of the House is one of the most interesting 
platforms for the study of human affairs in the 
world. There are unkind people who say that 
members study financial problems there and in the 
light of ‘political indications’? put two and two 
together—to make 10 per cent. But that is the 
spice of malice and of course untrue. What is true 
is that the currents of world financial and political 
opinion do move in the Chamber and do stir whispers 
and eddies in the miles of corridors and in the 
members’ smoking- and reading-rooms and on the 
committee floor upstairs. There is always something 
going on at the House apart from the proceedings of 
the debate itself—a deputation of Czech refugees, a 
dinner to an ambassador, a meeting with the 
mutilés of the International Brigade of the Spanish 
war. It is amid these whispers, eddies, and stirs of 
opinion that the mind of Parliament is formed and 
very wellinformed. An alert M.P. is often a fortnight 
ahead of the news, especially in matters of inter- 


national importance, and the great British newspapers 
and news agencies keep ‘“‘lobby correspondents ” 
who haunt the members’ lobby just outside the 
division lobbies to get on the track of this news. 

In the lobbies there has been discussion about 
Italy’s next move in her demands on France for 
some weeks. Should Djibouti, the French port 
where the railway from Addis Ababa ends, be a free 
port? Shall Italy be given a large interest in the 
Addis Ababa—Djibouti railway? And what of the 
Suez Canal? These are not matters of economic 
justice or injustice only, they are moves in the game 
of dictator versus democracy, which is being played 
all over the European, Asiatic, and African chequer- 
board at the present time. Italy and France are 
manewuvring for position from the standpoint of 
power politics with the threat of war in the back- 
ground. Britain’s move of our financial battalions 
on to the board and our expressed intention to 
borrow more than a billion pounds if necessary for 
rearmament—the 800 million limit of borrowing 
agreed to by Parliament being only for the time 
being, as stated by the Prime Minister—has signalled 
to Europe what Lord Halifax transportifically called 
“ Major Road Ahead.” So because of this there may 
be only the chatter of diplomats and boom of press 
propaganda but not so probably the chatter of 
machine-guns in Tunisia and the boom of naval 
guns in the Mediterranean. 

Another move of world significance, though not a 
move of power politics among the powers which are 
great in financial and armed strength, is that of the 
election of Cardinal Pacelli as Pope Pius XII. There 
are no doubt great differences of opinion between the 
leaders of the Roman Catholic Church and the 
leaders of the scientific and particularly the medical 
professions, but they have one thing in common. 
Both are moved not only by ordinary power— 
political and economic conditions—but by intellectual 
and spiritual perceptions of mankind which transcend 
the narrow limits of any nationality. It would be 


| 


608 THE LANCET] 


entirely erroneous to think of the election of Pius XII 
as a victory for the democracies and a defeat for 
the dictators. The Pope is the head of an Inter- 
national which disregards all boundaries and is 
‘concerned with basic realities of the development of 
mankind, which has endured, for many centuries 
and is planning for many centuries ahead, as in 
Ireland and that great Catholic nation in Quebec. 
When will the International of the sciences become 
as important ? | 

Medical opinion in the House of Commons is con- 
sulted about cancer and contraception (to a limited 
extent) but not about peace and war, and even to an 
altogether too limited extent about the medical side 
of the defence services. Talking of cancer, the bill 
which is before Parliament for extending the facilities 
for treatment was pushed off the programme by the 
vote of censure on the Government moved by Labour 
as a protest against the recognition of General Franco. 
It will get through of course and do more or less 
useful work, although in fact what is most needed is 
a standardisation of treatment and an exact observa- 
tion of clinical histories over a field as wide as the 
London area. But this bill appeared in the Parlia- 
mentary agenda not because of its real value but 
because of its popular appeal. ‘‘ Do not be thankful 
for too small mercies”? might be a useful motto for 
medical politicians. 

The great number of debates this week are on 
various classes of estimates ranging from domestic to 
foreign affairs. But such debates are severely limited 
in scope and the only matter of purely medical 
interest which may be discussed is that of the 
medical services in India. The recent conference 
between representatives of the voluntary hospitals 
and the L.C.C. led, according to the Minister of 
Health in answer to a question, to no decisive result. 
And the position in the country generally—that is, 
outside the London area—is equally unsettled. But 
such matters as these do not get the opportunity of 
discussion in the House except as a side issue of 
some general measure affecting local government. 
Anyone who tried to introduce them into a debate 
on estimates would probably be ruled out of order. 
The initiative in raising such a debate ad hoc must 
come either from the Government or the Opposition, 
and the likelihood of one arising at present is remote. 
Nevertheless, behind the facade of parliamentary 
proceedings much useful work can be done at meetings 
in committee-rooms, especially if those interested 
have the sense of parliamentary procedure—a curious 
and intangible possession, but one neither inaudible 
nor without effect. 


FROM THE PRESS GALLERY 
Medical Defence Plans 


In the House of Commons on March 2 Mr. ELLIOT, 
Minister of Health, made a full statement of the 
Government’s plans for the organisation of medical 
and hospital services in connexion with civil defence. 
The whole plan of civil defence, he said, rested on 
regional organisation. The Ministry would supply a 
medical staff which would be concerned both with 
the normal peace-time public health and national 
health insurance medical services, and with the 
treatment of casualties. They would also supply to 
each regional commissioner a senior officer who would 
be in general charge of the Ministry’s officers in the 
region. He would have under him, in addition to 
medical officers, officers representing such depart- 
ments as water and sewerage engineering, housing 
(including emergency reconstruction), evacuation, and 
finance. The Ministry’s regional medical staff would 
be responsible first of all for the maintenance and, 
where necessary, the reinforcement of the existing 
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public health and national health insurance services, 
Here they would work chiefly through the existing 
system—i.e., the medical officers of health and the 
panel committees and insurance medical practi 
tioners. The plans for the treatment of casualties 
were for the moment under the contro] of the 


Ministry’s hospital officers, who had already been 
working for some months in each region in close 
consultation with the local authorities and the 


voluntary hospitals. It was now intended to 
regionalise a large part of the medical staff of the 
Ministry. A scheme for this purpose was being put 
into force forthwith and under this a principal 
regional medical officer would be appointed to super- 
vise the medical-administrative work of the depart- 
ment in each region. He would work hand in hand 
with the local emergency committees representing the 
medical profession, which had been set up to regulate 
the supply of medical personnel. His main emer- 
gency work would be that of superintending the 
arrangements made by the hospital officers for the 
reception and treatment of casualties. It was 
intended that the hospital officers should remain in 
their regions as part of the peace-time administration 
of the medical services of the country. 


Mr. MESSER: Are we to take it that the regional 
medical officer will supplant the county medical officer? 


Mr. Extiot: No, Sir. The region is very much larger 
than the county. The regional medical officer will merely 
be the representative in the region of the Ministry to 
whom the county medical officer will normally apply. 
Instead of being in Whitehall the regional medical officer 
will be in, say, Cambridge or Bristol. It will be more 
convenient. He will not in any way supplant the county 
or borough medical officer. 


HOSPITALS 


Turning to the question of hospital organisation, 
the Minister said that this must be designed to deal 
with a very large number of casualties coming very 
suddenly and tending to taper off. Such, they were 
assured by the defence ministries, was the most 
probable outline of the curve of casualties in hostilities 
involving air warfare over Britain. They proposed 
to work as far as possible through the existing hos- 
pital organisations, both municipal and volun : 
There were at present 500,000 institutional beds in 
England and Wales, 130,000 being in mental hos- 
pitals. The intention was to organise this great 
number into a codrdinated system which would 
receive casualties from either the civilian population 
or the fighting services. It would manifestly be 
absurd if a bomb fell at the end of Westminster 
Bridge and wounded 4 passing sailor, an airman, 
two members of the anti-aircraft gun crew, and 
several civilians, that ambulances should remove 
these four different categories of persons to four 
different sets of hospitals. Originally the emergency 
hospital organisation was conceived in terms of 
casualty-clearing stations and base hospitals, and it 
was thought that local authorities could properly be 
expected to make plans for the former, provided that 
the Government undertook full responsibility for the 
latter. On consideration, however, it was realised 
that in air-raid conditions this distinction would not 
hold good, for any hospital might be called upon 
either to treat casualties injured in the immediate 
locality or to receive those transferred from other 
hospitals. For this reason it was decided that the 
Government should undertake the whole of this 
service with assistance from the local authorities. 
The details of the proposed organisation were fully 
explained in the Emergency Medical Services Memo- 
randum No. 2 recently issued from the Ministry 
(see Lancet, March 4, p. 523). i 

The London region had been divided into ten 
sectors, and the Ministry had now appointed the 
following representatives from the London teaching 
hospitals as “ group officers,” whose duty would be 
to work out the plan for each sector in collaboration 
with Sir Frederick Menzies, the chief medical officer 
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of the L.C.C., and the medical officers of health of 
the authorities outside. 


Sector (A): Sir Girling Ball, F.R.C.S. (St. Bart.’s), and 
Mr. C. A. Joll, F.R.C.S. (Royal Free). (B) Mr. Norman 
Lake, F.R.C.S. (Charing Cross), and Dr. W. J. Pearson 
(University College). (C) Mr. E. Rock Carling, F.R.C.S. 
(Westminster), and Mr. C. H. S. Frankau, F.R.C.S. 
(St. George’s). (D and E) Mr. Russell Howard, F.R.C.S. 
(London). (F) Prof. T. B. Johnston, M.D. (Guy’s). 
(G) Mr. C. Max Page, F-R.C.S. (St. Thomas’s). (H) Dr. 
H. E. A. Boldero (Middlesex). (1) Sir Charles Wilson, 
F.R.C.P. (St. Mary’s). (J) Mr. John Hunter, F.R.C.S. 
(King’s College). 


AUXILIARY PERSONNEL AND SUPPLIES 


Trained nurses, like doctors, said Mr. Elliot, were 
limited in number. There were approximately 
100,000 in the country, and a register of those who 
were not already established in hospitals and insti- 
tutions was being established by the central emer- 
gency committee of the nursing profession which was 
set up early in the year. The committee, which was 
operating locally through medical officers of health 
supported by local emergency committees, was 
arranging to augment the trained personnel by the 
recruitment and training of women as nursing 
auxiliaries ; and those auxiliaries would be organised 
into units locally and attached to individual hospitals 
and first-aid posts. Many of these units were being 
organised by the St. John Ambulance Brigade and 
the British Red Cross Society. The training of 
auxiliaries would include a certain amount of prac- 
tical experience in the hospitals. This should prove 
of mutual benefit, since the help that could be given 
by trainees would be of value to the hospitals, and a 
number of hospitals had already offered to make 
facilities for training available. These arrangements 
were estimated to cost the Exchequer at least 
£50,000 a year. 

Central committees similar to those for doctors 
and nurses had been set up by the Pharmaceutical 
Society and the dental profession, and one was to be 
appointed by the opticians. 

Local authorities were making good progress with 
the recruitment and preliminary training of the 
auxiliary personnel for their first-aid posts. They 
wanted if possible to train a crew at each post which 
really knew its premises and could be assembled there 
in case of war. Mr. Elliot said that he attached 
great importance to medical training as a unit, as 
well as to first-aid training, such as was given in 
classes, and so on. As regards the ambulance service, 
two kinds of vehicles would be required in an emer- 
gency—the large ambulances for transferring patients 
from one hospital to another, and the smaller ones 
for picking up casualties in the streets. The Ministry 
had undertaken responsibility for the first type, and 
the hospital officers were working out operation 
orders with the bus companies so that transport 
would be available at all hospitals from which patients 
had to be transferred as soon aS an emergency 
developed. The smaller ambulances were the responsi- 
bility of local authorities. Arrangements were being 
made to buy centrally the surgical equipment, drugs, 
and dressings for hospitals, first-aid parties, and 
first-aid posts, and these would be distributed to 
local authorities. In London the orders for dressings 
were placed within a week from the date on which 
the final authority was given to the L.C.C. These 
orders included nearly 12,000,000 bandages, over 
5,000 000 dressings, some 13,000,000 yd. of gauze, 
204 tons of lint, 425 tons of cotton-wool, and 
1,500,000 yd. of adhesive plaster. At least 95 per 
cent. of these orders would be delivered by the end 
of June. The total cost of these articles and of beds 
and bedding was estimated at over £1,000,000. 

On the question of structural precautions to be 
taken against air-raid risks at hospitals, the Ministry 
had issued a memorandum of advice. They had 
decided to leave it to the hospital authorities to work 
out whatever steps seemed best to them, The pro- 
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tection of hospitals was not easy, and this was one 
reason why the Ministry were concentrating on the 
provision of additional hospital accommodation in 
the outer areas. They did propose, however, to 
protect windows and doors on the ground floors 
against splinters; to -reinforce the structure where 
practicable against collapse ; to protect roofs against 
incendiary bombs and shrapnel; to protect operating- 
theatres by bricking up and sandbagging windows, 
and if necessary moving the theatres to the ground 
floor where protection was easier. 


Advertisement of Cancer 


On Tuesday night the Cancer Bill finished its report 
stage and was read a third time. Clause 4 prohibiting 
certain advertisements was not allowed to pass 
without comment. An amendment that no prosecu- 
tion for advertising should. be instituted without 
the consent of the highest legal authority was accepted 
by the Government. There was, the Solicitor-General 
remarked, no statutory definition of an advertisement 
and a bona-fide newspaper article describing a treat- 
ment might conceivably be made the subject of a 
prosecution. The responsibility for a prosecution 
would now rest on the House. An amendment 
moved by Mr. Leach however did not commend 
itself to the judgment of the committee. He wanted 
the word advertisement not to apply to certain 
kinds of reports or accounts of treatments for cancer 
issued or published, orally or otherwise, by registered 
or unregistered practitioners. The clause as it stood 
would, he complained, put a ring-fence around cancer 
treatment, only registered practitioners being allowed 
inside the ring. Dr. Peters, supporting the amend- 
ment, said that many people who were not prac- 
titioners had cured cancer; he had been doing so 
himself for many years. Dr. Summerskill, opposing, 
remarked that Dr. Peters was a doctor of law and 
did not approach the matter from the medical angle. 
Mr. Lansbury thought it was a mistake for the medical 
profession to be dogmatic on the subject of cancer 
about which they knew precious little. He did not 
want to open the door to quackery, but people who 
thought they had a legitimate cure should not be 
penalised when they brought it forward. The 
Solicitor-General however objected that if the amend- 
ment was carried the door would be open for the 
exploitation of suffering. There was, he said, no 
discrimination in the clause between the doctor and 
the unregistered man. 


QUESTION TIME 
THURSDAY, MARCH 2 
Blackburn Employment Exchange 


Sir WALTER SMILES asked the Minister of Labour (1) if 
he would have a committee appointed to inquire into the 
reason for the abnormal amount of sick leave at the 
Nab Lane Exchange at Blackburn, and (2) if the Black- 
burn employment exchange at Nab Lane had been inspected 
by a medical officer at about 12 noon on a pay day, 
Thursday; if not, would he arrange to have such an 
inspection and a report made.—Mr. ERNEST BROWN 
replied : I have had inquiry made into the sick leave at 
Nab Lane and find that over the last two years it compares 
favourably with that for the other men’s premises in 
Blackburn and with the average for the division as a whole. 
In these circumstances there appears to be no justification 
for the suggested medical inspection of these premises. 

Sir W. Smizes : Is the right hon. gentleman aware that 
the matter is urgent, and that the atmosphere in that room 
sometimes resembles that of the Black Hole of Calcutta ? 

Mr. Brown: I could not accept that description of 
conditions in a room which has four windows on three 
sides of it and two on the fourth side making a total of 
14 windows, each of which is hinged and with an opening 
of 4 ft. by 2 ft. 


Cost of Pension Increases 


Sir REGINALD CLARRY asked the Secretary to the 
Treasury if he would state the annual cost to the Exchequer 
of an additional 5s. per week to pensioners under the 
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Old Age Pensions Act ; to pensioners under the Widows’, 
Orphans’, and Old Age Contributory Pensions Act; 
and the respective cost of a grant by the Exchequer to the 
public assistance committees representing the first 5s. 
per week in each case of relief given by the committees.— 
Captain Evan WALLACE replied: The additional cost at 
the present time of increasing by 5s. the pensions payable 
under the Old Age Pensions Act to all old-age pensioners 
of 70 years of age and over would be about £25,000,000. 
The cost of a similar increase in contributory old-age 
pensions payable from age 65 to 70 and in widows’ pensions 
would be a further £22,000,000. No accurate answer 
to the last part of the question can be given as a pro- 
portion of pensioners in receipt of public assistance are 
no doubt receiving less than 5s. a week in relief. There 
are, however, in Great Britain about 260,000 old-age 
pensioners and 70,000 widows in receipt of relief, and the 
annual cost of paying 5s. a week to local authorities in 
respect of each of them would be approximately 
£4,250,000. If the making of such a grant were to cause 
relief up to 5s. a week to be more freely given, this figure 
would of course be proportionately increased. 


Blind Children 

Sir WILLIAM JENKINS asked the Minister of Health 
what number of children were born blind and what number 
suffered from defective eyesight up to five years of age, 
in England and Wales, giving Wales separately, in 1924, 
1930, 1936, and to the latest available date.—Mr. ELLIOT 
replied: The only particulars available are those of the 
number of registered blind persons in various age-groups, 
and there is no classification of such persons according to 
the degree of blindness, The following tabular statement 
concerning the number of registered blind children in 
the age-group 0-5 years gives such information as is 
in the possession of my department :— 


England and Wales | Wales 
Year SS 

0-1 year | 1-5 years | 0-1 year | 1-5 years 
1923 .. 231 > 21 
1925 .. 257 20 
1930 .. 13 254 — 19 
1936 .. 10 196 1 13 
1938 .. 11 184 2 14 


Particulars in respect of the year 1924 are not available. 
The age-group ‘‘ 0-5 years’’ which was adopted up to 
and including 1929, was then subdivided as shown above. 


Cost of Maintenance of Prisoners 
Mr. SEXTON asked the Home Secretary the average 
weekly cost of the maintenance of an inmate of a local 
prison, convict prison, preventive-detention prison, and 
a Borstal institution.—Sir SAMUEL Hoare replied: 
The weekly cost per inmate for the year ended March 31, 
1938, was as follows :— 


Maintenance— 
i.e., victualling, POENE 
T clothing, overhead 

creo” expenses, &c. 
8. d. £ 8. d. 
Local prison .. wt 8 6 2 5 8 
Convict prison .. 12 9 3 3 6 
Preventive-detention 

prison.. oe Ss 10 1 3 9 4 
Borstal institution 12 10 2 15 10 


M.O.H.’s and Private Practice 


Mr. Davıb ApAms asked the Minister of Health what 
proportion of county borough and county council medical 
officers of health were now full-time officials, and what 
proportion might still engage in private practice.— 
Mr. Exxuiot replied: According to the information in 
my possession all medical officers of health for counties 
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and county boroughs in England and Wales are restricted 
from engaging in private practice. 


MONDAY, MARCH 6 
. Men Invalided Out of the Navy 


Mr. GARRO JONES asked the Parliamentary Secretary 
to the Admiralty how many men were invalided out of the 
Navy in 1937 and 1938; and in how many of these cases 
was the disability attributed as due to the service.— 
Colonel LLEWELLIN (Civil Lord of the Admiralty) replied : 
During the years 1937 and 1938 the numbers of ratings 
(including Royal Marines) invalided out of the Navy 
were 1200 and 1299 respectively, and in each year 160 
of these cases were held to be “ attributable to the service.” 


TUESDAY, MAROH 7 
Nurses in Scottish Maternity Homes 

Mr. LEONARD asked the Secretary of State for Scotland 
if he would state to the last convenient date the total 
number of maternity homes registered by local authorities ; 
the number of nurses they employed ; and, of tho latter 
number, those who had neither Central Midwives Board 
qualifications nor registered in the general part of the 
register of nurses.—Mr. COLVILLE replied: Information 
obtained in 1937 showed that in 146 registered maternity 
homes at that date, 747 nurses were employed, of whom 
107 were neither certified midwives nor general-trained 
registered nurses. I do not think that the position will 
have materially altered since that date. 


Juvenile Contributors and Medical Benefit 

Mr. JOHNSTON asked the Secretary of State for Scotland 
whether contributions under the National Health Insurance 
(Juvenile Contributors) Act, 1937, were payable as from 
the date at which a juvenile started work or only from 
the subsequent school-leaving date, and, if no contributions 
were payable between the date of employment and the 
first subsequent school-leaving date, whether the juvenile 
during that period was covered for workmen’s compensation 
and medical benefit.—Mr. COLVILLE : Under the National 
Health Insurance (Juvenile Contributors and Young 
Persons) Act, 1937, the date from which contributions 
are payable for a juvenile in employment, and from which 
he is entitled to medical benefit, is the prescribed school- 
leaving date next succeeding his 14th birthday. I under- 
stand that workmen’s compensation is not affected by 
the question of insurability. 


OBITUARY 


PHILIP BARLOW 
M.D. EDIN. 


Dr. Barlow, who died suddenly at his home at 
Princes Risborough on March 1 at the age of 44, 
was deputy-coroner for the central and east divisions 
of London and had sat at Westminster as Mr. Ingleby 
Oddie’s deputy on the day of his death. His father 
was in practice at Leicester, and in 1914 when war 
broke out Barlow was in his final year at Edinburgh 
University. He joined up at once with the Scottish 
Horse, and served later as an unqualified surgeon 
in the Royal Navy. Returning to Edinburgh after 
the war he qualified in 1920. After holding house- 
appointments at Edinburgh Royal Infirmary and 
elsewhere he read law and was called to the bar at 
the Middle Temple. He took his M.D. in 1925. He 
then became outpatient officer at the National 
Hospital for Diseases of the Heart and contributed 
papers on 8ino-auricular block and electrocardiography, 
some of which appeared in our own columns, His main 
interests were however medicolegal and after his 
appointment. as deputy-coroner he took endlex 
trouble to master the work, Lately he had given up 
medical practice and was concentrating on criminal 
work at the bar in order to gain medical experience 
in the law courts. 
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MEDICAL NEWS 


University of Cambridge 


The Raymond Horton Smith prize, which is awarded 
annually for the best M.D. thesis, has been gained this 
year by Dr. M. L. Rosenheim. Dr. J. L. Lovibond and 
Dr. T. F. McNair Scott were next in order of merit. 


Heberden Society 


The Heberden medal for 1938 has been awarded to 
Dr. Ernest Fletcher for his contribution on osteo-arthritis. 
Dr. Fletcher will lecture on this subject to the society at a 
date to be announced later. 


Beit Memorial Fellowships 


An election of junior fellows will be held in July. 

The fellowships are of an annual value of £400 or £300, and 
they are tenable for three years. The trustees will give some 
preference to candidates proposing to investigate mental diseases. 

Further information will be found in our advertisement 
columns. 


New Chair of Dental Surgery | 

The University of London has established a chair of 
dental surgery and pathology at the Royal Dental Hospital, 
which will carry an initial salary of £1500 a year. Applica- 
tions for this new appointment should be sent to the 
academic registrar of the university at the Senate House, 
W.C.1, not later than March 23. 


Society for the Study of Inebriety 

A meeting of this society will be held at 11, Chandos 
Street, London, W.1, on Tuesday, April 11, at 4 P.M., 
when Dr. Desmond Curran will open a discussion on some 
present-day problems regarding alcohol and drug-addiction. 


Toxic Gases 


On Tuesday, March 14, a whole-day meeting of the 
Institute of Petroleum will be held at the house of the 
Royal Society of Arts, John Street, Adelphi, when there 
will be a discussion on dangerous gases in the petroleum 
and allied industries. During the afternoon session 
Wing-Commander Thomas McClurkin, M.B., will read a 
paper on the physiological effect of toxic vapours. In the 
evening Mr. R. B. Vallender, Ph.D., will give a lecture on 
the detection of toxic gases in industry. 


Medical Research Council of Ireland 


The Medical Research Council of Ireland has awarded 
& grant for one year’s training in methods of research on 
hormones to Dr. T. E. T. Bradshaw and a whole-time 
grant for one year to carry out serological research in 
the department of bacteriology, Trinity College, Dublin, 
to Prof. Hans Sachs. Grants-in-aid of research expenses 
have also been made to Prof. T. W. T. Dillon, Prof. J. F. 
Donegan, and Dr. Patrick FitzGerald. The grants made 
to Dr. J. C. Flood, Dr. R. A. Q. O’Meara, and to Dr. J. C. 
Shee have been renewed. 


Incorporated Society of Chiropodists 

The annual convention of this society will be held at 
the Langham Hotel, London, W.1, on March 17 and 18. 
The programme includes a lecture on diet in relation to 
health and disease by Dr. Hugh Dunlop, and a lecture on 
minor operations on the toes by Mr. T. T. Stamm. Further 
information may be had from the secretary of the society, 
21, Cavendish Square, W.1. 


Tuberculosis Association 

A provincial meeting of this association will be held in 
Cambridge from March 31 to April 1. At the first session 
Prof. Sebrechts (Bruges) will reada paper on apicolysis 
with plombage by the pectoral muscles in the surgical 
treatment of giant cavities. Mr. N. R. Barrett will speak 
the following day on tuberculosis of the thoracic wall, 
and Dr. F. R. G. Heaf, the president of the association, 
will discuss how far the state should consider the individual 
in planning a tuberculosis scheme. On the last day of the 
meeting Dr. Brian Thompson and Mr. E. S. Evans will 
speak on tuberculous cervical adenitis, and Mr. R. Scott 
Stevenson on radiology of the larynx. The association 
may be addressed at 26, Portland Place, London, W.1. 


Broadcast on Patent Medicines 


On Tuesday, March 14, at 9.25 P.M., a discussion on this 
subject between a doctor, a manufacturer of proprietary 
medicines, and an advertiser will be broadcast. 


Order of St. John of Jerusalem 


The King has appointed the Duke of Gloucester to be 
grand prior of the Venerable Order of the Hospital of 
St. John of Jerusalem in the British Realm in succession 
to the Duke of Connaught, who has resigned. 


Royal Navy Medical Club 


The twenty-fifth annual dinner of this club will be 
held at the Trocadero Restaurant, London, W.1, on 
Wednesday, April 12, at 8 p.m. Medical and dental 
officers who are serving, or have served in the R.N. or 
R.N.V.R. are eligible for membership of the club, and 
further information can be had from the hon. secretary 
Surgeon Commander C. H. M. Gimlette, R.N., Medical 
Department, Admiralty, S.W.1. 


Refugees in France 


Our last issue contained a letter from Sir Arthur Stanley 
and Lord Ebbisham asking for donations to meet the urgent 
needs of Spanish refugees in France. The British Red 
Cross Society has made a grant of £500 to the French 
Red Cross, and is sending to Perpignan a second consign- 
ment of bedsteads, mattresses, pyjamas, shirts and under- 
clothes. Major-General Sir John Kennedy, who has 
visited the refugee camps and hospitals on behalf of the 
society, has sent home a report pointing out that the 
French authorities require help rather than criticism. .He 
thinks that the best form of immediate assistance would 
be the dispatch of a fully equipped British hospital ship, 
but he also emphasises the need for bedding and clothing. 
The amount of these provided by the British Red Cross 
Society will depend on the financial support received for 
the purpose, and contributions may be sent to Sir Arthur 
Stanley at 14, Grosvenor Crescent, London, S.W.1, 
marked ‘‘ Spanish relief fund.” 
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From a review of “ A System of Practical Surgery” 
by Prof. John Lizars of Edinburgh. 


. . . In the limited space which our author has given 
to his history of surgery, he has successfully shown that 
surgery advanced as a science only in proportion as 
anatomy—the foundation of all medical knowledge— 
was cultivated; and that when despotism, on the one 
hand, exercised her sway in the suppression of anatomical 
pursuits, or superstition, on the other, held in bondage 
the minds of the many, thus rendering the anatomist 
an object for persecution, so surely did medical science 
come to a stand, and each successive year retrograde 
even in a ratio much greater than it had previously 
advanced. Speaking of the blending of surgery with 
physic, Professor Lizars remarks, “that it was only at 
the dawn of medicine, and in the present era,’’ being 
at these periods so blended, that it ‘‘ became a respectable 
profession.” ... 

Now, we differ altogether from Professor Lizars as to 
the respectability of the surgical profession at any time 
being dependent upon its blending itself with physic ; 
whenever it did so the surgeon was looked upon by the 
physician as a mere tool in his hands, and if he endeavoured 
to emancipate himself from the thraldom of his masters, 
he was held up to the odium of the public, and accused 
of arrogance and presumption for any opinion he dared 
to offer beyond the mechanical exercise of his profession. 
No ; surgery was never so triumphant as a science as when 
it stood upon its own resources; then it needed not the 
sombre countenance of the physician to lead its patient 
to a successful recovery from the disease which afflicted 
him; and even much less required his aid in conducting 
the sufferer through the constitutional disturbances 
which may have preceded or supervened upon an operation. 
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Appointments 


Burar, H. W., M.B. Lond., F.R.C.S., surgical registrar and 
tutor at the West London Hospital. 
CAMPBELL, DONALD Glasg., assistant school medical 
officer for Middlesbrough. 
RUTHERFORD, M.B. Glasg., D.P.H., medical officer of 


health for Brighton, 
N.U.I., D.M.R.E., radiological officer 


DUNLEVY, A. 
at Ancoats aoai Manchester. 

FERGUSON, JOHN, M.B. Glasg., D.P.H., medical officer of health 
end assistant county medical officer for the West Riding of 

orkshire 

FLANAGAN, J. T., M.D. Lpool, D.P.H., hon. physician to the 

Liverpool Hospital for Consumption and Diseases of the 
es 

GILBERT, B. M. A., L.D.S., school dental surgeon for Kent. 

HEILBORN, HERTA, L.D. S. school dental surgeon for Kent. 

ILES, E. 5. B.Sc. ’ Brist. ‘assistant lecturer and demonstrator 
in the department of parasitology at the School of Tropica] 
Medicine, Liverpool. 

LODGE, KATHLEEN M., M.B. Lond., part-time V.D. officer at 
the Royal Infirmary, Leicester. 

NIcoL, AILEEN A., M.B. Aberd., D.P.H., assistant medical 
officer for maternity and child welfare for Bermondsey. 

Powys, MARJORIE A., . Lond., resident assistaut medical 
officer at the Redhill County Hospital. 

PRIESTMAN, KATHLEEN G., L.R.C.P., hon. assistant physician 
to the London Homæopathic Hospital. 

SCHORSTEIN, JOSEPH, .C.S., chief assistant to the neuro- 
surgical department of the Manchester Royal Infirmary. 

WALEER, C. S., M.B. Manc., F.R.C.S.E., hon. assistant ortho- 
pædic surgeon to the North Staffordshire Royal Infirmary, 
Stoke-on-Trent. 


St. Mary’s Hospital, Porismouth.—The following appointments 
are announced .:— 

Hrtuman, O. S., M.S. Lond., F.R.C.S., visiting surgeon ; 

LYTLE, R. J., M.D. Belf., visiting physician ; 

TAMPLIN, E. "C., F.R.CS.E., D.L.O., visiting, ear, nose and 
throat specia list 

MacHarpy, R.S SMB. Edin., D.R., visiting radiologist ; 

ORD, A. G., F.R.C.S.E., visiting orthopredic surgeon ; 

STUART, A.M. , E.R.C. S EB., visiting skin eons 

BARNETT, T. S. M., M.D. Mclb., F.R.C.S., ‘consultant 
obstetrician ; and 

BRINGAN, J. C., M.B. Glasg., D.O.M.S., visiting eye specialist. 


Medical Referee under the Workmen’s Compensation Act, 1925 : 
Dr. R. Mackenzie of Lerwick, for the Lerwick "Sheriff 


Court District (Sheriff_dom of Caithness, Orkney and 
Shetland). 
Medical Diary 
March 13 to March 19 
SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
TUESDAY. 

Therapeutics and Pharmacology. 5 P.M., Prof. J. C. 
Drummond, D.Sc., Mr. A. L. Bacharach, Mies M. O. Barrie, 
and Prof. F. J. Browne: Vitamin B. i 

Psychiatry. 8.30 P.M., Mr. H. Quastel, D.Sc.: 


Significance of Anoxsemia ‘in Modern Psychiatric Treatment. 
Dr. Maxwell Jones : Metabolic Studies. Dr. W. D. Nicol 
will also speak. 
THURSDAY. 
Dermatology. 5 P.M. (cases at 4 P.M.), Dr. Louis Forman : 
(1) Kaposi’s oe Dr. G. Bamber: (2) Atrophic 


Lichen Planus. F. Parkes Weber and Dr. H. Huber: 


(3) Ehlers-Danlos oad ne (4) Local Diffuse Myxcedema- 
like Areas over Shins. 
Neurology. 8.30 P.M., Mr. Geoffrey Jefferson and 


Mr. Harvey Jackson: Intraventricular Tumours. Dr. 
Alexander Orley : Treatment of Cerebral Tumours by 
perp Therapy. Dr. E. A. Carmichael: The Cerebrospinal 
luid. 
FRIDAY. 
Physical Medicine. 4.30 P.M., 
Cases of Ankylosing Spondylitis. 
Obstetrics and Gynecology. 8 P.N., Prof. Alexander 
Fleming : Chemotherapy in Combination with Immuno- 
therapy. Prof. Chassar Moir: Drugs to Check Post- 
paren Hemorrhage. Dr. B. W. Williams, Mr. R. C. 
ercival and Mr. S. G. Clayton: Injection of Pituitary 
Extract Immediately after Delivery. Dr. G. F. Aber- 
crombie: Elimination of the Breech Presentation from 
Private Practice. Prof. Chassar Moir: A New Obstetric 


Bed. 
8.30 P.M., Dr. G. Simon: Kymography. 


Dr. Gilbert Scott: 400 


Radiology. 
Dr. Ffrangcon Roberts will also speak. 
ROTAT A as OF TROPICAL MEDICINE AND 


ih ORSAY: dat 15 P.M., laboratory meeting at the Royal 
Army Medical College, Millbank, S.W.1 
MEDICAL SOCIETY OF LONDON, 11 Chandos Street, W.1. 
MONDAY.—8.30 P.M., Dr. D. Evan "Bedford and Dr. C. "Keith 
Simpson :1 Coronary Tbhrom bosig, 
LONDON JEWISH HOSPITAL MEDICAL SOCIETY, 


Stepney Green, E.l. 
Mr. A. L. Bacharach and Dr. S. Levy 


THURSDAY.—3.15 P.M., 
Simpson: Vitamin Deficiencies. 
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NORTH LONDON MEDICAL AND CHIRURGICAL 
SOCIETY, Royal Northern Hospital, Holloway Road, N.j. 
WEDNESDAY.—9 P.M., Mr. T. Anthony Green ; Treatment of 
Disease by Radiotherapy. 
PADDINGTON MEDICAL SOCIETY. 
TUESDAY.—9 P.M. (Great Western Royal Hotel, W.2) 
discussion: Are the Present Arrangements for Medica} 
Defence Satisfactory ? 


PM Sreet: we OF RADIOLOGY, 32, Welbeck 
ree 
THURSDAY. —8 P.M., Mr. Robert McWhirter: Some Results 


of Treatment by ‘Radiotherapy. 
Medical Members. 
FRIDAY.—11 A.M., visit to radiological department of Hammer- 
smith Hosp ital. 5.30 P.M., case demonstration and 
discussion at the institute. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1. 

TUESDAY and THURSDAY.—5 P.M., Prof. W. W. D. Thomson: 
Primary Carcinoma of the Lung. (Lumleian lectures.) 

ROYAL COLLEGE ae SURGEONS OF ENGLAND, Lincoln's 
Inn Fields, W.C.2 

MONDAY.—5 P.M., Dr. L. W. Proger: 
museum specimens. 

Frmay.—5 P.M., Dr. A. J. E. Cave: 
Stomach. 

UNIVERSITY OF BIRMINGHAM. 

THURSDAY.—4 P.M. (Queen Elizabeth Hospital), Dr. Peyton 
Rous (New York): Present Aspects of the Cancer Problem. 
(Second William Withering lecture.) 

UNIVERSITY OF GLASGOW. 

TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church 
Street), Dr. I. Chesar Michaelson: The Eye in Diseases 
of the Blood-vessels. 

CHADWICK LECTURE. 

TUESDAY.—5.30 P.M. (90, Buckingham Palace Road, S.W.1), 

Dr. J. B. Howell: The Preservation of Child Life. 
TAVISTOCK CLINIC, Malet Place, W.C.1. 
MoNDAY.— 4.30 P.M., Dr. H. Crichton-Miller : 


demonstration of new 


of the 


Anatomy 


Self and the 


Community. 
THURSDAY.—4.30 P.M., Dr. T. W. Mitchell: Summary and 
Conclusion. 
BRI aa. PO TORADUATE MEDICAL SCHOOL, Ducane 
oa 


1 
MONDAY.—5.30 P.M., Mr. G. Gordon-Taylor: Treatment of 
Wounds—Classification and Treatment at Casualty- 
clearing statione. 


TUESDAY.—4.30 P.M., Dr. S. Levy eee Diseases of 
Endocrine Glands. 5.30 P.M., Prof. G. E. Gask: Wounds 
of the Ches 

WEDNESDAY.— Noon, clinica] and: pathological conference 


(medical). 2 P.M., Dr. J. Gray¢« Diseases of the Arteries. 
3 P.M., clinical and pathological conference (surgical). 
5.30 P.M., Mr. G. Gordon-Taylor: Wounds of the Abdomen 
and Genito-urinary System. 


THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
conference. 3.30 P.M., Prof. R. W. Johnstone : Dysmenor- 
rhea. 5.30 P.M., G. E. Neligan: Wounds of tbe 
Abdomen and Genito-urinary System. 

FRIDAY.—2 P.M., clinical and pathological conference 
fobstetric® and gynecology). 2.30 = M., Mr. Stanford 


Cade: Radium. 5.30 P.M., Mr. St. J. D. Buxton: Injuries 
of the Lower Limb. 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical] clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

WESTMINSTER HOSPITAL, Horseferry Road, S.W.1. 

TUESDAY. — 5 P.M., Mr. G. T. Mulally : demonstration of 
cases of gastric ulcer and osteomyelitis. 

ST. GEORGE’S HOSPITAL, S.W.1. wes 

THURSDAY.—5 P.M., Dr. Desmond Curran: psychiatric 
demonstration. 


Gat FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Dr. B. E. Schlesinger: The Uses of the 
Sulphanilamides. 3 P.M., Dr. R.T. Brain: Useful Remedies 
in Diseases of the Skin in Children. 

‘Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M. 

NATIONAL HOSPITAL, Sucen Square, W.C.1. 

MoNnDaY.—3.30 P.M., Dr. ©. P. Symonds: Cerebral 
Tumours (1). 

TUESDAY.—3.30 P.M., Dr. J. N. Cumings: Cerebrospinal 


Fluid. 
WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: clinical 
demonstration. 


THURSDAY.—3.30 P.M., Dr. Denis Brinton: Vascular Disea* 
of Central Nervous System (1). 
FRIDAY.—3.30 P.M., Mr. Julian Taylor: Injuries to the Jnter- 
vertebral Discs. 
Outpatient. clinics daily at 3 P.M. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOS 
PITAL, Gray’s Inn Road, W.C.1 
Familia] Throat 


FRIDAY.—4 P. M., Mr. A. 
and Nose Affections. . 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.1. 
WEDNESDAY.—4 P.M., Mr. Arnold Sorsby: The Eye in the 
Diagnosis of General Disease. 
ST. JOHN CLINIC AND ne a aes OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1. 
FRIDAY.— 3.30 P.M., Mr. A. G. Timbrell Fisher: Orthopedic 
Treatment in the Rheumatic Diseases. 


Lowndes Yates : : 


‘ 
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FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 


MONDAY to SUNDAY.—BROMPTON HosPITAL, S.W.3, 5.15 P.M. 
(twice weekly), M.R.C.P. course in chest diseases. — 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1, 
5.15 P.M., Mon., Wed. and Fri., primary F.R.C.S. physiology 
course.— BRITISH LEGION HEADQUARTERS, 25, Eccleston 
Square, S.W.1, Thurs., 8.30 P.M., Surgery of the Heert.— 
RoyaL CHEST HOSPITAL, City Road, E.C.1, 8 P.M., Mon., 
Wed., and Fri., M.R.C.P. course in heart and lung diseases. 
(Open to non-members.)}—ALL SAINTS’ HOSPITAL, Austral 
Street, S.E.11, Sat. and Sun. course in urology.— PRESTON 
HALL, nr. Maidstone, Kent, Sat., all-day demonstration 
on pulmonary tuberculosis. 


SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 


WEDNESDAY.—3.30 P.M., Dr. J. S. Anderson: demonstra- 
tion of treatment at the Grove Hospital, Tooting. 


MANCHESTER ROYAL INFIRMARY. 
FRIDAY.— 4.15 P.M., Mr. A. H. Southam: surgical cases. 


LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M., Mr. D. W. Currie: Gynecological 
Diagnosis. 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.— 4.15 P.M. (Eye Infirmary), Dr. John Marshall: 
The Causes of Progressive Loss of Vision. 


V acancies 


For further information refer to the advertisement columns 


Argyl and Bute District Mental Hosp.—Asst. M.O., £400. 

Barley Mow Welfare Centre, Lambeth, S.E.1.—M.0O., 1% guineas 
_ þer session. : 

Birmingham, Monyhull Colony.—Res. A.M.O., £350. 

Blackburn Roual Infirmary.—Res. surg. officer, £250. 

Brighton, AE Infectious Disease Hosp., &c.—Sen. res. 


m e *9 . 
Brighton, Royal Sussex County Hosp.—Mayo fellowship in 
_ aneesthetics, £300. Also hon. med. reg. 

British Postgraduate Medical School, Ducane Road, W.12.— 
Jun. asst. for one of pathology, £30). Also two H.S.’s, 
each at rate of £105. 

Bucks County Council—County M.O.H., &c., £1200. 

Cambridge, Addenbrooke’s Hosp.—Hon. surgeon. 

Central London Throat, Nose and Ear Hosp., Gray’s Inn Road, 
W .C.1.—Hon. assts. in outpatient dept. . 

Chelmsford and Essex Hosp.—H.P. and H.S., £150. 

Children’s Hosp., Hampstead, 40, College Crescent, N.W.3.— 
Res. M.O., at rate of £150. 

Coventry and Warwickshire Hosp.—Radiographer, £300. Also 
H.S., at rate of £150. 

Derby, Bretby Hall Orthopedic Hosp.— Jun. res. asst. M.O., £350. 

Doncaster, Royal Infirmary.—Orthoprdic H.S., at rate of £150. 

Durham County Council.—Temp. asst. M.O.H., £600. 

East End Materniy Hosp., 396, Commercial Road, E.1.— Res. 
M.O., at rate of £150. 

Evelina Hosp. for Sick Children, Southwark, S.E.1.—H.S., at 
rate of £120. 

Exeter City Mental Hodsp.—Med. supt., £750. 

- General Post Office, E.C.1.—M.0O.’s for Cable Ships, 1 guinea 


per day. 
Hampstead General Hosp., Haverstock Hill, N.W.3.—Cas. 
W.C.1.—Temp. M.O. for 


.O. for outpatient dept., at rate of £100. 

Holborn Metropolitan Borough, 
maternity and child welfare centre, £1 118. 6d. per session. 

Hosp. for Sick Children, Great Ormond Street, W.C.1.—Res. M.O. 
for Country Branch Hosp., at rate of £250. Two H.P.’s 
and two H.S.’s, each at rate of £50. Also hon. associate 
neurological surgeon. 

Hosp. of St. John and St. Elizabeth, 60, Grove End Road, N.W.8. 
Res. H.S., at rate of £75. 

a. ane Luke, 14, Fitzroy Square, W.1.—Res. M.O., at rate 
(8) m . l 

- Huddersfield County Borough.— Asst. school M.O., £500. 

liford, King George Hosp.—Res. surg. O., £250. Also res. 
anæsthetist, at rate of £150. 

Ilkley, Scalebor Park Mental Hosp., Burley-in-Wharfedale.— 
Med. supt., £1000-£12 50. 

Ipswich, East Suffolk and Ipswich Hosp. —Cas. O. and H.S. 
to ear, nose and throat dept., &c., each £144. 

K mo, mF VII Sanatorium, Midhurst. —Third asst. M.O., 

` Leicester Royal Infirmary.—Radiotherapeutist, £500. Also 
hon. asst. surgeon, 100 guineas. 

Liverpool Cancer Control Organization.— Radiotherapist, £1200. 

London Chest Hosp., Victoria Park, E.2.— H.P., at rate of £100. 

London County Council.—Part-time radiologist, £350, &c. 

London Universiity.—Chair of pathology of mental disease 
at Maudsley Hosp., £1250. Also readership in biology 
at St. Bartholomew’s Hosp. Medica) College, £700. 

Manchester, Withington Hosp.—Asst. M.O., at rate of £200. 

Mansfield and District General Hosp—H.S8., at rate of £150. 

Middlesex Hosp., W.1.— Hon. anesthetist. 

Newcastle-upon-LTyne, King’s College Medical School.—Jun. 
demonstrator in anatomy. . 

Northampton General Hosp.—H.S. to ear, nose, and throat 
depts., at rate of £150. 

Nottingham Hosp. for Women.—H.S., at rate of £150. 

Oldbury Borough.— Asst. M.O.H., £600. 

Oxford County and City Mental Hosp.—First asst. M.O., £500. 

Peterborough City Education Committee.—Temp. part-time 
school oculist, 24 guineas per session. 

Poplar Hosp., East India Dock Road, £.14.—Sccond res. officer, 
at rate of £175. 


AT nee Green Hosp.—Jun. asst. res. M.O., at rate of 


Preston Royal Infirmary.—H.S., £150. 

Princess Louise Kensington Hosp. for Children, St. Quintin 
Avenue, W.10.—H.P. and H.S., each at rate of £120. 

Radium Institute and Mount Vernon Hosp., 1, Riding House 
Street, W.1.—H.S. for Mount Vernon Hosp., at rate of £150. 

Rainhill, Lancs, County Mental Hosp.—Asst. M.O., £550. 

Reading, Royal Berkshire Hosp.—H.P., at rate of £150. Also 
hon. surgeon. 

Rochdale Infirmary and Dispensary.—Cas. H.S., £150. 

Royal Cancer Hosp., Fulham Road, S.W.3.—Radium therapist, 


£650. Asst. radiologist for diagnostic dept., £350. Also 
res. H.S. to radium dept., at rate of £100. 
Royal Chest Hosp., City Road, #.C.1.—H.P., at rate of £100. 


Royal Naval Medical Service.—M.0O.’s. 

Royal Ar AT Wells, Kent a Sussex Hosp.—Two H.S.’s, 
each £150. l 

Royal Waterloo Hosp. for Children and Women, Waterloo Road, 
S.E.1.—Hon. surg. reg., hon. med. reg., and hon. gyne- 
cological reg. l 

St. Bartholomew’s Hosp., E.C.1.—Physician-accoucheur. 

St. John’s Hosp., Lewisham, S.E.13.—Res. surg. O., £200. 
Also H.P., at rate of £100. 

St. John’s Hosp. for Diseases of the Skin, 5, Lisle Street, W.C.2. 
Hon physician. 

St. Mary’s Hosp., W.2.—Surg. reg. 

Scarborough Hosp.—Two H.S.’s and H.P., each at rate of £150. 

Sheffield Royal Infirmary, &c.—Neurological surgeon. 

Smethwick, St. Chad’s Hosp.—H.P. and anesthetist, at rate of 


- £150. 

Southampton, Royal South Hants and Southampton Hosp.— 
Res. anesthetist and H.S. to general, surgical, and ear, 
nose, and throat wards, each at rate of £150. 

Stockport, Stepping Hill Hosp.—Res. asst. M.O., £350. 

Straits Settlements—Deputy municipal health officer for George 
Town, Penang, $7200. 

Sunderland Royal Infirmary.—H.S. to fracture and orthopedic 
dept., £225. Also H.S., at rate of £120. 

University College Hosp. Medical School, W.C.1.—Beit Memorial 
fellowships for medical research, each £400. 

Warrington, Borough General Hosp.—Res. M.O., at rate of £225. 

Warringor aoe and Dispensary.—Third resident, at 
rate o i 

West End Hosp. for Nervous Diseases, 13, Welbeck Street, W.1.— 
Inpatient registrar, £50. 

West London Hosp., Hammersmith, W.6.—H.P., H.S., and 
res. anesthetist, each at rate of £100. Also asst. physician. 

West Riding of Yorkshire Mental Hosp. Board.—Asst. M.O. 
for Menston Mental Hospital], £350. 

Willesden General Hosp., Harlesden Road, N.W.10.—Res. officer, 
at rate of £100. 

Winchester, Royal Hampshire County Hosp.—Two H.S.’s, each 
at rate of £100. 

Windsor, King Edward VII Hosp.—H.S. and H.P., each £120. 

Woking and District Victoria Hosp.—Hon. ophth. surgeon. 

Woolwich and District War Memorial Hosp., Shooters Hill, S.#.18. 
Res. med. reg. and res. pathologist, at rate of £150. 


The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at Crewe (Cheshire), 
Wellington (Somerset), Rufford (Lancashire), Wetherby 
(yore. W.R.), Llansawel (Carmarthen), and Oban 
(Argyll). 


Births, Marriages. and Deaths 


BIRTHS 


GrRay.—On Feb. 28, at Bootle, Cumberland, the wife of 
Dr. D. Russell Gray—a daughter. 

Moopizr.—On March 1, at Bentinck Street, W.1, the wife of 
Dr. William Moodie—a daughter. 


MARRIAGES 


VICKERS—JACKSON.—On March 1, at Church of Epiphany, 
Port Said, William John Vickers, M.R.C:S., of Jerusalem, 
to Elizabeth Rachel Jackson, of Burton-on-Trent. 


DEATHS 


BaRLow.—On Feb. 28, at Princes Risborough, Philip Barlow, 
M.D. Edin., Barrister-at-Law, aged 44. 

Brown.—On March 3, at New Barnet, Alfred Brown, 
M.D. Aberd. 

DoBIE.—On March 4, at Hornsey Lane, London, N.6, Robert 
Douglas Dobie, M.D. Brux., M.R.C.S. 
GoLpDING-BiIRD.—On March 6, at Pitfield, Meopham, Cuthbert 
Hilton Golding-Bird, M.B. Lond., F.R.C.S., aged 90. 
GREANY.—On March 5, at Wokingham, Lt.-Col. Hugh Greany, 
M.D., M.Ch. R.U.I., I.M.S. (retd.). 

GUGENHEIMER.—On March 3, at Finchley Road, N.W.3, Arnost 
Gugenheimer, L.M.S.S.A., aged 51. 

HINDLEY.—On March 3, at Carrog, near Corwen, Capt. John 
Chadwick Hindley, M.B. Manc., J.P., aged 63. 

Nevr.—On March 2, at Croydon, Clement Treves Neve, 
M.B. Lond., F.R.C.S., aged 51. 

KELTON SB March 6, at Rugby, Bernard Relton, M.R.C.S., 
aged 78. 

STRUGNELL.—On March 6, at Chale, I.W., Frederick William 
Strugnell, M.R.C.S., L.S.A., aged 87. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE MODERN EXODUS 


Sir John Hope Simpson in his report on the refugee 
problem? gives the result of a survey undertaken 
under the auspices of the Royal Institute of Inter- 
national Affairs, with financial assistance from the 
Rockefeller Foundation, the Leverhulme trustees, 
and the Sir Halley Stewart trust. It has been compiled 
from data collected between September, 1937, and 
October, 1938, largely by special loca] investigations 
conducted by experts drawn from many nations. 
It is a volume of extraordinary interest and 
importance, and though the statistical and descriptive 
material does not extend to the developments due to 
the anti-Jewish measures adopted in Germany during 
the last few months, Sir John in his general discussion 
says much that is valuable and suggestive on the 
expansion of the problem thereby created. 

The report is concerned only with post-war 
refugees, and not with all of these. It is limited to 
movements originating in Europe, and the Russian 
and Ottoman empires ; it does not deal with refugee 
problems in China or Abyssinia, nor with those 
arising from “‘ natural” disasters such as earthquakes, 
For the purposes of the report a ‘“‘refugee”’ is a 
person who “has left his country of regular residence, 
of which he may or may not be a national, as a 
result of political events in that country which render 
his continued residence impossible or intolerable. .. . 
He is distinguished from the ordinary alien or migrant 
in that he has left his former territory because of 
political events there, not because of economic con- 
ditions or because of the economic attractions of 
another territory.” Sir John holds that the cause 
of every refugee movement is some form of tyranny, 
the latest arising from the nationalism that deifies 
the state and finds its extreme manifestation in ‘‘ the 
claim to racial unity, demanding the exclusion of 
certain elements regarded as alien.” It seems, 
indeed, that the refugee problem which now con- 
fronts mankind must in large measure be attributed 
to the erroneous racial notions resuscitated by 
Gobineau and displayed to an uninstructed and 
perfervid public by Houston Chamberlain. 

At the end of 1937 the approximate number of 
refugees was 890,000, chiefly Russians, Armenians, 
and refugees from Germany. They presented a 
formidable problem, but the number of persons who 
had obtained temporary asylum in European countries 
before moving on to other destinations had been 
kept fairly constant, and the difficulties though 
increasing did not seem insuperable. Considerable 
success had already been achieved in the removal 
of enormous numbers of persons. It is estimated 
that during the post-war period 1,300,000 Greek 
refugees, chiefly from Asia Minor, were settled in 
Greece, and the expulsion of Greeks from Asia Minor 
was accompanied by a movement of 388,000 Moslems 
from Greece into Turkey. Up to the end of 1929 
about 580,000 Moslems entered Turkey from Eastern 
Europe, and the movement was continuing in 1937, 
when the number of immigrants was 31,000. Since 
1926, Bulgarian refugees numbering 251,000 have 
been repatriated from Greece, Turkey, Yugoslavia, 
and Rumania. Each of these movements was attended 
by untold suffering, but each resulted in a satis- 


1. The Refugee Problem: Report of a Survey. By Sir John 
Hope Simpson, K.B.E., C.I.E. London: Humphrey 
Milford, Oxford University Press. 1939. Pp. 637. 25s. 
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factory settlement of repatriated refugees, which has 
brought about increased political stability and 
improved relations between the countries concerned. 

In 1938 the position changed for the worse. The 
anti-Jewish measures in Germany were intensified 
generally, and in particular the regulations governing 
emigration were made more stringent so that emigrants 
were unable to take with them more than a small 
fraction of their property. Previously a considerable 
proportion of the refugees had been able to finance 
their own migration; now the bulk of them leave 
Germany almost penniless. Moreover the area of 
persecution was largely extended during the year 
by the annexation of Austria, with her 180,000 Jews, 
in March and the cession of the Sudetan areas of 
Czechoslovakia in October. The difficulties have been 
further increased by the demand of the German 
government for an increased tempo of emigration 
and an insistence on the emigrant’s paying before 
leaving what is computed to be his share of the 
total fine, equivalent to £84 million sterling, for the 
murder of-vom Rath in Paris by a Polish Jew on 
Nov. 7. 

The magnitude of the problem is indicated by some 
figures given in the report. There are nearly 100,000 
Russian refugees in the Far East. The Jewish com- 
munity at present in Germany is estimated at 355,000, 
and in Austria at 180,000. Antisemitism is increasing 
in other countries in eastern Europe. There are east 
of Germany and Austria (excluding Russia) nearly 
5 million Jews, and indications are not wanting that 
their position is becoming increasingly insecure. The 
report makes it clear that private charity, which has 
already done much, is inadequate to deal even with 
the existing position to say nothing of the extensions 
that loom ahead. ‘The refugee problem, both in 
its present and in its potential form, is a world 
responsibility demanding international action by 
governments.” 

The report concludes that the most urgent step is 
the reception of the refugee in a friendly environment, 
where he can be maintained pending entry into a 
country of final settlement and if necessary trained 
for the new life he will lead there. 

“ If Great Britain and France and some other 

European countries, perhaps Norway, Sweden, Den- 
mark, Belgium, Holland, and Finland, were to agree 
to take a quarter of the potential refugees from 
Germany at once and accommodate them, if necessary 
in camps, until they could be dispersed to countries 
of ultimate settlement, a substantial step would have 
been taken towards the solution of the problem. 
Provision must be on a large scale, as accommodation 
is needed for many thousands.” 
Provision of this kind, however, is only practicable 
if there is assurance that the emigration of refugees 
to the countries of final settlement will not long be 
delayed, and much depends on what is done by the 
intergovernmental committee in London. Some 
countries have already made substantial offers of 
assistance, but they are unequal to the demand, and 
the report calls attention to the curious fact that 
Soviet Russia ‘‘ which could perhaps provide oppor- 
tunities more numerous and more varied than any 
other country, has not so far agreed ta accept any 
refugees.” 

It is thought that if more were done to train 
refugees in countries of temporary refuge, instead of 
maintaining them in idleness, and to pass them on 
to countries of permanent settlement as opportunity 
arises, the problem could be reduced without opening 
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up new territory. But it probably would not be 
solved. New settlements seem necessary, and for new 
settlements much preliminary work is required : 


“ The intending migrants must have their health 
and morale maintained by purposeful training under 
good conditions ; 
opening up of the territory and the provision of the 
necessary institutions of civilisation. These are steps 
which cannot be taken by private organisations, and 
it is now imperative that action should be taken by 
Governments to facilitate emigration to and settlement 
in areas not yet developed.” 


ACCIDENTS ON SKIS 


AT this season, chiefly perhaps in the social hours 
from 6 to 8 P.M., one meets those who have just come 
back or are starting for snow sports. Most return 
unscathed and bronzed, to develop a filthy cold. 
Others posture on the relatively secure parquet, 
demonstrating how they strained their knee, and 
what movement still causes the twinge. The heroine 
with a spiral fracture of the lower third of the fibula 
in plaster prompts a description of his last schuss 
from an abdominal-belted earl, and St. Crispin is 
with us again. 

When a group of urbans alter their terrain and 
habits so suddenly and violently—when they change 
their black coats or high heels for wind-suits and 
huge boots strapped to eight-foot boards, and their 
non-skid steps and escalators for white slippery slopes 
—it is little wonder that maladjustment and casualties 
follow. The snow, the skis, and the ski-sticks, these 
are the new factors that, with Anglo-Saxon intensity, 
they allow to transmit forces to their untrained 
musculo-skeletal systems. In the traumatic surgery 
resulting from the impact there is not only a general 


‘uniformity but also some remarkable exceptions. 


What then are the injuries to expect, and what 
forces cause them ? The question has been answered 
by two French surgeons.! Outstanding, and by far the 
commonest as in civil life, is the so-called abduction 
twist of the foot. As one struggles to rise again in a 
smother of snow, it is obvious to oneself and to 
onlookers that the skis are not parallel. Either the 
legs were externally rotated 90°-180° as one fell 
forward between the ski, or, if they crossed in front 
—as is all too apt to happen in the stembogen and 
snow-plough turn—each leg was internally rotated at 
least 90°. There is no need to enter into techni- 
calities, for it is evident that powerful and sudden 
rotational strains are thrown on the legs, and that 
these are likely to be carried beyond the functional 
limit, and with greater force than tired or untrained 
muscles can resist. The bony construction of the 
ankle allows of no rotation ; the knee allows of little, 
and this is limited not by bone but by ligament. 

The really expert hurt themselves but seldom, 
though they then provide the most serious casualties ; 
and a rare immunity also surrounds the buffoon 
whose perpetual clamour makes him particularly 
subject to direct violence. The empty chair at 
dinner, the evacuated casualty of the day, is the 


_ heavy man who has been out less than a week. He, 


zealous and book-learnt, had demanded promotion 
from the ‘toddlers’? class to the ‘* we-take-our- 
lunch ” crowd. Lack of training leads to early 
fatigue yet pride presses him to keep his place in the 
party. Heis amply rewarded by the martyr’s crown, 
but his oft-repeated “it might have happened to 
anyone ” is not really quite true. 


1. Braine, J., and Goury, C., Pr. méd. Feb. 1, 1939, p. 153; 
and Feb. 18, 1939, p. 263. 
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Ski-ing is of increasing appeal to growing numbers 
of enthusiasts. Interest in, and treatment of, the 
accidents that result can no longer be relegated to the 
foreign doctor, who usually with accustomed skill 
reduces the fracture and sends the patient home. 
Reasonable uniformity and continuity of treatment 
would contribute much to the benefit of the patient. 
Never is it easier to criticise and destroy the con- 
fidence of the patient in a fellow practitioner, who, 
because of distance and difficulty of language, and 
perhaps in obtaining and sending the radiograms, is 
at a disadvantage. l 

The advantages of the different methods and 
schools of ski-ing are disputed, but there is no doubt 
at least that the graduated training now so generaly 
planned at:all resorts does much to reduce the number 
and severity of accidents. The Arlberg school insist 
on stemming and the “ snow-plough ” turn, which, 
whatever its advantage from the standpoint of 
control and utility, depends on and exerts tremendous 
torsional strains. These are minimised by the French 
school, which insists on the parallel skis and the 
forward position of the body. 


The sprains and fractures of the skier are none of 
them peculiar to his art : all of them may be achieved 
by the pedestrian. In the leg the fixed foot and the 
in-swinging or out-swinging falling body is the com- 
bination that produces the large majority. Thus 
sprains of the internal lateral ligament of the knee 
and the anterior limb of the external lateral ligament 
of the ankle are by far the commonest, When, 
however, a skier is travelling fast, the forces become 
tremendous, and by the rapidity of action and the 
inertia of the limb the injuries tend to be more severe. 
Then spiral fractures of the lower half of the tibia, 
and Pott’s fractures with lateral displacement of the 
astragalus, and even rupture of the inferior tibio- 
fibular ligament occur below the knee, and (more 
rarely) abduction spiral fractures of the femoral shaft. 
A frozen crusted snow surface and poor visibility 
increase the incidence of all, but especially these more 
serious injuries. 

It is hard to understand why the internal cartilage 
of the knee is not more often torn or dislocated. 
If the usual explanation of its causation by an in- 
swinging body on a fixed foot is correct this injury 
should be common; but actually the skier who 
complains of ‘ cartilage trouble ” has usually suffered 
the first displacement while playing football or 
hockey, and not while ski-ing. Another cause for 
surprise is that fracture of the neck of the femur is 
almost unknown in ski-ing resorts. It might be 
expected that the increased leverage that a ski 
affords might find expression in the not-so-young 
in this position where the twisting forces are 
tremendous. 

Compound fractures are rare, and often the gravity 
of the fracture is not seriously increased by ‘this 
complication, because the penetration of the skin 
is from within—e.g., by the sharp lower end of the 
upper fragment of the tibia. At the time of reduction 
the wound can be cleansed and sutured, and the 
fracture can afterwards be treated with confidence 
as closed. Nevertheless, it behoves everyone who 
takes charge of the patient from the beginning to 
protect the limb from this complication. Often all 
that is required is the bandaging of an injured leg 
to the sound one. If the patient is given a general 
anesthetic this care should not be relaxed until all 
muscle spasm has been abolished. This principle 
should be applied just as strictly to fractures of the 
shaft of the humerus, for it is by no means uncommon 
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for these fractures to become compound from within 
after the accident and during conveyance. 

The violence producing injuries in the arm and hand 
is less uniform in its nature. Faulty grasp of the 
ski-stick and its loop, preventing its immediate 
release on falling, is prone to cause abduction sprains 
of the thumb, or fracture of the second and third 
metacarpal shafts. Colles fractures are rarely seen. 
Dislocation of the shoulder, sometimes complicated 
by avulsion of the greater tuberosity, or fracture of 
the surgical neck, is caused by falls backwards in 
which the extended and abducted humerus is forced 
against the anterior part of the capsule of the shoulder- 
joint. In flat and undulating country, especially in 
Finland and Sweden, where the skier depends for 
his progress and speed on the greater use of his sticks, 
a traumatic tenosynovitis of the tendon of the long 
head of biceps, where it lies in the bicipital groove, 
is a characteristic chronic lesion. There is localised 
tenderness on pressure over the groove, and a constant 
ache with use of the shoulder. Once established it is 
extremely resistant to treatment. 

Anything may happen—a broken neck and fractured 
base, rupture of the symphysis pubis or the globe of 
the eye, or (most often) just a neck-full of snow. 
Anything may happen, and has happened, to those 
who slide down those slopes with the greatest of 
ease at a velocity that varies from 0 to 70 and back 
to 0 m.p.h. If the skier is also a doctor his injury 
will be unique; but a knowledge of the probable 
nature of the injury of the others is likely to be of 
interest and use. 


REGISTER OF CHARITIES 


THE “ Annual Charities Register and Digest ”’ 
published for the Charity Organisation Society 
(London: Longmans, Green and Co. 1939. Pp. 535. 
8s. 6d.) sets out the names and addresses of all 
charitable organisations in London or available for 
Londoners and of councils of social service and the 
like throughout the world, together with the main 
details that the social worker, hospital almoner, or 
general practitioner wants to know. The informa- 
tion is arranged in 39 sections according to the condi- 
tions or persons catered for, and the various institu- 
tions are further grouped under various headings for 
easy reference in the full index at the end. Though 
primarily intended for use in the metropolitan area 
the book will answer most questions likely to be put 
to it by charitable workers in any part of the country. 


MEDICAL HELP FOR CHINA 
DURING the past year the League of Nations has 


collaborated with the Chinese health authorities in 


widespread epidemiological work for the prevention 
of cholera, smallpox, typhus, and malaria among the 
civil population. Ten senior medical officers, with 
the necessary transport, laboratory equipment, and 
drugs have been maintained by the League in China 
throughout the year. At the last assembly of the 
League the Chinese delegation urged that this work 
should be continued, and the assembly voted a 
further sum of 1,500,000 Swiss francs to continue 
technical assistance to China, particularly in the 
control of epidemics. Dr. Melville Mackenzie, a 
member of the League secretariat, has left for China 
by air to discuss with the Chinese government at 
Chungking and with the Epidemic Commission the 
lines upon which work should be continued and the 
modifications to be introduced in the light of last 
year’s experience. 

Such widespread problems and difficulties as China 
has to face demand collective help that can only be 
given by such a body as the League; but there is 
also room for further personal contributions. A prac- 
tical suggestion for those who feel they want to help 
was made by Mr. George W. Shepherd, a confidential 
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adviser to Generalissimo and Madame Chiang Kai- 
Shek, who is at present on a visit in London. He 
stated at a meeting held at Edinburgh House on 
March 6 that China’s greatest need was for drugs, 
Western medicine had only recently been introduced 
into the country, and the medica! profession found it 
difficult to cope with the situation that modern 
warfare had caused. Tens of thousands of wounded 
men were inadequately cared for in the base hospitals, 
and the lack of drugs was perhaps the greatest factor 
in the situation. Large supplies of drugs from this 
country had reached the hospitals but larger ship- 
ments still were needed. Mr. Shepherd appealed for 
either money or supplies to be sent to the British 
Fund for China as they were then distributed through 
the various red-cross international committees in the 
most needy areas. Supplies could now be shipped direct 
to Rangoon and from there sent in steamers by the 
Irrawaddy to within forty miles of China. The 
journey was finished on the new Burma road. The 
London address of the fund is 121, Westbourne 
Terrace, W.2. 


NEW PREPARATIONS 


PLACENTAL GLOBULINS (HUMAN) B.D.H.—The 
protein extract composed of globulins derived from 
the human placenta has been found to contain anti- 
bodies capable of protecting children against measles 
(see Lancet, 1938, 2, 1309). Such an extract may 
therefore be used instead of the serum of convalescents, 
or the serum or blood of adults, to prevent or modify 
the disease. British Drug Houses Ltd. (Graham 
Street, City Road, London, N.1) issue their prepara- 
tion in vials of 2, 5, and 10 c.cm. The dose will 
vary with the circumstances, but it is suggested 
that about 5 c.cm. should be given 5-9 days after 
exposure to infection if a modified attack (with 
subsequent immunity) is the aim, while for prevention 
the dose should be about 10 c.cm. administered within 
5 days of exposure. Intramuscular injection is 
required, and mention must be made of the febrile 
reactions that occasionally follow, though the manu- 
facturers say that these are slight. 

“ WELLCOME”? BRAND TUBERCULIN P.P.D.—This 
Tuberculin Purified Protein Derivative, introduced 
for diagnostic purposes by Burroughs Wellcome and 
Co. (Snow Hill Buildings, E.C.1.) is prepared by a 
method resembling that described by Florence 
Seibert. It is held to have the following advantages: 
constancy of composition and potency ; absence of 
non-specific substances; stability in the dry state; 
and ease of preparation of dilutions. It is available 
in three strengths, and the three packings contain 
enough dried P.P.D., with a borated solvent, to 
prepare 1 c.cm. (ten test doses) of a 1 in 10,000, 
1 in 1000, or 1 in 100 solution. 


AN ADJUSTABLE TOOTHBRUSH.—The Clean-Be- 
Tween toothbrush, distributed by M. Newmark and 
Co., of Cannon Street, E.C.4, has a short head which 
can be fixed at any angle and can be detached for 
sterilisation and replaced when worn out. A steel 
loop attached to the handle fits round a boss on the 
head and is tightened by turning a screw. Adjust- 
ment is simple and the brush largely overcomes the 
difficulty of cleaning the backs of the teeth. The 
complete brush costs 3s., and new heads can be 
bought for ls. 6d. 


(3 


. . . the very quantity of scientific information 
has made its diffusion an enormous problem, with which 
existing machinery has utterly failed to cope. Unless 
something is done we shall soon reach the position when 
knowledge is being lost as rapidly as it is gained. It 
is clearly no longer sufficient to see that every new observa- 


tion and discovery is published. The problem has to be 
looked at from the other end; we need to be sure that 
every scientific worker, and for that matter every member 
of the general public, receives just that information that 
can be of the greatest use to him in his work and no mor.” 


—J.D. BERNAL, “‘ The Social Function of Science,” p. 292. 
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UNLEss the organism possessed some means of 
natural compensation for cardiac ischemia, occlusion 
of the larger coronary vessels would be fatal. The 
immediate mortality of coronary thrombosis is very 
high—in Hochrein’s (1937) series of 297 cases 108 
patients died in the first eight days and 48 more in 
the course of the first month—but many patients 
return to an active life, sometimes even for years, 
before suffering their second attack. | 

Exact investigation of all the possible mechanisms 


of defence against cardiac ischemia is difficult, but ` 


it is at least clear that so long as the heart remains 
free in the pericardial sac local compensation can 
only be effected by such intrinsic mechanisms as 
intercoronary anastomoses, anastomoses between 
the coronary tree and the vasa vasorum of the great 
vessels, and possibly by means of the thebesian 
circulation. Only when the heart adheres to the 
parietal pericardium does any extrinsic reinforce- 
ment of the coronary tree become possible. 

For many years the surgical treatment of cardiac 
ischemia was indirect and confined to various types 
of neurectomy carried out for the relief of anginal 
pain, but recently direct operations on the heart 
have been carried out, and in the attempt to supple- 
ment the cardiac blood-supply vascular grafts— 
muscle (Beck 1935), omentum (O’Shaughnessy 1936), 
lung (Lezius 1937)—have been applied. 

The pathological basis of these operations and 
their clinical application for the relief of coronary 
disease in man have been considered in previous 
papers. Here we intend to summarise the experi- 
mental evidence—there is more evidence than is gener- 
ally realised—in favour of surgical revascularisation of 
the heart and to record some further results which have 
accumulated during the three years that have elapsed 
since our last paper dealing with experiments. 


THE CORONARY COLLATERAL CIRCULATION 


The existence of extracardiac anastomoses of ‘the 
coronary arteries demonstrated by various early 
workers was reinvestigated in detail by Robertson 
(1930) and by Hudson, Moritz, and Wearn (1932). 
The latter defined clearly the origin and extent of 
this widespread and rich potential extracardiac 
coronary collateral circulation and drew attention 
to its probable significance in compensating for 
coronary sclerosis. Although the effective participa- 
tion of these collaterals in the event of a sudden or 
rapid coronary occlusion is doubtful, it seems probable 
that they may at any rate operate to diminish and 
st i extent of myocardial damage, more especially 
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when the cardiac ischemia is of gradual onset. 
Many cases have been recorded bearing on this point. 


Gross (1921) described a heart in which the vessels 
of the peri-aortic and epicardial fat-pads prevented 
infarction from following subtotal occlusion of the 
circumflex branch of the right coronary artery. 
Campbell (1929) examined a heart in which a 
thrombosed area in one coron artery was bridged 
by arterial tele adipose so effectively that infarction 
did not occur in the area involved. 

Details are given by Robertson of two cases illustrat- 
ing the important part that may be played by these 
widespread: anastomotic channels in preventing the 
usual myocardial damage produced by coronary 
occlusion. 

Von Redwitz (1909) and Crooke (1892) reported 
cases of bilateral occlusion of the coronary orifices 
and observed a network of dilated vessels from the 
artery to the 
coronary vessels beyond the occluded segment, 


Although it may only rarely happen that this 
type of collateral circulation can provide a vascular 
supply sufficient to compensate completely for the 
coronary occlusion, it may, however, be a significant 
factor in some cases in limiting the degree and extent 
of the ischemia. 


REVASCULARISATION BY CARDIOPERICARDIAL 
ADHESIONS 


Besides these natural anastomotic channels a 
further possibility for the revascularisation of the 
heart rests in the formation of cardiopericardial adhe- 
sions, establishing connexions between the coronary 
vessels and the pericardial and mediastinal vessels. 


Thorel (1903) described the case of a patient who 
showed no signs of cardiac disease in life, but in whom 
long-standing occlusion of both coronary arteries 
was found post mortem. Intrapericardial adhesions 
apparently provided in life an adequate blood-supply 
to the heart muscle, 

Hudson, Moritz, and Wearn (1932) describe four 
cases with partial or complete pericardial obliteration 
by adhesions. Injected through the coronary arteries 
these showed in all four cases a specially rich injection 
of the pericardium. On microscopical examination 
the adhesions were found to contain injected vessels 
extending from the heart to the parietal pericardium. 

Robertson (1935) carried out experiments on the 
re-establishment of cardiac circulation during pro- 


gressive coronary occlusion by vessels carried in 


pericardial adhesions. He succeeded in obtaining 
continued functioning of the heart after both coronary 
arteries had been ligatured, the requirements of the 
myocardium being supplied entirely by vessels in 
the adhesions. Section of these adhesions led to the 
death of the animal. 

Beck (1935), during an operation, divided a band 
of adhesions attached to the base of the left ventricle 
and observed that both sides bled briskly. 


We have observed at operation on the human 
heart a leash of highly vascular adhesions passing 
from the pericardium to the margins of a circular 
infarcted area on the sternocostal surface of the left 
ventricle. Other examples of natural compensation 
for cardiac ischemia by the formation of pericardial 
adhesions cited in the literature have been quoted 
in our previous papers. Beck and Tichy (1935) 
carried out a series of experiments in which vascular 
adhesions were produced between the heart and the 
pericardium and pericardial fat after removal of the 
epicardium and the lining layer of the parietal peri- 
cardium. They demonstrated that almost complete 
occlusion of the right and left coronary arteries was 
compatible with life if the heart had been provided 
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with a collateral blood-supply. Dye was shown to 
have penetrated the myocardium when injected 
through the collateral bed. They emphasised the 
importance of a pressure differential as a stimulus 
for the formation of collateral channels. Anastomoses 
between the cardiac and extracardiac circulations were 
demonstrable as early as two weeks after operation. 


EXPERIMENTAL AUGMENTATION OF THE BLOOD- 
SUPPLY 


The first direct operation for cardiac ischemia 
was done by Leriche and Fontaine (1933), who, in a 
dog, excised part of an infarct following a coronary 
ligature and repaired the defect with a free graft of 
pectoral muscle. After this and as a result of the 


pathological studies of the development of a natural . ` 


collateral circulation outlined in the previous section 
there appeared a series of papers on the experimental 

production of an addi- 
tional blood-supply to the 
heart by grafting. 


Beck and his co-workers 
(1936) carried out an ex- 
tensive experimental study 
of the relief of cardiac 
ischemia and provided an 
accessory blood-supply to 
the myocardium by graft- 
ing. The first series of 
experiments have already 
been mentioned in the 
previous section. In subse- 
quent experiments pedicle 
grafts of muscle and 
omentum were used. They 
found -that anastomoses 
developed readily between 
the blood-vessels of skeletal 
muscle and of the myo- 
cardium, provided the 
blood-supply of the heart 
had been reduced. In the 
absence of partial occlu- 
sion of the coronary vessels 
the anastomoses though 
present are not so well 
developed. They concluded 
-1 “that the presence of a 
~ collateral vascular bed 
definitely protected the 
heart from the ravages of 
sudden occlusion of a 
major coronary artery.” 
The graft acts by providing 
an accessory blood-supply 
and by affording channels 
of communication between branches of one coronary 
vial and branches of the other occluded coronary 

ery. 

With this experimental work as a background 
Beck performed the first operation on the human for 
relief of cardiac ischemia by attaching a pedicle graft of 
the pectoralis major muscle to the myocardium, 

Reinhof (1935) stated in a discussion that after the 
application of a pedicled omental graft to the heart 
of the dog ligature of the left descending coronary 
artery failed to Pe an infarct. We have not 
been able to find further details of his experiments. 

Anrep (1936) mentions an autopsy on an Egyptian 
accustomed to heavy manual labour in spite of 
coronary disease of considerable duration. The 
effects of occlusion of the left coronary artery and 
a narrowing of the right coronary artery had 
apparently been compensated for by an adhesive 
pericarditis with the development of pericardial 
collateral vessels. Anrep experimented on dogs, and 
produced effective revascularisation by using the 
triangularis sterni muscle as a bridge between the 
mediastinal vessels and the heart. This revascularisa- 
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Fig. 1—Injected cardio- 
pericardial adhesions 
produced with aleu- 
ronat in a cat. 


Fia. 2—Section of cardiopericardial adhesions produced 
with aleuronat in a man. 


tion was more effective if some of the coronary 
vessels had previously been ligatured. In some of 
Anrep’s experiments his grafted animals survived 
with a normal exercise-tolerance after successive 
ligature of both coronary ries. 

Lezius (1937 and 1938) studied carefully and in 
detail the development of a coronary collateral 
circulation after grafting the lung to the surface of 
the heart. In one group of sixteen successful experi- 
ments the lung was sutured to the surface of the 
heart and a 30 per cent. solution of flavine was applied 
as an additional stimulant to the formation of 
vascular adhesions. After this operation of cardio- 
poeno pesy the left coronary artery could be 
ligatured, and the animals later showed a normal 
exercise-tolerance. At autopsy the surprising degree 
of revascularisation attained was demonstrated by 
injection of Thorotrast into the pulmonary artery. 
The complete filling of the coronary tree could be 
shown radiologically. Microscopical preparations 
showed the absence of any infarcted area in the heart 
and demonstrated the presence of large new vessels 
passing from the graft into the myocardium. 

Lezius emphasised the importance of cardiac 
ischæmia as a stimulant to the development of this 
collateral circulation. The vascular connexions 
between the pulmonary and coronary circulations 
is slight when the coronary vessels are not ligatured. 
The development of functionally active anastomoses 
between these two organs follows rapidly on ligature 
of a main coronary vessel. The importance of the 
accessory supply after cardiopneumopexy was demon- 
strated by the fact that in an animal in which the 


Fic. 3—Method of injection of coronary tree through 
abdominal aorta and omental graft in a cat. 
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left coronary artery had been ligated after grafting 
of the lung subsequent ligature of the bronchus of the 
grafted lobe killed the animal. This he attributed 
to the absence of oxygenation in the atelectatic lobe. 
Lezius further demonstrated that the supplemental 
blood-supply to the myocardium provided by grafting 
the lobe of the lung on to the heart was sufficient 
to enable ligature of both right and left coronary 
arteries to be tolerated. | 

Grassi (1937) performed experiments on rabbits 
in which grafts of pectoral muscle and omentum were 
applied to the heart together with ligature of one or 
more coronary. arteries. He confirmed the formation 
of vascular connexions between muscle grafts and the 
heart and the absence of degenerative changes in 
the myocardium. | 

In a series of publications O’Shaughnessy (1936) 
has reported a detailed experimental investigation 
of the methods of augmenting the blood-supply to 
the heart. He showed in the greyhound that an 
omental graft was compatible with the highest 
degree of physical exertion, and that vascular 
connexions developed rapidly between such a graft 
and the myocardium. New vessels can be seen in 
microscopical preparations one week after grafting, 
and after three weeks complete injection of the 
coronary tree can be carried out from the arterial 
bed of the graft. He used a pedicled omental graft 


m 
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vessels by injection through omental graft. 


brought up into the chest in the manner he devised 
for esophageal resection (1933). 

In recent specimens a suspension of indian ink 
was used as the injection mass; but, as the graft 
matured, vascular continuity could be demonstrated 
by heavier materials, such as starch and gelatin. Ina 
greyhound killed eighteen months after cardio-omento- 
pexy the coronary tree could be completely filled by 
injection of a barium sulphate paste through the graft. 

In these experiments it was shown that the 
omentum would form vascular attachments when it 
was applied to normal myocardium, an area of 
acute ischemia, or an area of chronic ischemia. 
It must also be emphasised that blood reaching 
the heart from the graft is not merely distributed 
locally but is also available throughout the heart 
in virtue of the connexions between the graft and 
branches of the right and left coronary artcries. 
This additional supply from omental vessels was 
always supplemented by connexions which heeame 
established between the vessels of the omentum 
and the mediastinal vessels. 

The application of this experimental work to the 
problem of surgical revascularisation of the ischemic 


Frc. 5—Section showing coronary artery filled by injection 
through omental graft on to aleuronat adhesion. 


heart in man by the operation of cardio-omentopexy 
and other operative procedures elaborated on the 
bases of this experimental work has been attended 
by success in many apparently hopeless cases. 
Patients operated on two and a half years ago are 
still active, but naturally a longer period of observa- 
tion is needed for final assessment of the clinical 
value of this new operation. | 


Experiments | 


In the experiments described in this paper dogs 
and cats were used and all the operations were 
performed under full general anesthesia. 

Ether was the anzsthetic medium, preceded in the 
operations on dogs by heavy doses of morphia— 
gr. } per kg. of body-weight. The heart was exposed 
by the left transpleural route, while full inflation 
of the lungs was maintained by oxygen given under 
positive pressure in a Tigel-Henle anzsthetic appara- 
tus. The incision was in the fifth or sixth intercostal 
space, and the wound was closed by pericostal sutures, 
a single continuous suture for the muscles of the chest 
wall, and a series of interrupted sutures for the skin. 


In all the experiments an extracardiac collateral 
circulation has been established between vascular 
parietal structures and a normal myocardium. This 
is of. special importance because of recent claims that 
such vascular connexions are only likely to form in 
relation to a localised area of cardiac ischemia. 

The experiments fall into four groups and in each 
group one or more typical experiments are detailed. 


PRODUCTION OF ALEURONAT ADHESIONS 


Aleuronat.—Organised granules are found in the 
seed cells of most plants. They are especially 
prominent in the cereals and have been termed 
aleurone granules. Aleuronat is a preparation of 
aleurone and consists of a crystalloid component and 
a globoid component which contains minute traces of 
Ca, Mg, and H;PO,. It was used by O’Shaughnessy 
in 1929 as an agent to produce pleural adhesions, 
but it had been used much earlier by Coenen in 1901 
for a similar purpose. Aleuronat does not occasion 
any general] systemic disturbance, for it is not absorbed 
into the circulation ; it produces a more certain local 
reaction than iodine or similar irritants and has a 
less drastic effect on endothelium than have drugs 
of the flavine group. We are indebted to Mr. H. 
Roberts, chief technical assistant in the surgical 
unit of University College, for the compounding of 
a suitable preparation which may be easily manipu- 
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lated in a strong syringe. The composition of the 
paste is aleuronat 5 parts, starch 10 parts, glycerin 
75 parts, and water 10 parts, and it is sterilised for 
use by autoclave.* 

EXPERIMENT.—Cat. Pericardiotomy and insertion 

of a small quantity of aleuronat paste. Pericardium 
and parietal wound closed by suture. Uneventful 
convalescence, 
The animal was killed six months later, and the 
heart together with the pericardium was removed. 
The fibrous pericardium was then incised at the base 
of the heart and turned downwards until its only 
attachment to the heart was by the aleuronat 
adhesions. An injection of a suspension of indian 
ink was made into the aorta towards the heart at a 
pressure of 120 mm. Hg, and the entire specimen 
was then fixed in formalin. Fig. 1 shows the vessels 
in the parietal pericardium filled with the injection 
mass and the delicate adhesions between the sac 
and the epicardium containing the vessels which 
provided a new connexion between the coronary and 
pericardial vessels. 

We have also observed the supple and vascular 
nature of aleuronat adhesions in some of our operated 
patients even after the lapse of several years. Fig. 2 
shows the vascularity of aleuronat adhesions in the 
human pericardium three months after the applica- 
tion of aleuronat. The adhesions associated with 
the now well-recognised syndrome of inflow stasis 
due to chronic constrictive pericarditis are tough, 
unyielding, and avascular. 

These observations show that aleuronat produces 
a sufficient reaction of the epicardium to permit 
the incursion of new vessels without the previous 
destruction of the membrane. 


FIXATION OF A GRAFT WITH ALEURONAT PASTE 

EXPERIMENT.—Cat. Operation on March 19, 1937. 
The pericardium was opened in the usual way, and 
after incision of the diaphragm a pedicled omental 
graft was brought up into the chest. The surface 
of the heart and the graft were smeared with a small 
quantity of aleuronat paste, and the graft was sutured 
to the cut edges of the pericardium. No sutures 
were passed between the omentum and the heart. 


On April 1, 1938, the animal was killed. All the 
attachments of the heart were cut across until the 
organ could be suspended on a hook with the graft 
on its sole remaining attachment (fig. 3). A suspen- 
sion of indian ink was injected into the abdominal 
aorta at a pressure of 120 mm. Hg, and the coronary 


* The aleuronat we use at the Lambeth Hospital is supplied 
treet, E.C.1. 


by Baird and Tatlock (London) Ltd., 14, Cross 


Fra. 6—Cardiopneumopexy (Lezius). Radiogram of 
heart and left lower lobe of lung of a cat showing filling of 
vessels of lobe by injection of thorotrast into cavity 
of heart. 


tree was com- 
pletely filled. 
Fig. 4 shows 
the injection 
mass in the 
graft and in 
the coronary 
vessels, 

This experi- 
ment is of 
clinicalimport- | 
ance because — 
we found early 
in our opera- 
tions on 
human beings 
that the inser- 
tion of a suture 
into a friable 
and degenerate 
myocardium 
was dangerous 
and sometimes 
fatal. 


GRAFTING ON 
TO ALEURONAT 
ADHESIONS 


EXPERIMENT, 
—Cat. Aleuro- 
nat was in- 
serted into the 
pericardium on 
Aug. 6, 1936. 
A second 
operation was 
done on Nov. 18, 1936, and a pedicled omental 
graft was sutured to the intact and adherent 
pericardium. 


The animal was killed on Aug. 21, 1937, and 
injection carried out in the usual way. The coronary 
tree was completely filled with the injected material. 
Fig. 5 shows the circumflex branch of the left coronary 
artery containing the injected material. 

This finding is also of clinical importance, for it is 
sometimes desirable to apply the graft to an adherent 
pericardium, because its separation may entail the 
loss of already vascularised collateral vessels. We 
have also to face the possibility that some of our 
patients already revascularised by aleuronat may 
require further revascularisation at a later date, and 
it was essential for us to know that this could be 
achieved through an intact pericardium. 


Fic. 7—Cardiopneumopexy (Lezius), 
Radiogram of heart and left lower 
lobe of lung of a dog showing filling 
of coronary vessels by injection of 
thorotrast into pulmonary artery. 

` Note cannula in pulmonary artery. 


CARDIOPNEUMOPEXY (LEZIUS) 


EXPERIMENT.—Cat. Cardiopneumopexy performed 
on June 15, 1937. The pericardium was opened 
widely, and after mobilisation of the lower lobe 
of the left lung it was sutured to the anterior 
cut edge of the pericardium. Aleuronat paste was 
applied to the surface of the heart. The phrenic 
nerve was left intact. Recovery was uneventful. 


The animal was killed on April 4, 1938, and the 
lung graft was found firmly adherent to the heart. 
The heart and the lungs were removed from the chest, 
and the right lung and the upper lobe of the left lung 
were excised, leaving the left lower lobe attached 
only by adhesions to the heart. Thorotrast was 
injected into the cavity of the heart through the 
aorta, and the radiogram (fig. 6) shows complete 
filling of the vessels of the lobe. 


EXPERIMENT.—Dog. Cardiopneumopexy performed 
on Jan. 1, 1938, as in experiment just described. 


THE LANCET] 


The animal was killed on April 9, 1938, and the 


lower lobe was found to be firmly adherent to the 
heart. The specimen was prepared as in the corre- 
sponding experiment on the cat, but the thorotrast 
was injected into the pulmonary artery. The 
radiogram (fig. 7) shows that under these conditions 
filling of the coronary vessels could be obtained. 


Summary 


Histological and injection studies are presented, 
demonstrating that vascular connexions will develop 
between the vessels of the myocardium and extra- 
cardiac vessels (a) when cardiopericardial adhesions 
are produced with aleuronat; (b) when a pédicled 
omental graft is introduced into the pericardial 
sac and adhesion between omentum and heart is 
stimulated with aleuronat; and (c) when omentum 
is grafted to the outer surface of the pericardium 
after the production of cardiopericardial adhesions. 

Collateral communication will develop between the 


pulmonary and coronary circulations if a lobe of 


the lung is grafted to the myocardium. 


One of us (L. O’S.) wishes to record his debt to the 
Medical Research Council for scientific and financial 
assistance. 
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CANCER OF THE ALIMENTARY TRACT 


ITS PATHOGENESIS AND ITS PROPHYLAXIS 


By Sm Artruur Hurst, D.M. Oxfd, F.R.C.P. 


SENIOR PHYSICIAN TO GUY’S HOSPITAL, LONDON — 
(Concluded from p. 568) 


II—Carcinoma of the @sophagus 
THE UPPER ŒSOPHAGUS | 


In discussing the etiology of carcinoma of the 
cesophagus it is necessary to consider separately those 
cases in which the upper extremity in the neighbour- 
hood of the pharyngo-csophageal sphincter is 
involved. Strictly speaking, this condition is not a 
growth of the csophagus, for it always begins in the 
postcricoid part of the pharynx, though it ultimately 
extends to the mouth of the esophagus. As. Trotter 
and Waggett independently pointed out in 1913, 
epithelioma in this position occurs almost exclusively 
in women, in striking contrast with the disease in 
the region immediately proximal to it and in the 
rest of the csophagus, where it is fairly. common in 
men but very rare in women. - This curious sex- 
distribution is probably due to the fact that epithe- 
liomain the postcricoid region is the result of malignant 
degeneration of the atrophic mucous membrane, 
which is present in the pharynx as well as the tongue 
in the so-called Plummer-Vinson syndrome, a condi- 
tion occurring in women between the ages of 30 and 
50 but almost unknown in men. Paterson, who 
described this syndrome of upper dysphagia with 
anemia in 1906, eight years before Plummer and 
fifteen years before Vinson, pointed out in 1919 that 
it may be followed by carcinoma. Already in 1913 
Trotter had observed that women with cancer of 
the mouth of the esophagus often gave a long history 
of dysphagia preceding the onset of malignant disease. 
In a series of papers published between 1929 and 
1937 Wassink of Amsterdam again referred to the 
frequency with which a long history of dysphagia | 
is obtained in women with epithelioma of the upper 
end of the csophagus, and at the same time drew 
attention to its association with atrophy of the 
mucous membrane of the tongue and pharynx, cracks 
at the angles of a stiff and narrow mouth, loss of 


_ teeth, and spoon-shaped brittle nails, all of which 


are characteristic features of the upper dysphagia 
with anemia syndrome. Ahlbom of Stockholm (1936) 
found that of 153 women with cancer of the buccal 
cavity and upper end of the esophagus, 99, or 65 per 
cent., had suffered from ‘idiopathic hypochromic 
anæmia ” with or without upper dysphagia for five 
to twenty years before the onset of malignant disease. 


MIDDLE AND LOWER CSOPHAGUS 


In the act of deglutition food is conveyed rapidly 
down the esophagus by peristalsis till it reaches the 
closed cardiac sphincter. The sphincter then relaxes 
and the food passes into the stomach, but even with 
full relaxation the lumen of the sphincter is less than 
that of the rest of the csophagus; hence there is an 
appreciable delay in the passage through the lowest 
two inches. This explains why the stricture which 
follows the swallowing of corrosive poisons is always 
most severe in the lower end of the cesophagus. 
Similarly any less violent irritant which may be 
swallowed is in contact longest with the mucous 
membrane of the last two inches of the csophagus. 
This doubtless explains why the commonest situation 
of carcinoma is at the extreme lower end of the 
esophagus. The next most frequent position is 
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opposite the bifurcation of the trachea, where the 
passage of food is slower than immediately above 
and below owing to the anatomical narrowing which 
occurs in this situation. ‘ 

Whereas carcinoma: of the stomach and colon is 
no commoner in males than in females if allowance 
be made for the frequency of cancer of the breast 
and uterus in women, this is not the case in the 
middle and lower end of the esophagus, where cancer 
is rarely found.in women. This can only be due to 
a sexual difference in the extrinsic causes, the most 
important of which are probably tobacco and alcohol, 
both of which must exert a much more concentrated 
action on the mucous membrane of the csophagus 
than of- the stomach, for the former is always empty, 
whereas the irritant is diluted by food and gastric 
juice in the stomach. Lamy (1910) found a history of 
alcoholism in 80 per cent. of 134 patients and Samaja 
in 80 per cent. of 106 patients with cancer of 
the esophagus. The effect of alcohol is also shown in 
table IX, from which it is clear that the incidence 
of carcinoma of the cesophagus is more than four 
times greater in the alcohol trades than in the general 
population, whereas in carcinoma of the stomach the 
difference is much less obvious and there is no differ- 
ence at allin carcinoma of the colon. From 1930 to 1934 
the consumption of spirits and beer per head of the 
population in Holland was less than half that in 
Great Britain (Shaly 1937). This may explain why 
cancer of the csophagus is relatively commoner in 
England than in Holland in contrast with cancer of 
the stomach; which has only a slightly higher incidence 
in the alcohol trades but is much commoner than 
in Holland for reasons already given. 


TABLE [X—INOIDENCE OF CARCINOMA OF THE G:SOPHAGUS, 
| STOMACH, AND INTESTINES IN ALCOHOL TRADES AND 
OLERGY COMPARED WITH THAT IN ALL MALES RECKONED 
As 1000 (1921-23). FROM THE REGISTRAR-GENEBAL’S 
' DEOENNIAL SUPPL., 1927 l 


l Intestines 
— ` Œsophagus| Stomach |> and 
l ! rectum 
a ere es 
All males 1000 1000 . 1000 
Barmen 4289 1881 1031 
Cellarmen .. ee 4577 885 — 
Waiters H a ié | 4082 1871 756 
{ 
Anglican clergymen és | 175 590 — 
Roman Catholic priests .. 1144 315 — 
Ministers of other religious 
l denominations ae ee 237 468 — 


. Whereas the malignant degeneration of the atrophic 
mucous membrane in upper dysphagia with anæmia 
develops comparatively rapidly, malignant degenera- 
tion of the chronically inflamed mucous membrane 
in other parts of the œsophagus occurs only after the 
irritation has been continued for many years. This 
is shown by the fact that the incidence of postericoid 
carcinoma in women is greatest between the ages 
of 30 and 50, whereas that of carcinoma in the middle 
and lower œsophagus is greatest between the ages of 
50 and 70 (Turner 1920). 
Achalasia of the cardia and carcinoma of the 
asophagus.—In achalasia of the cardia the mixture 
of stagnating food and saliva within the dilated 
œsophagus becomes readily infected, and the irritating 
products of fermentation and putrefaction cause 
œsophagitis, which may be accompanied by superficial 
ulceration of the mucosa. The ulcers may heal and 
lead in turn to epithelial hyperplasia with the produc- 


tion of leucoplakia and small wart-like nodules, from 
which a squamous-celled carcinoma may arise. The 
occurrence of carcinoma within a dilated œsophagus 
in a man of 84, who had had difficulty in swallowing 
for over forty years, was described and illustrated 
by Hilton Fagge in 1872. Other similar cases have 
been described by eleven French and four German 
authors quoted by Sargnon (1938), and in 1926 
Rake and I observed one in a man of 69, who had had 
symptoms of achalasia of the cardia for 35 years. 


We also described (1930) the case of a man of 43 who 
was admitted to hospital in the last stages of malignant 
cachexia. He gave a history of difficulty in swallowing 
for many years. Secondary nodules of carcinoma 
were felt in the right tibia, but the primary tumour 
was not discovered before death, which occurred 
four days after admission. At autopsy a greatly dilated 
cesophagus was found without any organic obstruction 
and with no hypertrophy of the cardiac sphincter, 
It contained quantities of decomposing food debris. 
The mucous membrane was severely inflamed and 
had many epithelial warts scattered over its surface, 
one of which had become malignant. 


PROPHYLAXIS OF CANCER OF THE SOPHAGUS 


The anemia of “ upper dysphagia ” responds very 
well to treatment with iron in large doses. The 
passage of a mercury bougie or an cesophagoscope 


; overcomes the dysphagia, so that it becomes possible 


to take an adequate diet. Within a short period the 
atrophic glossitis and pharyngitis disappear and the 
cracks at the corners of the mouth are healed. 
Waldenstrom (1938) has shown that large doses of 
iron with no other treatment cause all symptoms to 
disappear, even if there is no anzmia, the trophio 
changes in the mucous membrane of the tongue and 
pharynx (and the resulting dysphagia) as well as 
in the skin round the mouth and in the nails being 
apparently the result of a special form of iron 
deficiency. There is no record of a case of idiopathio 
hypochromic ansmia with upper dysphagia which 
has been adequately treated developing cancer; 
hence its early recognition and treatment can be 
regarded as one of the most striking examples of 
true cancer prophylaxis. 

For many reasons excessive consumption of strong 
alcoholic drinks and excessive smoking, especially of 
strong tobacco, should be avoided. Not the least 


_important is the possibility that when continued over 


long periods they may act as exciting causes of cancer, 
Since the effect of the irritation is cumulative, it is 
never too late to advise an alteration in habits, for 
the chronic cesophagitis which results from long- 
continued irritation disappears when the irritants 
are no longer present. 


III—Cancer of the Colon * 
INCIDENCE 


Whereas the incidence of cancer of the stomach 
in the very poor is over double that in the well-to-do, 
the incidence of carcinoma of the colon, including 
the rectum, is approximately the same in all classes 
(table I on p. 553). It 1s considerably higher in men 
than in women, but if cancer of the breast and uterus 
be excluded no appreciable difference remains. More- 
over the percentage of cases of cancer of the alimentary 
tract and pancreas in which the colon is involved is 
approximately the same in men and in women : thus 
the colon accounted for 40 per cent. of 262 cases of 
carcinoma of the alimentary tract and pancreas at 
New Lodge Clinic and Ruthin Castle in men and 
for 44 per cent. of 101 cases in women. The colon 


* The term colon is used in this section to include the réctum. 
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is involved in a considerably higher percentage of 
all cancer cases in Great Britain than in most other 
countries (tables II and III on p. 553), but this is 
due to the low incidence of cancer of the stomach, 
for, if this be excluded, cancer involves the colon in 
about the same proportion of cases in Great Britain 
as in other countries. It is clear therefore that, if 
allowance be made for the special tendency of women 
to develop cancer of the breast and uterus and for 
the low incidence of cancer of the stomach in Great 
Britain, there is no special liability in any social class, 
in either sex, or in any country for cancer of the colon 
to develop. This indicates that the development of 
cancer in the colon, unlike that of the cesophagus 
and stomach, depends on intrinsic causes alone. 
This is not surprising, for the mechanical, chemical, 
and thermal irritants, which act as exciting causes 
of the precancerous disorders of the csophagus and 
stomach, are no longer effective after they have passed 
the ileocecal sphincter. Mechanical irritants have 
been softened and broken up, chemical irritants 
have been diluted, and the temperature of very hot 
and very cold food and drink has been brought to 
that of the body. Most of this occurs in the stomach, 
but the process of softening and dilution continues 
in the small intestine, in which the most important 
chemical irritants, such as alcohol, are absorbed. 


DISTRIBUTION THROUGH THE COLON 


There is a remarkable difference in the incidence 
of cancer in different parts of the colon ;, this is 
shown in table X, which has been drawn up by 
combining the figures given by different British, 
American, and continental authorities, all of which 
agree fairly closely with each other. The differences 
are probably due to the varying functions of different 
segments of the colon. The high incidence in the pelvic 


X—PERCENTAGE INCIDENCE OF CARCINOMA IN 
DIFFERENT PARTS OF THE LARGE INTESTINE 


TABLE 


Rectum, exclud-|Whole of colon, 
ing rest of including 
large intestine rectum 


Large intestine, 
ee rectum 
Ascendi 


colon 10526 
Hepatic flexu 


Transverse colon b 50 25 
Splenic flexure . 10 l 
Descending and 

iliac colon .. 5 


Cæcum 


Pelvic colon .. es 50 25 
Pelvirectal flexure ..  .. 65 } 
Ampulla of rectum .. ee 30 j 50 
Anal canal ee ox a 5 

Total .. 100 100 100 


colon and rectum, compared with that in the more 
proximal parts, may be associated with the fact 
that their contents are more solid and consequently 
cause more mechanical irritation. The cecum and 
ascending colon are affected relatively often, because 
they are more constantly filled than any other part 
of the large intestine except the pelvic colon and are 
subjected “to irritation by the products of bacterial 
activity, which is greater in them than in any other 
part of the alimentary tract. The transverse and 
descending colons are comparatively rarely affected, 
for in most people they are empty during the greater 
part of the day, acting simply as a tube connecting 
the proximal colon, in which fluid is .absorbed from 
the fæces, and the distal colon, in which the fæces 
are stored and still more water is absorbed until the 
time comes for expelling them. The splenic flexure 
is involved as frequently as the whole transverse 
colon and descending colon together on account of 


the acuteness of the angle it forms compared with 
the obtuse angle of the hepatic flexure ; this results in 
increased friction when feces are conveyed by mass 
peristalsis from the proximal to the distal part of 
the colon. The pelvirectal flexure is the commonest 
of all situations, for it is the point at which the 
onward passage of feces brought from the proximal 
colon is normally arrested, and it is therefore in 
contact with hard fæces for longer periods than is 


‘the rest of the pelvic colon ; moreover it forms a very 


acute angle and is subjected to a considerable degree 
of friction during defecation. The rectum is less 
frequently involved than the pelvic colon or pelvirectal 
flexure because it is only in contact with hard fæces 
for a few seconds each day during defecation, except 
in people with dyschezia—i.e., constipation resulting 
from inefficient defecation. It seems likely that 
dyschezia, which is exceedingly common, would 
predispose to cancer of the ampulla, but I know of 
no evidence for or against this possibility. 


PRECANCEROUS CONDITIONS OF THE COLON 


Adenomaita.—The pathological investigations of 
Dukes (1925, 1932) in association with the surgeons 
of St. Mark’s Hospital for Diseases of the Rectum, 
especially Lockhart-Mummery (1928, 1935) and 
Gordon-Watson (1938), have shown that carcinoma 
of the colon, including the rectum, is generally the 
result of malignant degeneration of simple adenomata., 
This work has been confirmed especially by R. 
Bensaude and his assistants (A. Bensaude and others) 
in France, Schmieden and Westhues in Germany 
(1927), and Rankin, Bargen, and Buie in America 
(1934). Simple adenomata of the colon apparently 
form as the result of an inborn tendency for groups 
of cells of the epithelium to undergo hyperplasia, 
especially in those parts which are most exposed to 
irritation (Dukes 1925), They are never congenital 
but often develop in childhood, and new adenomata 
may continue to form throughout life. A single 
adenoma may be present at a time, but any number 
may occur together, and in extreme cases the whole 
of the colon may be covered with innumerable polypi, 
the condition being then known as polyposis or 
adenomatosis coli, The tendency to develop polypi 
is often familial. 

In 1914 I published an account of three children 
in a family of four, each with a single rectal polyp. 
I had no opportunity of seeing the eldest, a boy of 
17, but he had suffered for several months between 
the ages of 1 and 2 from severe rectal hemorrhage, 
from: which he nearly died. There had been no 
recurrence, but it seems likely that he too had a polyp. 

The second boy, aged 13, had pain on defxcation 
and passed a little blood twice in 1910. His mother 
brought him to see me in November, 1913, for she 
thought his symptoms had been like those of his 
younger brother and sister, who had already had 
polypi removed, although he had been well since 
1910. I removed a small polyp from his rectum. 

The third child, a girl aged 12, had been in Guy’s 
Hospital twice in 1906 for severe rectal hemorrhage, 
which recurred in 1912, when I found and removed 
a rectal polyp. 

The youngest child, a boy of 8, passed blood dd 
mucus in 1913, and I removed a single polyp from 
his rectum. 

Phere had been no return of symptoms when I 
last saw the children in May, 1914. I sigmoidoscoped 
both parents, but neither had a polyp. 

In September, 1919, A. B., aged 53, consulted me 
on account of discomfort, which T thought was 
probably caused by an early growth in his hepatic 
flexure. There was no palpable tumour, radiography 
after an opaque meal and enema showed nothing 
abnormal, and the stools contained no occult blood. 
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A diagnosis of ‘‘ irritable colon ’’ was therefore made, 
and the patient recovered with suitable treatment. 

In March, 1925, C. B., aged 61, brother of A. B., 
came to the Clinic with almost identical symptoms. 
I expected to find that he too had an irritable colon, 
but further investigations revealed the presence of 
a growth in his hepatic flexure, which was excised 
the following week. 


In August, 1928, A. B. came to the Clinic with a 
recurrence of the symptoms he had had nine years 
earlier ; he had been completely well in the interval. 
Investigations now showed the presence of a growth 
in the hepatic flexure, which was subsequently excised. 


It seems probable 
that both of the 
brothers had an 
adenoma of the hepatic 
flexure. In 1919 A. B.’s 
was still simple and 
may have given rise 
to symptoms by pro- 
ducing a temporary 
intussusception. By 
1928 it had undergone 
malignant degenera- 
tion. Meanwhile C. B., 
without any pre- 
liminary symptoms, 
developed carcinoma 
from an adenoma in 
the same situation. , 


In early cases of 
carcinoma of the colon 
the adenomatous 
origin is often obvious. 
Cain found evidence 
of malignant degenera- 
tion in 16 out of 68, 
or 23 per cent., of 
solitary adenomata 
removed from the 
rectum and pelvic 
colon at the Hôpital 
St. Antoine in Paris 
between 1920 and 
1937 (Bensaude), 
Schmieden and 
Westhues (1927) found 
simple adenomatous 
tissue in some part of the tumour in 15 per cent. of their 
cases of cancer of the rectum removed by operation. 


In 1931 a woman of 59 was under my care with 
familial telangiectasia and epistaxis. -Thinking that 
it would be of interest to see if any telangiectases 
were present in the mucous membrane of her rectum 
and pelvic colon I sigmoidoscoped her, although she 
had never had any intestinal. symptoms or passed 
blood or mucus in her stools. There were no telan- 
giectases, but a polyp, 4 in. in diameter, was found in 
her rectum. Although it looked and felt like a simple 
adenoma, microscopical examination by Dr. Cuthbert 
Dukes after its removal by Sir Charles Gordon-Watson 
showed definite malignant changes at its apex; the 
malignant cells had broken through the muscularis 
mucose and begun to invade the submucosa, but they 
did not extend to a greater depth (see figure). Four 
years later a local recurrence took place, and soon 
afterwards she died with secondary deposits in the liver. 


Stewart (1931) has investigated the incidence of 
intestinal polypi in autopsies performed at the Leeds 
General Infirmary. From 1910 to 1921 the incidence 
was only 0:29 per cent. and from 1922 to 1928 0-67, 
but from the beginning of 1929 to May, 1931, during 
which period a much more detailed study of the colon 
was made in every case, it rose to 4:19 per cent. of 
1815 autopsies, It is clear that only the records of 
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the third period can be regarded as reliable, and it 
is probable that the true incidence is even higher 
than these would indicate. During the same period 
there were 79 cases of carcinoma of the colon. Polypi 
and carcinomata were present together in 21 cases, 
or 28 per cent., of the colons with polyps and 
26-6 per cent. of those with carcinoma. In 75 per cent. 
of 33 specimens of carcinoma of the rectum and 
pelvic colon removed by operation Dukes (1928) 
found that one or more simple adenomata or minute 
hyperplastic nodules were also present. Schmieden 
and Westhues (1927) found a similar coexistence in 

45 per cent. of their 


cases and Bensaude 
(1938) in 27 out of 
95 cases, 

After one adenoma 
has been removed 
others continue to 
form, and from any 
one of these a carci- 
noma may develop. 


‘Thus in 24 out of 50 
cases in which 
Lockhart-Mummery 
(1935) had removed a 
polyp another tumour 
-8ubsequently de- 
veloped in a different 
part of the rectum or 


pelvic colon, and of 

these 11 were malig- 

nant. In 13 cases 

oe Oe rae adenomata developed 
FS More than once in 
i) a Neato bid differen t sites ; 4 
S) i any patients had 9, 8, 7, 
ae” N Yi and 6 adenomata jn 
AN 8, 15, 6, and 14 years 
respectively. A local 

recurrence of a growth 

after excision of the 

colon or rectum for 

cancer is probably 

more often due to 

malignant degenera- 


tion of a new or co- 
existing adenoma than to the further development 
of malignant tissue left at the time of the operation. 

The fact that polyps are so frequently multiple 
explains why two or more carcinomata develop 
simultaneously or in sequence much more frequently 
in the colon than in any other organ. Gabriel (1937) 
found 8 double cancers of the rectum or the rectum 
and pelvic colon in 100 consecutive excisions, and 
many cases have been recorded in which two or even 
three independent carcinomata of the colon coexisted 
with numerous simple polypi (Stewart 1931, Abel 
1929, Norbury 1930, Morgan 1938). 

Simple adenomata are much more evenly distributed 
through the colon than are carcinomata. Thus in 
23 per cent. of 103 colons in which they were found 
at autopsy the cecum and ascending colon were 
involved, in 35 per cent. the transverse and descending 
colon, and in only 44 per cent. the pelvic colon and 
rectum (Klemperer 1938), compared with approx- 
imately 12 per cent., 12 per cent., and 75 per cent. 
for these regions respectively for carcinoma. These 
differences emphasise the probable importance of 
different degrees of local irritation in the formation 
of simple adenomata (Dukes 1925) and still more in 
their conversion into carcinomata, as I have already 
discussed. : 
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The rare villous papillomata of the rectum are 
even more likely to undergo malignant degeneration 
than are ordinary adenomata, Thus 45 per cent. of 
Bensaude’s cases developed carcinoma, and Dukes 
found that about 10 per cent. of rectal growths 
removed by operation showed definite evidence of 
having developed on a pre-existing villous papilloma 
(Gabriel 1937). 

Adenomatosis. coli is a disease which is often 
familial and inherited and in which the whole or 
greater part of the colon is covered with innumerable 
adenomatous polypi, one or more of which sooner 
or later generally becomes malignant, often at a 
comparatively early age, with the result that the 
families tend to die out, as shown by the family 
trees published by Lockhart-Mummery and Dukes 
(1928), Dukes (1930), and others. Carcinoma was 
present in 62 per cent. of the 29 Mayo Clinic cases, 
and in 25 per cent. multiple carcinomata were found 
(Coffey 1938). No clear dividing line can, however, 
be drawn between adenomatosis coli, disseminated 
colonic polypi in which two or more adenomata are 
present, and single adenomata. The two latter, it is 
true, are generally non-familial, and the tendency to 
malignant degeneration is less than in the former. 
But-there was no family history of adenomatosis or 
cancer of the colon in 65-5 per cent. of the 29 
Mayo Clinic cases (Coffey 1938) and in the three 
which have been under my care, and disseminated 
adenomata and even single polypi, as in the four 
eases in one family already mentioned, may be 
familial. Malignant degeneration is less frequent in 
single and disseminated multiple polypi than in 
adenomatosis, but this may be due to the fact that 
in the latter the chances of malignant degeneration 
are increased a thousandfold by the enormous number 
of adenomata, any one of which may become malig- 
nant. Moreover in four generations of a family 
described by Lockhart-Mummery (1935) there were 


six certain and one probable deaths from cancer of | 


the colon and only two cases of adenomatosis coli. 
In another family the father and seven out of nine 
children died of cancer of the rectum, and it was 
not until the third generation that adenomatosis 
occurred in four individuals. Similar family histories 
have been recorded by Jungling (1928) and by 
Rankin, Bargen, and Buie (1934). 

Ulcerative colitis.—Carcinoma may develop as a 
complication of the polyposis which frequently 
develops in the process of healing in very chronic 
ulcerative colitis. Most of the polyps are composed 
of mucous membrane covering inflammatory and 
granulation tissue, but a minority are true adenomata ; 
this has been proved by microscopical examinations 
in several of my cases and at the Mayo Clinic. Poly- 
posis occurred in 10 per cent. and malignant 
degeneration in 2 per cent. of the Mayo Clinic series 
of 693 cases of ulcerative colitis; many of the latter 
were in young individuals, and the carcinoma was 
always of a high degree of malignancy. I have seen 
3 such cases, though none occurred in the New Lodge 
Clinic series of 66 cases of ulcerative colitis, in which 
the incidence of polyposis was 12-5 per cent. (Hurst 
1935). In one of my cases, a woman of 50, who had 
been ill for several years, active ulcerative colitis, 
polyposis, and a carcinoma of the rectum were all 
present together when I first saw her, a fortnight 
before her death from exhaustion. 

Diverticulitis might be expected to predispose to 
cancer, but statistics show that the incidence 
of carcinoma as a complication of diverticulitis 
of the colon is no greater than in the general 
population. Thus in a review of the Mayo Clinic 


records, including 1800 cases of diverticulosis, of 
which 625 showed diverticulitis and 19 carcinoma, 
and 1600 cases of carcinoma coli, of which 19 showed 
evidence of diverticulitis, there was only one case 
in which there was good evidence that the carcinoma 
developed on an inflamed diverticulum (Fallow 1930). 
The smaller clinical statistics of Spriggs from Ruthin 
Castle (1937) and ours from New Lodge Clinic and 
Stewart’s post-mortem statistics (1931) confirm the 
view that diverticulitis does not predispose to the 
development of cancer of the colon. 

Megacolon.—tin one out of my 30 cases of megacolon 
a carcinoma had developed in the dilated colon. 
This was in a man of 64, A similar association was 
observed in a single case by R. Bensaude (1926). This 
is analogous to the occasional development of cancer 
in megacesophagus to which I have already referred. 


PROPHYLAXIS : 


The prophylaxis of carcinoma of the colon 
consists mainly in the diagnosis and removal of 
polypi. It is still insufficiently recognised how 
frequently a polyp leads to the passage of bright 
blood per anum. It is the cause in almost all cases in 
children and in the majority of young adults, but 
at all ages a proctoscopic as well as a digital examina- 
tion should be made before diagnosing hemorrhoids 


as the cause of bleeding. Lockhart-Mummery (1935) 


has made the wise suggestion that any patient who 
has once developed a polyp of the rectum or pelvic 
colon should be examined every four months until 
no new one has appeared for five years, so that each 
new one can be removed or destroyed as soon as it 
develops. A carcinoma developed only once when 
this was done in his series of 50 cases, and in that 
case the original adenoma was in the rectum and the 
later one, which became malignant, was in the pelvic . 
colon out of reach of the sigmoidoscope. 

Polyposis should be treated by colectomy as soon 
as it is recognised. The ileum should be joined to 
the pelvic colon as near to the pelvirectal flexure as 
possible. It is then possible to. destroy gradually 
all the polypi in the rectum and remaining portion 
of the pelvic colon by diathermy cautery through 
a proctoscope and sigmoidoscope. This treatment 
proved very satisfactory in two out of my three cases 
in which it was done. The near relations of a patient 
with polyposis should be examined, if possible, so that 
any accessible polypi can be recognised and destroyed 
even if they have so far given rise to no symptoms. 
The polyposis following ulcerative colitis calls for 
similar treatment. In a few cases I have observed 
the disappearance of the polypi after the application 
of deep X rays; so this treatment should be tried 
before resorting to colectomy, but only if all active 
colitis has disappeared. 

It seems probable that chronic irritation of the 
colon is a factor in the development of carcinoma 
from simplé adenomatous polyps and possibly also 
in the development of the latter. It should therefore 
be remembered that constipation leads to far less 
irritation of the colon than do the purgatives which 
are commonly employed in its treatment. Re-educa- 
tion of the normal defecation reflex, a suitable diet, 
and, when necessary, the administration of liquid 
paraffin and an unirritating vegetable mucilage, 
such as coreine or isogel, will cure the large majority 
of cases of constipation. 
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PHYSICIAN IN CHARGE OF THE CHILDREN’S DEPARTMENT, 
MAUDSLEY HOSPITAL, LONDON 


My object in choosing the problem of organic 
psychoses in children is twofold. First, I think a 
study of the organic deteriorations is valuable in 
focusing attention on symptoms which are common 
to any deteriorating process in childhood. Secondly, 
I hope to provoke a discussion as to delimitation 
and demarcation, which should help to clarify our 
conceptions of schizophrenia in childhood. By this, 
I do not want to seem to assume that psychosis in 
childhood means schizophrenia, apart from the 
organic group; but I do not propose to include 
manic-depressive cases in this discussion, since they 
are certainly rare in childhood. Besides, those cases 
which have been described show so many schizo- 
phrenic features that we might get no further than 
trying to decide, whether or not manic-depressive 
psychoses can be distinguished in childhood. 


SYMPTOMS 


Certain symptoms occur more often in the psychoses 
of childhood than in those of adults. This is under- 
standable when it is borne in mind that we are dealing 
with a profound and usually irreversible morbid 
process in an organism which is still in a state of 
undetermined growth. Certain aspects of character 
and training are recently inculcated ; others have as 
yet not made their appearance. For instance, no 
case of real delusional formation has been reported 
in a psychosis in a child under 6 years of age, whereas 
it is common in the adult. What can be picked 
` out from available material and reported cases as 
early symptoms characteristic of the juvenile case ? 


Lutz (1937) gives a very comprehensive summary. 


of all the reported cases of authenticated juvenile 
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schizophrenics and adds cases of his own. He 
points out how similar are the early changes in the 
organic group, in which the physical interference 
with function appears to be responsible for the clinical 
picture. He instances as the essential feature the 
severe and irreversible disturbance in the child’s 
relationship with and attachment to its environment. 
It is as if the rootedness to reality undergoes a pro- 
found change, with the result that in its place grows 
up an increase in self-centredness or what may be 
shown as an over-concentration in the world of 
fantasy. (I am not sure how far I hold with this 
as a universal concept, for many juvenile cases show 
a rather characteristically weak attachment to any- 
thing—i.e., apathy rather than preoccupation.) 
No-one would mistake the importance and vividness 
of fantasy-life to the normal child. What is abnormal 
is the ‘‘Mary Rose” quality of the compelling 
interest away from reality. 

Secondly, Lutz instances the frequency of early 
disturbance of speech. This is in sharp contrast to 
the frequency of this symptom as a late manifestation 
in the profound dementias in adults. (The early 
involvement of the speech mechanism in G.P.I. is 
a symptom of a different order.) The point is that 
in childhood speech is not stabilised before the second 
year or later and is then still developing. It tends 
therefore to suffer out of proportion in childhood 
psychoses in comparison with adult psychoses, This 
symptom is worth observing carefully because of its 
value in differential diagnosis. Thus the meaningless 
repetition of words, the tendency to mimic and repeat 
what is said, and the various forms of mutism shown 
by children who are emotionally disturbed take on 
a graver significance when these symptoms accompany 
others suggesting a psychosis, especially when they 
persist and become an integral part of the child’s 
abnormal behaviour. 

Certain emotional responses tend to stand out in 
psychotic children. Some of these strongly suggest 
a neurotic mechanism, but seen in association with 
other disturbances they take on a more sinister 
aspect, Examples of such responses are certain 
types of obsessional behaviour, excessive fastidious- 
ness, and an insistence on orderliness which tends to 
cramp the child’s own free expression and activity. 
Anxiety is averted by such rituals, but in a way which 
often seems to inhibit further development. Some- 
what similar are the outbreaks of apparently meaning- 


less anxiety either so diffuse as to affect almost every ` 


activity of the child or attached to some relatively 
indifferent activity which can be understood only 
in symbolic terms—for instance, a child who showed 
tremendous fear in passing tall buildings. This 
was not related to any such idea as that the building 
a e ° 
would collapse on him, and he was unable to explain 
it to himself. 

In many cases in which these particular instances 
are not exemplified there is a widespread alteration 
in emotional response, an uncertainty both in quality 
and quantity, which is highly characteristic. Uncon- 
trollable outbursts of temper, excessive grief over 
trivial deprivations, excited laughter after some 
irrelevant stimulus, coupled with an indifference 
and apathy on other occasions, are among the most 
distinctive features of such cases. The impression 
given is often not that of a repression so much as 
of an uncertainty of control. These children are 
notoriously “ difficult,” if only because their responses 
are unpredictable from day to day. 

In the more developed case certain bizarre features 
may obtrude on the behaviour, as, for example, the 
various forms of stereotypy. It is not uncommon 
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to meet stereotyped tic-like movements, abnormalities 
of gait and posture which are maintained apart from 
organic lesions, and, in the realm of speech, repeated 
phrases or nonsense words. 
seem inclined to set into these stereotypies, as if the 
psychic material had become less plastic and more 
prone to adopt a stultified response. When the 
intellectual functions are examined, the difficulty 
of access becomes manifest. Good contact may be 
disturbed by negativism, by lack of interest, by 
fleeting and variable attention, and by true flight of 
ideas, and the output may be checked by incodrdina- 
tion, lack of drive, inhibition, or the qualitative 
deterioration which has set in. Retrospectively, 
it may be impossible to assess the validity of the 
early history ; the developmental stages may have 
been imperfectly observed and have often never been 
recorded. In spite of these difficulties it may be 
possible to establish how far, and up to what point 
in time, development was normal and then to 
distinguish in what manner and by what agencies 
this normal course was interrupted or deflected. In the 
organic group under consideration the deflection may 
be sudden, as in the encephalitics, or insidious, as in 
Schilder’s disease. What is perhaps characteristic 
for the group is the tendency for isolated abilities 
to persist alongside the most surprising lacuna. 
Obviously,. here more than anywhere, the ultimate 
syndrome is that of the dementia common to all, and 
the clinical picture must include a longitudinal 
section of development as a whole, as well as the 
cross-section shown at the time of examination. 

The same applies when the physical functioning 
of the child is disturbed in such ways as sleeplessness, 
vagaries of appetite and of growth, and habit 
mechanisms, such as control of excretions, which 
can be determined as much by emotional disturbance 
as by intellectual failure. Development in these 
aspects may stop short of maturity or may regress 
to stages already mastered, and curious anomalies 
are to be noted, as, for example, a child aged 11 
requiring spoon-feeding at meals, who attended 
scrupulously to herself in all matters of toilet and 
dress, 

In discussing a series of organic cases, almost 
limited to one example of each, it is obvious that 
no generalisations can be made. I hope, however, 
to direct attention to points which may be raised in 
discussion, such as the following :— 


(1) How far such studies may be regarded as 
elucidating an anatomy, if not a physiology, of 
deterioration. 

(2) How far can such cases be seen as allied to 
schizophrenic deterioration in children. 

(3) Some of the symptoms in this organic group 
are like those shown in a schizophrenic illness, Are 
they here the result of pathological processes, such 
as G.P.I. or epilepsy, or are there two diseases side 
by side ? This latter can hardly be considered in the 
groups with a specific pathology, but it is a real 
problem in diagnosis in some cases of psychotic 
amentia, Weygandt’s Pfropf-hebephrenie, and the 
epileptic case described. 

(4) What features must be regarded as essential 
n S eee a diagnosis of schizophrenia in child- 

rere) 


CASE-RECORDS 


The first case-is one of congenital general paralysis 
of the insane. 

CasE 1.—A girl aged 9, with congenital G.P.I., 
was referred by a general hospital as presenting a 
definite behaviour problem for six months. Her 
early development was normal; she walked and 
talked at 18 months and was clean at 9 months, 


Behaviour patterns. 


with no subsequent failure in habits. 
and ate well, and apart 
had had no illness. 


She slept 
from whooping-cough 
She did not suffer from fits. 


Teeth were extracted for early decay when she was 


3 or 4 years old. 

Her interests were school, toys, and other children, 
but all rather as if she were younger than her age. 
She was affectionate, rather impulsively so, and 
excitable with other children. Recently there had 
been outbursts of more uncontrolled excitement and 
gaiety and fits of giggling. For the last six months 
she had taken to calling out ‘ bitch, shit, pig, rat ” 
to her mother, repeating this for no apparent reason, 
as if the words were on her mind. At the same 
time she had become increasingly irritable, with 
outbursts of violent temper when ‘“‘ crossed.” 

Psychologically, she was like a younger child, 
emotionally unstable, and over-dependent. Her 
attention was fleeting. Her I.Q. was 81, probably 
higher, Her behaviour was silly, childish, uninhibited, 
and outgoing, as well as timid. Definite physical 
signs included slightly altered speech (hardly more 
than a babyishly unclear diction), unequal pupils, and 
extensor response on one side. The diagnosis was 
confirmed by lumbar puncture. 


Even in this congenital condition, with rapidly 
advancing deterioration, there is time for a phase of 
emotional instability, temper outbursts, and pre- 
occupation with words of sexual significance to show 
itself. The rapport with her surroundings was good 
within her capacity; any alteration was in the 
direction of impoverishment rather than in any 
degree of withdrawal. 


The next case is one of Schildet’s disease, 

CasE 2.—A girl, aged 10, with Schilder’s disease, 
had ‘nerve attacks,” refused to go to school, and 
would not look at objects, saying she could not see. 
This latter feature was undoubtedly due to the 
onset of cortical blindness, but it was observed for 
54 years before a definite diagnosis was made. During 
this time she was able to go about the house and do 
simple tasks and never collided with objects. 

Her early development was normal and her family 
history negative. Her bi had been difficult. 
She had had no convulsions and walked and talked 
before 18 months. She easily learnt clean habits. 
She had had no serious illness. She was an only 
child. She began school at 5 and enjoyed it but 
never learnt to read. She was slow, shy, and retiring, 
and was upset by children teasing. So-called ‘‘ nerve 
attacks ” took the form of negativistic behaviour, 
when she would be mute towards others but talked 
to herself. In school she was either entirely passive 
and apathetic or would repeat some action or phrase 
over and over again. 

It was impossible to obtain coöperation in an 
attempt to examine her psychologically. She was 
well grown and showed no physical signs except a 
curious slow creeping walk and groping as if she did 
not see. 
if she were wilfully stupid or preoccupied—e.g., 
describing a somewhat swarthy physician as ‘“‘ white- 
haired.” Her emotional state varied. She was seen 
in moods of tearful reasonless anxiety or else she 
was fatuously cheerful, chattering and repeating 
disjointed phrases in a way reminiscent of schizo- 
phrenic fragmentation: ‘‘My aunt is mad. My 
dad has got Spanish in his eyes. I’m Spanish.” 
Her movements were poorly codrdinated. She 
would repeatedly touch objects or move her bag in a 
stereotyped way; once she said that people in the 
street talked about her. 

The condition progressed. The earliest payne 
sign was a double extensor response, and the final 
dementia was profound and not in any way distinctive. 
She became mute, semi-stuporose, and incontinent. 

The next two cases are of schizophrenic-like develop- 
ment in boys with retarded mentality. Certain 
rather similar personality traits are to be noted. 

L3 
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Her responses were slow and at times as: 
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CAsE 3.—A boy, aged 15, worried, bit his nails, 
fidgeted, and stared into space. He had been born 
after prolonged labour and was the eldest of four. 
The family history was negative. He had been 
difficult to rear and was under weight. He crawled 
at 1 year, walked at 18 months, and talked at 2. 
Clean habits were learnt late: control of fæces at 6 
and of urine at 8. He had often been ill and had had 
bronchitis and pneumonia. At school he was timid, 
. cautious, and rather backward. He was afraid of 
other children and preferred younger children. He 
had no pride in his appearance. 

His I.Q. was 72 and his performance consistent 
with his age. He was of poor physique with a small 
head.. He bit his nails, fidgeted, and showed habit 
spasms. His speech was defective. He was apathetic, 
timorous, had no interests, and was becoming more 
withdrawn. At the same time he had outbursts 
of alarming temper at home if he were thwarted. 
Some anxiety was directed to fears as to his physical 
health. Occupationally, he failed when faced with 
difficulty, becoming vacant and indifferent. 


CASE 4.—A boy, aged 14, was brought with the 
complaint that he was “quiet and had no pride 
in himself.” A maternal aunt and his maternal 
grandmother had been insane. He was. an only 
child, with a normal early history, retardation being 
doubtful. He was neglectful but not incontinent. 
He walked and talked at 18 months. He never 
joined with other children, being too passive, and 
would let them snatch his toys. 

He never showed affection, but he depended 
excessively on moral support from his mother and 
two maternal aunts. Certain tics of face and lips 
and manual mannerisms persisted and tended to 
increase. His articulation was not clear, and some- 
times he refused to speak, showing periodic mutism. 
He had always had outbursts of childish temper ; 
these were becoming worse and more frequent, 
and solitariness, apathy, and falling off of all social 
interests were becoming very pronounced. His 
I.Q. was 78 and his performance rather higher, with 
@ curious, almost specific, ability to memorise and 
manipulate numbers. 


The next case is one of epilepsy with deterioration 
or complicated by schizophrenia, 


CASE 5.—A boy, aged 8, was referred for nervous- 
ness. He had always been a difficult child. The 
family history was negative apart from the fact that 
his mother had had three isolated fits during adult 
life. He was the only child of elderly over-particular 
parents. 

His early development had been slightly retarded, 
but he was walking and talking by 20 months. He 
was rather helpless, depending on his mother for 
help with dressing, this being as much her fault as 
his. He had had no serious illness. He never 
made friends with children, for he became too excited, 
and acted silly, and then they teased him. 

Nervous movements and mannerisms were noted. 
His I.Q. was 80-90. He was a precocious child in 
some ways but retarded in others—e.g., educationally. 
A psychological report says that he ‘‘ spends energy 
avoiding difficulties rather than tackling them.” 
Later, at the age of 9, he already felt that other 
children were discussing him unfavourably. He 
said, ‘‘ I wish I were dead.” Once he was apparently 
hallucinated and stopped up his ears because he 
could hear other boys threatening him. At this time 
he began to have screaming outbursts if thwarted. 
There was a complete failure of adjustment when 
he was moved to a senior school. He had outbursts 
of excitement and rage followed by remorse and was 
removed from school. 

Then began a phase of curious interests, collectin 
rubbish for his inventions. If thwarted, he woul 
repeat that God made him do it, suggesting autistic 
thinking. There was a tendency both to mannerisms 
and stereotypy in speech—a meaningless repetition 
of “ Beg pardon.” <A year later his mother found 
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him one day alone in the house, cursing and swearing 
against God and his mother. 

Subsequently he began to play truant and to 
wander. On his wanderings he continued to acquire 
curious detached bits of knowledge—e.g., of antiquities 
and minute details of tram routes. At the same time 
he was quite irresponsible, even over simple errands, 
although able to go off on his own all day. He would 
not be taken to church because he was so upset by 
the organ. 

He gradually deteriorated, until at the age of 14 he 
had a fit. Since then he has had several typical 
major epileptic fits, with a positive electro-encephalo- 
gram and without signs in the central nervous system 
between fits. 


. The next case is one of dementia, possibly due to 
encephalitis or Heller’s syndrome. 


OCasE 6.—A boy, aged 9, had had a normal history 
until he was 3, when he was admitted to hospital 
for a mastoid operation. He became very quiet 
and dirty in his habits while in hospital. He recovered 
after returning home after a month of bad sleep and 
night terrors. Six months later there was some 
return of symptoms with whooping-cough, and again 
in six months, when separated from his mother by 
her being confined of a second child, his brother. 

Two months before he was seen he witnessed an 
accident. He seemed not to notice but gradually 
became very silent. Next day he became excited, 
screaming, crying, and shouting with laughter at 
intervals. He had previously had a cold. Then 
came a rapid deterioration : he was mute, inattentive, 
and restless, and bit his clothes. He seemed not to 
recognise his parents and screamed for them when 
they were beside him, but still he did not talk. After 
an interval he began to repeat rhymes and sing or 
talk to himself, paying no heed to others. His 
behaviour was odd, and be assumed queer postures. 
Since then there has been only very slight,if any, 
improvement. 

His mental level is that of an imbecile and his 
behaviour that of a low-grade defective and untestable. 
Echolalia and perseveration are present, and hbis 
articulation (diction) is unclear. His movements are 
poorly coérdinated, almost as if impulsive. There 
are no physical signs in the nervous system. - His 
sleep is now good, and he can care for himself in his 
simplest physical needs. 


The next case is one of true schizophrenia. 


CASE 7.—A girl, aged 124, was worried and easily 
frightened and would not attend school. Her family 
history was negative. She was the younger of two 
siblings. Her early history was negative, except 
that she was never a good sleeper (cf. also Tramer’s 
(1934, 1935) case and Lutz’s (1937) cases 5 and 6 and 
two cases quoted by him). 

She was always nervous, especially when away 
from home, and antipathetic to strangers. She had 
no friends and was over-passive with other children, 
excessively careful and particular over her clothes, 
and very modest. She could not mix in ordi 
social life since she was 10. Easily upset, she would 
have an emotional outburst, recently amounting to 
peT and childish negativism. She showed no 
affection. 


Psychological examination was impossible. Physical 
examination was likewise impossible, except sufficient 
to exclude gross organic lesion, such as G.P.I. She 


was negativistic, being resistive at times and 
apathetic and inert at others. She had some stereo- 
typed movements and occasional grimacing. She 
repeated ‘‘ Don’t bother me; go away, don’t bother 
me,” and smiled to herself. 


COMMENTS 
The following features are common to all these 
cases :— 


(1) Some failure in appreciation of reality values. 
The degree is least in the G.P.I. and most profound 
in the schizophrenic child. . 
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(2) An emotional lability and easily provoked 
outbursts, with a fatuous affectionateness without 
lasting attachment in the G.P.I. and a considerable 
degree of emotional detachment in the others. 

(3) A very early and lasting difficulty in establish- 
ing normal relationships with other children. All 
these children failed to adapt to others’ demands 
or were themselves over-passive in response. In 
all but the G.P.I. this failure was sufficient to prevent 
the child’s attending ordinary school. 

(4) Stereotypy in gesture, action, or speech. 
(Obsessional features were shown by several.) 

(5) In all but one, the history of early development 
is within normal limits, but by the time school age 
was reached intellectual impairment was queried 
in all, The importance of not accepting the diagnosis 
of backwardness without a careful inquiry must be 
emphasised, since by the time these cases came to 
clinical observation they were either untestable or, 
when tested, showed a retardation which on the 
history can, I think, be taken as secondary in all 
but case 3 (? Pfropf-hebephrenie). 


Can the organic group furnish us with definite 
conclusions ? Possibly only that the end-point in 
childhood dementia tends to be the same, reached 
by a variety of pathological processes. It seems 
clear, however, that organic factors may be difficult 
to exclude but must be constantly sought and 
rigorously excluded before a diagnosis of schizo- 
phrenia can be allowed. Then, having made the 
diagnosis, we are faced with a condition carrying an 
equally bad prognosis, unless new methods of therapy 
in schizophrenia prove of more avail than the older 
ones, 

REFERENCES 
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HERPES SIMPLEX 
STUDIES ON THE ANTIBODY CONTENT OF HUMAN SERA * 


By F. M. Burnet, M.D. Melb., Ph.D. Lond. 
AND 
Dora Luss, M.Sc. Melb. 


(from the Walter and Eliza Hall Institute, Melbourne) 


SEVERAL investigations of the content of human 
sera in antibodies against herpes virus have been 
recorded. Neutralisation tests have been chiefly 
used, but complement fixation was utilised by Brain 
(1932). The main incentive to such studies was the 
opinion of Levaditi and his colleagues (1922) that 
encephalitis lethargica was the result of infection of 
the central nervous system by an unusually neuro- 
tropic strain of herpes virus. If so, some significant 
difference in the proportion of persons with herpes 
antibody would be expected from a comparison of 
postencephalitic patients with a control series of 
similar age and class distribution. Several different 
methods of testing for antibody have been used : 
Zinsser and Tang (1929) inoculated serum-virus 
mixtures intracerebrally in rabbits; Andrewes and 
Carmichael (1930) titrated by intradermal inoculation 
in the rabbit; and Weyer (1932) and Hudson, Cook, 
and Adair (1936) inoculated mice intracerebrally. 

On the whole, the results obtained by the various 
workers have been consistent. A high proportion of 


e Work carried out under grants for research on virus 
diseases from the Rockefeller Foundation and from the National 
Health and Medical Research Council. i 
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adult human sera, obtained usually from hospital 
patients, possess neutralising antibody figures varying 
from 60 to 90 per cent. If one collects all the available 
data, irrespective of the method used for titration, 
545 adult human sera have provided 405 positive- 
results, equal to 74 per cent. Sera from children 
show a lower proportion containing antibody. Weyer 
(1932) found the following figures: 0-5 years, 14 
per cent.; 5-10 years, 38 per cent.; 10-15 years, 
40 per cent. Postencephalitic patients show approx- 
imately the same percentage of positive sera as do 
control groups. Gay and Holden (1931) found that 
only 2 of 13 cases of acute encephalitis showed antibody 
to herpes, but this finding has not yet been confirmed.. 
Weyer (1932) found that all of 27 sera from children 
in the acute stage of poliomyelitis contained no 
herpes antibody. As will be mentioned later, we 
have not been able to confirm this statement ‘for 
Victorian poliomyelitis cases. 

Persons who suffer from recurrent labial herpes 
almost invariably have antibody in their sera 
(Andrewes and Carmichael 1930, Brain 1932). Gay 
and Holden (1931) came to a contrary conclusion, 
but our results are wholly in accord with the other 
workers. 

None of the previously reported work has been 
fully quantitative, the usual procedure having been 
to mix equal volumes of a 5 per cent. brain emulsion 
and undiluted serum and to test the infectivity of 
the mixture after some arbitrary period of contact. 
The primary object with which the present work was 
begun was to determine whether Weyer’s observation 
of the absence of herpes antibody in children with 
poliomyelitis could be confirmed with material from 
the Victorian 1937 outbreak. For this purpose an 
egg-adapted sub-strain of the well known H.F. strain 
of herpes virus was developed, and sera were titrated 
by the quantitative chorio-allantoic technique (Burnet 
1936). The studies on poliomyelitis sera gave no 
results of value, but several points of interest arose 
which seem worth reporting. 


TECHNIQUE ° 

A detailed study of the kinetics of the herpes 
virus-antibody reaction is in course of publication 
(Burnet and Lush 1938), and full details of technique 
are given there. In brief, the serum to be tested is 
heated to 56° C. for 20 minutes before being used. 
Equal volumes of undiluted serum and suitably 
diluted virus are mixed and left in the refrigerator 
for 14-2 hours. Then 0°05-c.cm. quantities are 
placed on the chorio-allantois of twelve-day eggs, 
and the foci which develop after two days’ further 
incubation are counted. Results are expressed as the 
percentage of foci which appear in terms of the 
count obtained with control material. . 


“ ALL OR NOTHING ” CHARACTER OF HUMAN 
ANTIBODIES TO HERPES 


Andrewes and Carmichael (1930) commented on 
the absence of indeterminate reactions in their tests. 
The sera all completely neutralised their test dose 
or showed no action whatever. With the egg- 
membrane technique this sharp difference between 
positive and negative sera can be more quantitatively 
expressed. In our series of tests on 126 sera only 3 
gave values outside the ranges 0-1 per cent. or less 
and 30-100 per cent. Positive sera usually give 
values nearer to 0-01 per cent., and our practice with 
an unknown serum is to inoculate four eggs with a 
mixture of serum and undiluted virus and four with 
a mixture of undiluted serum and virus diluted 1 in 
5000. In almost every instance one or other of these 
groups will give convenient small numbers of foci 
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and allow an accurate value to be given to the serum. 
When it is only required to know whether a serum is 
positive or negative, stock virus is prepared by grinding 
a membrane (glycerolated in the refrigerator for a 
few days) with 5 c.cm. of broth, centrifuging for five 
minutes in an angle centrifuge and using the super- 
natant fluid. Each serum is mixed with a 1 in 100 
dilution of virus and tested on two eggs. Negative 
sera give a semi-confluent lesion equivalent to about 
1000 foci; positive sera give membranes without foci. 
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DIFFERING PROPORTION OF POSITIVE SERA i 
DIFFERENT SOCIAL CLASSES 


In Andrewes and Carmichael’s paper there is a 
table showing the results with a group of “‘ normal” 
persons. Most of these were hospital patients, and 
21 out of 23 had antibody. Five medical students 
also included in the group were negative. This seemed 
hardly likely to be a matter of chance, and it stimu- 
lated us to sort out our results according to social 
status as far as that was practicable. The accom- 
panying table shows the results obtained with 
(a) graduate members of the institute or hospital 


staffs, (b) laboratory assistants, (c) unselected hospital - 


patients (post-mortem and Wassermann sera), and 
(d) children with poliomyelitis in Fairfield Infectious 
Diseases Hospital. It will be seen that the difference 
between university graduates and the cross-section 
of hospital patients obtained from unselected Wasser- 
mann sera is highly significant by any statistical 
test. The relation of this finding to the epidemiology 
of herpes will be discussed later. 


HERPES ANTIBODY CONTENT OF HUMAN SERA 


Antibody against 
Group herpes virus 
Positive Absent 
Graduates es ss es 12 
Non-graduate institute staff .. 9 
Poliomyelitis cases sà 6 
Hospital patients .’. 4 


Positive = Sera which reduce the count of foci on the 
developing egg below 0'1 per cent. of the control. 


Negative = Sera giving a count of 5-100 per cent. of the 
control. 


ABSENCE OF VIRUS IN GASSERIAN GANGLION 
PERSONS WITH HERPES ANTIBODY 


OF 


The distribution of herpes zoster is most easily 
explained by the primary pathological process taking 
place in the corresponding posterior-root ganglion. 
There are, of course, very striking differences between 
herpes zoster and herpes simplex, but there are 
sufficient resemblances to suggest the possibility that 
the latter virus persists in the sensory ganglion which 
corresponds to the site of election for the local lesions 
—namely, the Gasserian ganglion. Teague and 
Goodpasture (1923) describe a case of supra-orbital 
herpes of the zoster type from which they obtained a 
virus pathogenic for the guineapig, and they refer 
to the work of Howard (1905), who noted pathological 
changes in the Gasserian ganglion of persons who 
had shown herpetic manifestations during life 

To test the possibility of detecting virus in the 
Gasserian ganglion of persons having high antibody 
titres, material was obtained from six consecutive 
post-mortem examinations. None of the patients had 
suffered from herpes during the final illness. Serum 
was obtained by a Pasteur pipette passed through a 
small slit made in the ascending aorta. (This is a 
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much more satisfactory way of obtaining post-mortem 
serum than by opening into any of the chambers of 
the heart. The aorta nearly always contains almost 
pure serum.) After the brain had been removed, the 
base of the skull was swabbed out with spirit and the 
Gasserian ganglia removed to glycerol-Ringer solution. 
The sera were inactivated and tested for herpee 
antibody : four were positive, two negative. When 
these tests had been completed and the ganglia had 
been glycerolated for a week in the refrigerator, 
emulsions of the ganglia were made in 3—4 c.cm. of 
broth. A rabbit was inoculated on the scarified 
cornea and the remainder of the emulsion injected 
intraperitoneally. None of the animals developed 
keratitis, nor were any herpes antibodies present 
in their sera taken fourteen days after inoculation. 
Finally, all rabbits were inoculated corneally with 
the strain H.F. All developed severe keratitis, 
followed by fatal encephalitis seven to nine days after 
inoculation. There is therefore no evidence that the 
virus is present in a demonstrable form in the 
Gasserian ganglion of persons with a high serum 
titre of herpes antibodies. 


ABSENCE OF CORRELATION BETWEEN SUSCEPTIBILITY 
TO POLIOMYELITIS AND LACK OF HERPES ANTIBODY 


Weyer (1932) found that among 27 sera from cases 
of early poliomyelitis there was no detectable herpes 
antibody in any. A control series from children not 
suffering from poliomyelitis gave 17 positive sera out 
of 43 tested. This finding appeared to have important 
implications: either that herpes and poliomyelitis 
had some fairly close antigenic relationship, or that 
children naturally unable to produce antibody against 
a ubiquitous virus like herpes were liable to suffer 
paralytic attacks of poliomyelitis, whereas the ‘‘ good ” 
antibody producers had only a subclinical infection. 

During the serious Victorian epidemic of polio- 
myelitis 1937-38, serum samples were obtained for 
us by Dr. S. W. ‘Williams from children in the acute 
stage and two to three months later from the same 
patients during convalescence. These have been 
used primarily for studies on poliomyelitis antibodies, 
but they have also been tested for their antibody 
content against herpes virus. As shown in the table, 
8 of 14 patients showed herpes antibody in both 
samples of sera. The other 6 contained no antibody 
in either. Those with antibody showed the usual 
high activity without any significant difference 
between first and second samples. Two pooled sera 
from monkeys convalescent from poliomyelitis showed 
no detectable antibody. 

These facts are sufficient to show that Weyer’s 
findings are not applicable to the conditions existing 
in Melbourne, and that, whatever the significance of 
the New York findings may be, they are not due 
to a common antigenic character of herpes and 
poliomyelitis viruses. 


PRIMARY INFECTION WITH HERPES VIRUS 


In an important recent paper Dodd, Johnston, and 
Buddingh (1938) state that herpes virus can be 
obtained from the lesions of aphthous stomatitis in 
infants and young children, and they consider that 
this disease represents a primary herpetic infection. 
We have confirmed this finding with material from 
two children seen in the outpatient department of 
the Children’s Hospital, Melbourne. A fuller account 
of the condition will, it is hoped, bè given later in 
collaboration with Dr. Williams. Here we are 
concerned only with the laboratory findings. From 
both cases, Y (aged two years) and B (aged 20 months), 
swabs from mouth lesions produced typical herpetic 
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keratitis in rabbits, and from a membrane filtrate 
of the conjunctival pus of the primary rabbit lesion 
(Y) typical herpes foci were produced ‘on the egg 
membrane. The inoculated rabbits developed herpes 
antibody, giving the following titres :— 

R.174 (Y.), 11 days, 1-4 per cent. ; 21 days, 0-007 per cent. 

R.182 (B.) 8 » 33 » 20 „ 0016 , 

Almost conclusive evidence that this stomatitis 
represents the primary infection with the virus is 
given by the results of serological tests. Blood taken 
at the same time as the mouth swabs in both cases 
contained no significant antibody. The serum Y 
gave the full 100 per cent. count of foci, and B showed 
about 30 per cent., a value within the range we 
consider as negative, although it might also indicate 
a commencing antibody production. Serum taken 
three weeks later showed definite antibody, reducing 
the count of foci to 2-1 per cent. of the control 
in the case of Y, to 0°75 per cent. for case B. 
It will be seen that the sera are much less active 
than serum from an average infected adult, but 
the activity is sufficient to establish the primary 
nature of the stomatitis infection, 


DISCUSSION 


These results seem to provide material of consider- 
able epidemiological interest, bringing herpes simplex 
infections much more closely into line with other 
Virus diseases than has usually been recognised. In 
outline, the position seems to be that primary herpes 
is an infective disease spread by droplet infection or 
by salivary contamination, particularly in the age 
period of one to three years. The initial lesion is a 
vesicular stomatitis, often with fever, and not 
uncommonly associated with secondary bacterial 
infection. In all probability, once infection has been 


effected in infancy, the virus remains present in the — 


body throughout life. In no other way is it possible 
to account for the fact, which has been strikingly 
evident throughout this investigation, that, irrespec- 
tive of the age of the subject, if antibody is present 
at all it is present in high titre. 

The sharp. differences in regard to the proportion 
of positive antibody carriers in different social groups 
can hardly be explained except on the assumption 
that the serological state is determined early in life 
and not changed thereafter. There are considerable 
differences in the extent to which pre-school children 
mix in the different social grades, but during school 
and adult life opportunities for the spread of infection 
must be approximately equal. As a working hypo- 
thesis, we may adopt the view that, once maternally 
transmitted immunity has been lost, there is a period 
roughly from nine months to perhaps five years of 
age during which the child is readily susceptible to 
infection of the buccal mucosa by herpes virus. Once 
infection has been acquired, the virus persists in 
certain cells throughout life and provokes its charac- 
teristic manifestation, labial herpes, when conditions 
are suitable. After the period of early childhood we 
must assume the development of a resistance to 
primary extrinsic infection which is independent of 
the presence of circulating antibody. This resistance 
can readily be overcome when the virus is experi- 
mentally inoculated, for instance, as in Teissier, 
Gastinel, and Reilly’s (1926) experiments on the 
scarified skin, but it is sufficient to prevent infection 
of the intact mucous membranes, Alternatively, if 
herpes infection takes place in older persons, the 
infection must be transient, provoking little antibody 
and not producing the permanent carrier state. In 
this connexion it is interesting to consider the only 
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experimental virus disease which is known to persist 
under suitable conditions through the whole life of 
the animal—lymphocytic choriomeningitis in mice. 
Traub (1938) finds that mice infected in utero or 
immediately after birth develop an infection which 
not uncommonly kills them; but, if they survive, 
their tissues remain virulent for at least a year. and 
probably for the whole life of the animal, When 
older animals bred from non-infected stock are 
experimentally infected, the virus persists for some 
time but is nearly always eventually got rid of com- 
pletely. Against the view that adult primary infections 
do not produce persistence of the virus in the body 
is the evidence of Nicolau and Poincloux (1924) that 
a human subject accidentally infected with herpes 
may suffer recurrent lesions at the site of inoculation. 
Whatever alternative is adopted does not detract 
from the importance of infancy and early child- 
hood as the determining period in regard to 
persistent herpetic infection. 

The site of the persisting infection is still unknown. 
The two most important possibilities are that the 
virus remains dormant (1) in the nervous system, 
with the Gasserian ganglion as the most probable 
site in relation to labial herpes, or (2) in the epithelial 
cells of the buccal cavity, which is the locus favoured 
by Levaditi and his collaborators (1922). We have 
given evidence that the virus is not demonstrable 
by inoculation methods in the Gasserian ganglia of 
persons with high titre antibody in their serum. 
Unfortunately this is hardly conclusive. It is 
conceivable that dormant virus in a cell may not be 
liberated by grinding or even by digestion of the cell 
in the tissues of the inoculated rabbit. More important 
negative evidence would be to show the absence of 
virus in the ganglion of a patient dying at a time 
when recent herpes lesions were present, but no such 
opportunity has been available. 


SUMMARY 


(1) Herpes antibody in human sera can be titrated 
on the chorio-allantois, (2) With very few exceptions, 
human sera either contain no herpes antibody or 
are highly active against the virus. (3) Herpes antibody 
is much commoner in sera from hospital patients 
than in sera from a group of fifteen university 
graduates, (4) There is no relation between suscep- 
tibility to clinical poliomyelitis and absence of herpes 
antibody. (5) Herpes virus could not be demonstrated 
post mortem in the Gasserian ganglion of persons 
with high-titre herpes antibody. (6) Aphthous 
stomatitis in infancy is the common manifestation 
of primary infection with herpes virus. (7) The 
epidemiology of herpes infections is briefly discussed 
in the light of these findings. 
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HMOPTYSIS AND LUNG INFILTRATION 
CAUSED BY AVITAMINOSIS 


By TORBEN JERSILD, M.D. 


ASSISTANT IN THE MEDICAL DEPARTMENT OF THE FINSEN . 
INSTITUTE, COPENHAGEN . 


WEE treating a number of patients with citrin * 
for hemorrhagic diathesis in the medical depart- 
ment of the Finsen Institute we observed a case in 
which the patient's main symptoms were a pul- 
monary affection with hemoptysis and radiological 
changes in the lungs. Under this treatment the 
tendency to hemorrhage and the lung symptoms 
both receded. 


CASE-RECORD 


The patient, a woman aged 36, was admitted to the 
Finsen Institute on May 31, 1937. There was no 
tuberculosis in her family, and she had been healthy 
in childhood and youth, apart from a tendency to 
have bruises from slight trauma. Her menses, 
from her 14th year, were always regular but weak, 
2-3 days/4 weeks. During the previous ten years she 
took thyroid extract daily, for reduced metabolism, 
but she had not done so during the past year. 

The present affection began in January, 1937, 
being manifested by cough, expectoration, hemo- 
ptysis, swollen cervical glands, gingival hemorrhage, 
and spontaneous ecchymoses and petechis, especially 
on the extremities; there were also poor appetite, 
pronounced lassitude, and functional dyspnea, but 
no increase of temperature. This syndrome having 
aroused suspicion of pulmonary tuberculosis, the 
patient was examined in February, 1937, at the 
tuberculosis dispensary, where a radiogram revealed 
a large right hilus, for which reason she was kept 
in hospital from March 2 till April 3 for observation 
for pulmonary tuberculosis. 


The Mantoux reaction was negative (0:01 mg.—; ` 


0-1 mg.—), and culture after gastric lavage proved 
negative for tubercle bacilli. Nothing abnormal was 
found in the urine. Examination of the blood gave 
the following results: sedimentation-rate 15 mm., 
hæmoglobin 91 per cent., red cells 5,020,000, colour- 
index 0-91, leucocytes 6100, and platelets 100,000 
and 164,000. Radiography of the lungs on April 2 
showed both hilar regions enlarged and blurred and 
the perihilar outline enlarged, especially on the right 
side. The patient had laboured respiration, and 


* The citrin was kindly provided by Prof. Szent-Györgyi and 
.by the Ferrosan Company. 


numerous rales were heard throughout the anterior 
and posterior surfaces of the lungs. There were many 
large ecchymoses on the lower extremities and 
infiltration of the subcutaneous tissue. 

Since spontaneous ecchymoses continued to appear, 
she was treated with lime, lemons, and carbon-are 
light. There was some improvement, though the 
weight was still falling. She then insisted on bemg 
discharged. Since she continued to cough and her 
condition became worse, she was again examined at 
the dispensary, and radiography on May 21, 193%, 
revealed a massive shadow in the middle of the right 
lung area. The Mantoux reaction being negative 
and culture after gastric lavage showing no tubercle 
bacilli the lung change was interpreted as a tumour, 
and the patient was sent the same month to the 
Radium Hospital, where repeated examinations of 
her sputum were negative for tubercle bacilli, and 
the Mantoux reaction was negative (0:1 mg.—; 
l mg.—). Examination of the blood showed platelets 
288,000, coagulation-time 2 min., and bleeding-time 
24 min. Nothing abnormal was found on iaryngo- 
scopy and posterior rhinoscopy. Her temperature 
was normal. : 

A radiogram taken on May 30 (fig. 14) revealed, 
as did the last radiogram before hospitalisation, 
a massive shadow in the middle of the right lung 
area, extending from the lateral wall to the hilar 
region. The lower edge of the shadow was sharply 
defined, corresponding to the interlobular groove, 
whereas the upper edge was more blurred, the shadow 
merging with that of the lung. 

There being some petechi# and ecchymoses over 
the sternum, antecubital fossee, and legs, the patient, 
without being treated, was transferred to the medical 
department of the Finsen Institute. Her chief 
symptoms on admission were cough, expectoration 
(occasionally blood-tinged), slight stitch in the right 
side, poor appetite, loss of weight (15 kg. during the 
past half-year), great tiredness, and ecchymoses. 

She was pale and thin, weighing 46-7 kg. (height 
155 cm.) Her teeth were defective, some with 
parodontitis; her oral mucosa and gingiva were 
normal, with no sign of bleeding; and she had 
cervical adenitis. There was no dyspnoea or cyanosis, 
but respiration was somewhat laboured, almost 
stertorous. There was dullness on percussion over 
the right anterior and posterior surfaces of the lungs 
as far as the third rib, with bronchial respiration and 
coarse rales. There were a few petechis over the 
sternum and ecchymoses over both antecubital 
fossæ and a few on the thighs. (When shortly after 
admission the patient was about to be radiographed, 
large ecchymoses appeared on the back of both thighs 
when she was placed on the table.) Physical examina- 
tion otherwise revealed nothing abnormal. 


A (30.v.37) 


Fic. 1—Radiograms: A, showing massive shadow in the 


middle of the right lung area, extending from the 
lateral wall to the hilar region. On June 25 and 
July 26 the infiltration in the right lung was 
unchanged. B, showing right lung much clearer, 


B (20.x.37) 


C (26.viii.38) 


with only an interlobular pleural shadow and a 
slight density of the right hilar region. - C, showing 
both lungs apparently normal except for remains 
of the former interlobular pleural shadow in the 
right lung. 
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The blood Wassermann reaction and the sero- 
reaction to Bact. tularense were negative. 


count gave the following results :— 

Red cells -- 4,500,000 Polymorphs 84% 
White cells 7 6900 Lymphocytes 10% 
Hæmoglobin .. 80% Monocytes 6% 
Colour-index .. 0-9 


Platelets (eight 
examinations) 290,000—500,000 


The sedimentation-rate was 21 mm. (for the later 
examination see fig. 2); bleeding-time (Duke), 2-3 min. 
(six examinations); coagulation-time, 1-2 min. (six 
examinations); plasma colour figure, 3-4; serum 
protein, 7 per cent. (3-22 per cent. albumin and 3-78 per 
cent. globulin ; 
Formolgel reaction + 24 hours. Takata + +. 

Direct examination of the sputum for the presence 
of tubercle bacilli proved negative on eight occasions ; 
culture and inoculation of sputum also produced 
negative results. Direct microscopy and cultivation 
proved negative for actinomyces. The Mantoux 
test was negative (1 mg.—). Capillary resistance 
was considerably lowered: + mm. (suction 
method), Bexelius + (more than 100 petechie) 
(Jersild and Elmby 1938). Sternal puncture showed 
nothing abnormal. There were no pathological com- 
ponents in the urine. The basal metabolic rate was 
120-105. Radiography of the lungs on June 25 and 
July 26, 1937, showed that the infiltration previously 
noticed in the right lung (fig. 1A) was unchanged. 
The temperature was normal throughout the period 
in hospital. | 


Treatment.—The greatly lowered capillary resistance 
and the tendency to spontaneous ecchymoses and 
petechis being manifestations of the hemorrhagic 
diathesis, ascorbic acid was administered, 300 mg. 
being injected intravenously daily from June 20 
to 29. No improvement was observed; fresh 
ecchymoses and petechize constantly appeared, and 
the capillary resistance was unchanged: June 18 
+ 60 mm., June 22 + 50 mm., July 1 +35 mm. 
On June 23 there was hemoptysis. 

Treatment with vitamin P was then begun, 50 mg. 
of citrin being injected intravenously daily from 
July 1 to Aug. 4. During this treatment the 
following capillary-resistance values were found :— 

July 1+ at 35* mm. Hg. 
» 8+ , 60 5 
» 10+ „ 85 = 
» 16+ „ 100 » 
Aug. 3 + „ 150f ie 
* Bexelius + (more than 100 petechic). 
t Bexelius — (no petechise). (See also fig. 2.) 

Simultaneously with the distinct improvement of 
the capillary resistance the ecchymoses and petechiæ 
disappeared (only insignificant ecchymoses after 
July 13 and none after the 29th). There was no 
cough or expectoration after the 17th, and the general 
condition improved ; the appetite was better, and the 
patient began to put on weight (2-1 kg. during the 
citrin treatment). On Aug. 4 she was out of bed 
and quite well. Menstruation began on Aug. 19 
after four months’ amenorrhea. A radiogram taken 
on Aug. 25 showed that the infiltration in the right 
lung was beginning to clear. There was a slight 
dullness corresponding to the affected lung area, but 
no murmurs or definite respiratory changes were 
found. The patient was discharged on the 28th, 
her weight being 49:5 kg., a total increase of 5 kg. 


Subsequent examinations.—On Oct. 20, 1937, she 
reported that she had had no ecchymoses since 
discharge, felt well, did not expectorate, and had 
put on 4 kg. in weight. The radiogram (fig. 1B) 
showed that the right lung was much clearer, with 
only an interlobular pleural shadow and a slight 
density of the right hilar region. 

On Aug. 26, 1938, her general condition was good, 
her weight having increased from 53-3 to 64-2 kg. 
She had no cough or expectoration. Her menses 
were regular and normal in amount. There was no 


A blood- | 


relative albumin percentage 46). 


Capillary resist (mmhg) 


Sedimentation-rate 


Sept. 


May 


Jan. Mar. July 
1937 

Fic. 2—Graphs of weight, capillary resistance, and sedi- 
mentation-rate, showing effect of treatment with citrin. 


Asc.=ascorbic acid. 


Sign of hemorrhagic diathesis. On auscultation 
the lungs appeared normal. The radiogram (fig. 1c) 
showed remains of the pleural shadow on the right 
side ; otherwise both lung areas appeared normal. 


DISCUSSION 


Presumably the only explanation of this case is 
hemorrhage in the lung tissue, with hemoptysis 
and radiological signs of infiltration. I have pre- 
viously reported (Jersild 1938) a case of hemorrhagic . 
diathesis (Schénlein-Henoch purpura), in which 
there were hemoptysis and radiological changes 
in the right lung. In spite of careful examination 
at various tuberculosis dispensaries no pulmonary 
tuberculosis was found in this case either. The 
present case emphasises the advisability of always 
testing the capillary resistance in cases of hemoptysis 
in which no causal organism can be found. It 
would also be of interest to investigate whether 
some of the hæmoptyses of tuberculous patients 
are not the result of a deficiency of vitamin P. 


SUMMARY 


A woman of 36 had hemoptysis, and X-ray 
examination showed infiltration of the lung. There 
was no other evidence of pulmonary tuberculosis, 
but she had had previous manifestations of the 
hemorrhagic diathesis. She was cured with citrin 
(vitamin P), the lung infiltration receding also. 


My acknowledgments are due to my chief, 
Dr. Hecht Johansen, for permission to report this 
case. 
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“.. I was thinking to myself of the hopeless woe of 
the young mothers who never got an anæsthetic—for 
you can’t call a rope to bear down with an anæsthetic— 
but were allowed to suffer on provided they were healthy, 
and this chiefly owing to the custom of their elders, the 
‘auld ones,’ who had a child in agony thirty years ago 
perhaps, and so insisted that the young women should 
‘go through it’ in their turn—man’s inhumanity to 
Man is as nothing compared with the remorseless and 
relentless inhumanity of woman to woman, or man for 
that matter; and the holiest women are the worst... .” 
From “Tumbling in the Hay ”’ by O. Sr. J. GOGARTY, 
London. 1939. 
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FREE AND COMBINED CSTROGENS IN 
THE BLOOD DURING PREGNANCY 


By O. Mustsock, M.D., Ph.D. 


(From the Pharmacotherapeutic Institute of the 
University of Amsterdam) 


It has long been known that the major part of the — 


cestrogenic hormones in the urine of pregnant women 
is eliminated in a combined form,!25-? which is 
scarcely active cestrogenically when injected (Cohen 
and Marrian 1936). Hence in the determination of 
the total amount of hormones eliminated it is 
necessary to bring about first of all the conversion 
of these combined hormones into the free hormones 
by heating with acid (hydrolysis) (Cohen and Marrian 
1935). It was also demonstrated eighteen months 
ago that part of the cstrogenic substances circulates 
in a combined form in the blood of pregnant mares 
(Mühlbock 1937). 

It appeared important therefore to examine the 
blood of pregnant women, and this has now been 
done. Since we were not justified in taking the blood 
samples from healthy pregnant women, we have 
availed ourselves of retroplacental blood from healthy 
women in childbirth. At the same time we have 
also examined the blood of women with pregnancy 
toxsmia, on whom venesection had been carried 
out on therapeutic grounds. 

The. extraction was carried out according to the 
process worked out by Dingemanse (see Miihlbock 
1937). The retroplacental blood was collected 
directly in the labour ward in a bottle containing 
alcohol; the alcohol was evaporated and the residue 
extracted directly by warming with benzene, first 
in the neutral state and then after addition of hydro- 
chloric acid. Standardisation was always carried 
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AT a meeting of this society on March 13, with 
Dr. C. E. LAKIN, the president, in the chair, a 
discussion on 

Coronary Thrombosis 


was opened by Dr. D. EvAN BEDFORD. He said that 
the term was commonly employed to include all cases 
in which acute infarction of the heart was believed 
to be present, although in fact there might be no 
thrombosis but only an atheromatous stricture of the 
artery. Fuller understanding of the pathogenesis 
of anginal pain had only served to emphasise the 
essential unity of angina pectoris with coronary 
thrombosis, The pain was an expression of cardiac 
ischemia, the usual cause of which was coronary 
obstruction. Angina was the symptom of coronary 
occlusion, and the two could not be sharply distin- 
guished. Statistics showed that 85 per cent. of all 
cases of coronary thrombosis were males, the sex- 
incidence becoming almost equal in advanced age. 
The disease had always been common and the 
apparent recent increase in its incidence was probably 
due to its better recognition. The basis of coronary 
occlusion was atheromatous sclerosis or atheroma 
of unknown cause. Hypertension could not be 
regarded as causal, but it probably favoured the 
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out on castrated mice and compared with a standard 
preparation. Neutral extraction gives the free 
hormone; extraction after addition of acid gives 
the combined hormone. In order to check the 
completeness of the neutral extraction, the retro. 
placental blood was extracted a second time in the 
neutral condition: this second extract was not 
active cstrogenically. The results are collected 
together in the accompanying table, the international 
units given referring to 1 litre of blood or serum 
respectively. 


Free |Com bined| Total | Per- 
Kind of blood | hormone hormone |hormone| centage 
| mee Ui) |, {E09 (1.U.) | combined 
Retroplacental G } ee | 1000 100 0 | 2000 50 
blood 2)ee 500 250 750 33 
Pregnan -a 1; 250 100 350 29 
toxemia i 500 400 900 | 44 
Eclampsia > | 


It will be seen that in all the blood samples examined 
from pregnant women part of the cestrogenic hormone 
the combined part 
amounts to 30-50 per cent. based on the biological 
activity. Hence in order to obtain the total cstro- 
genic hormone content of the blood of pregnant 
women it is necessary to examine the blood after 


hydrolysis. In the investigations hitherto published 
this necessity has not been borne in mind. 
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onset of a severe degree of atheroma. The general 
impression of clinicians was that the usual subject 
was a stocky, powerfully built person with a tendency 
to obesity. This tendency was important, if only 
because it could be remedied. In Dr. Bedford's 
opinion neither intellectual nor manual labour, 
but rather hard living and self-indulgence, pre- 
disposed to the disease, There was some evidence 
that in temperate zones it was more frequent in the 
winter, and there might be good reason for sending 
potential cases to winter in warmer climates. The 
importance of heredity had been much exaggerated. 
The three common types were anterior, or right, 
infarct ; posterior, or left, infarct; and lateral infarct 
from occlusion of the circumflex branch. The clinical 
Picture of the acute attack was well known, Its 
three cardinal features were anginal pain, circulatory 
collapse and shock, and dyspnea and heart failure. 
Fever, leucocytosis and a raised sedimentation- 
rate were common, Pain might be slight or absent 
in a patient who already had some degree of cardiac 
insufficiency or failure. Acute left-ventricular failure 
in a patient with normal or low blood-pressure and 
no signs of aortic disease should suggest coronary 
occlusion. The more gradual types of infarction 
were nearly always painless. Another form of onset 
was syncope and collapse, followed by dyspnea and 
edema, In the abdominal or pseudogastralgio type 
anginal or epigastric pain was associated with vomit- 


THE LANCET] 


ing or distension. Abdominal symptoms occurred 
in severe cases, but these patients gave ample evidence 
of cardiac weakness. Of the complications, embolism 
was likely to occur in the first ten days; it might be 
pulmonary, systemic, or both. Abnormal rhythm 
might occur in the first week, occasionally later. 
About half the patients had auricular. fibrillation, 
and about 14 per cent. suffered from paroxysmal 


_ tachycardia or heart-block. Cardiac aneurysm was 


found in 9 per cent. of cases post mortem, nearly 
always at the site of an anterior infarct, so that the 
electrocardiogram was always of the T, type. The 
T, type was associated with posterior infarction. 


Dr. Bedford demonstrated the correlation of © 


electrocardiographic readings with clinical and patho- 
logical data. The differential diagnosis from gall- 
stones and gall-bladder disease might be difficult, 
and in cases of doubt an electrocardiographic test 
should be made before operation. The mortality 
from the acute type of coronary thrombosis did not 
exceed 30 per cent. The chance of the patient’s 
living two years after the attack was in his favour, 
but after that the odds against him increased until 
they were four to one against his living five years. 
A patient whose heart was enlarged had only half 
as good a prognosis as one whose heart remained 
the normal size. Morphia should be given in doses 
sufficient to relieve pain, and absolute rest and 
adequate nursing were imperative. A low-calorie 
diet was of real value—e.g., 200 o.cm. of milk at 
four-hourly intervals four times a day, supplemented 
by water. Dr. Bedford insisted on a complete fluid 
diet for at least a week, and regarded overfeeding 
in the early stages as a real danger. Moderate doses 
of digitalis were needed in heart failure or auricular 
fibrillation. Quinidine might be life-saving in 
paroxysmal ventricular tachycardia, ‘Two months 
in bed was the minimum safe period, and should 
be followed by three to six months’ convalescence. 
Patients who made a good recovery should be restored 
to activity and work; idleness was deleterious. 
Grafting operations were on trial, and their merits 
might well be explored in cases of syphilitic stenosis 
of the coronary ostium, which always became worse 
in spite of medical treatment, 

Dr. C. Kerru Smerson spoke from the angle of 
a medicolegal pathologist, a type-of worker who, he 
said, saw an unusually large number of these cases 
after death, The clinician had only an indifferent 
knowledge of the vast numbers of persons who 
dropped dead of coronary disease without ever 
having suffered or seen a doctor. The pathologist 
should not slit the vessel lengthwise but make 
repeated transverse cuts so close together that no 
part of the lumen escaped examination. The records 
of his last 3000 autopsies showed 580 cases of death 
from coronary disease, including 330 from coronary 
thrombosis. The age-incidence of coronary occlusion 
alone was about a decade higher than that of throm- 
bosis, The incidence was much greater in the left 
artery, particularly in the descending branch, and 
increased with the physiological load. Atheroma 
was not only a constant accompaniment of thrombosis ; 
it was always present at or near the site. Dr. Simpson 
described the local factors and the mechanism by 
which a laminated thrombus grew slowly; when 
it had almost completely blocked the lumen, a 
red thrombus grew quickly down the lumen on the 
distal side. If death took place before the red 
thrombus had formed, the keenest sight and the most 
perfect technique were required to detect every 
laminated clot. The most important systemic factor 
was sleep, with its retardation of the flow in the 
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coronary vessels, In a large proportion of the cases 
death occurred in sleep or during a doze after a 
satisfying meal, The precipitating retardation of 
circulation might, however, also be occasioned by 
a sudden alteration of flow, as in collapse from 


. coronary occlusion, perforated ulcer, cerebral hæmor- 


rhage or injury. The reaction to mental excitement 
might be complicated by thrombosis, and debilitating 
disease might predispose, especially when accompanied 
by infection. 

Not a few persons lived to a natural old age after 
coronary thrombosis or even infarction. An old 
infarct scar was found at one autopsy out of every 
thirty. The immediate prognosis was, however, 
grave, 48 per cent. of deaths occurring within forty- 
eight hours and 82 per cent. of the remainder within 
a week. One-third of the patients with infarction 
who came to post-mortem examination had died 
from rupture of the heart at the fourth or fifth day. 
On the other hand patients might follow exhausting 
occupations for some days before collapsing. Of 
the 93 cases of old infarct scarring, 82 had had no 
previous history and had never even complained of 
symptoms. ; 

In a large number of accidents involving injury, 
heart disease had in fact been the cause. For example 
a workman had been found dead in a partly erected 
house with a number of collapsed props round him, 
but autopsy showed that he had died of ruptured 
infarct. Cases in which trauma precipitated throm- 
bosis were of three distinct kinds: those in which 
there was direct injury of the chest, those in which 
thrombosis followed injury to another part of the 
body and collapse, and those in which thrombosis 
followed collapse which might be held due to mental 
shock. Action was sometimes unfortunately taken 
on the slenderest evidence of a connexion between 
occupational strain or a slight injury and the develop- 
ment of coronary thrombosis, disablement and death. 
Each case demanded the most careful examination 
and judgment on its own merits. 


DISCUSSION 


Dr. A. HOPE GOSsE showed a number of electro- 
cardiograms illustrating various types of coronary 
thrombosis. One of these showed that the rhythm 
of auricular fibrillation under operation for removal 
of calcium from the pericardium had become normal 
five minutes after the formation of the window, but 
a premature contraction had occurred every time 
the surgeon touched the ventricle. 

Dr. G. E. S. Warp described a patient who had 
developed heart-block two or three days after the 
thrombosis ; it had lasted less than forty-eight hours. 
He asked whether this was a common experience, 
and what was the reason for the heart-block. He 
also asked the youngest age of incidence, and men- 
tioned that he had seen that day an electrocardiogram 
typical of coronary thrombosis from a young man 
in the twenties who had had no pain. — 

Dr. F. PARKES WEBER suggested that rumour, as 
reported by Tacitus, had been wrong in ascribing 
Nero’s death to poison administered by the physician 
Xenophon summoned from Cos by the Empress 
Agrippina. The real cause was more likely, he 
considered, to have been coronary thrombosis. 

Dr. C. J. BERKELEY Way declared that, so far 
from the symptoms of acute coronary thrombosis 
being familiar to medical practitioners, most doctors 
had not yet become “coronary conscious.” He had 
become so through a dramatic case he had seen ten 
years ago, and he now always went at once to any 
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patient who complained of flatulent indigestion in the 
middle of the night. Knowledge of the condition 
was taught freely in the schools, but had not yet 
reached the body of practitioners over forty-five 
years of age. 


Dr. E. ADOLF ScHoTtT said that the best time: 


to obtain the fully developed electrocardiographic 
record was twenty-four hours after the attack. 
Pathological conditions in the gall-bladder and lungs 
could set up a reflex action which would produce some of 
the characteristic electrocardiographic abnormalities. 
Inversion of the T and P waves sometimes immediately 


followed an infarction of a small pulmonary vessel, . 


and the appearances simulated those of posterior 
infarction. It might be reasonable to ask the patho- 
logist, in cases where even with the best technique 
he obtained a negative picture, to look for small 
emboli in the further branches of the pulmonary 
artery. _ 


Dr. JAMES McDONNELL said that in two cases of 
coronary thrombosis he had demarcated with a 
stethoscope what he described as a ‘dissed’ or 
dead area, giving absolutely no sound at all, over 
the muscle affected by the infarction. He suggested 
that this might prove to be a useful sign. 


Dr. WriL14M Evans declared that the condition 
should be called cardiac infarction and not coronary 
thrombosis, first because of the frequent absence of 
thrombosis and secondly because syphilitic infarction 
was well known to occur without thrombosis. It 
was necessary for the benefit of the student to 
distinguish between the angina of ischemia and that 
of infarct. Cardiologists were familiar with the 
patient who had a short history of attacks of angina 
pectoris of effort and who showed no clinical signs 
or symptoms of cardiac infarction but whose electro- 
cardiogram followed its typical curve. Differential 
diagnosis could not in future be considered definite 
without an electrocardiogram. Stress might have an 
influence on the formation of atheroma. He suggested 
six weeks rather than two months as a minimum 
rest period. 


Dr. ERIC GARDNER said that in rupture of the left 
ventricle there was often evidence that the process 
had continued for some days. Cold weather might 
precipitate the rupture, presumably by increasing 
the blood-pressure. Weather conditions might 
adversely affect an infarction which would otherwise 
have cleared up and given rise to the extraordinarily 
thin scar which was sometimes seen at autopsy four 
or five years afterwards. He always gave half a 
grain of morphia to begin with and repeated it in 
half an hour if the pain had not subsided, giving a 
third injection also if necessary. The results of this 
massive morphia treatment had been good. Indiges- 
tion and flatulence were constant forerunners of 
coronary thrombosis. The history was often first 
a flatulence which the patient treated with sodium 
bicarbonate; secondly what he called dyspepsia 
and treated with a MacLean powder; and thirdly 
a final attack of dyspepsia which came to the 
consulting-room as coronary thrombosis. 


Dr. BEDFORD, in reply, said that the first electro- 
cardiogram was best taken on the fourth, fifth or 
sixth day. The physician must advise what he 
thought was safe, not tell the patient how foolish 
he might be with impunity. 

Dr. Simpson, also in reply, said that he had known 
a few cases under 30 and that cases between 30 and 
35 were not uncommon in men, but that he had never 
seen one under 40 in a woman. 
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ROYAL SOCIETY OF MEDICINE 


SECTION OF PROCTOLOGY 


AT a meeting of this section held on March 8, 
with Mr. J. P. LOCKHART-MUMMERY in the chair, 
a discussion on | 

Megacolon 


was opened by Prof. E. D. TELFORD. He classified 
these cases tentatively into congenital and adult 
types; inheritance was probably not the whole 
explanation of the adult types because in children 
the condition was commoner among boys (about 
3 to 1) whereas women predominated among adult 
patients, in whom such factors as bands, kinks, and 
valvular obstruction might play a part. Prof. 
Telford had performed lumbar-cord ganglionectomy 
on 2 men and 4 women with only temporary benefit, 
and the same operation on 6 young women with 
constipation and a large ptosed colon had given 
disappointing results. 

He proposed to discuss mainly the congenital 
megacolon of childhood. Control of the mechanism 
of peristalsis by the autonomic system was probably 
not complete because smooth muscle deprived of 
nerve impulses was still capable of action ; the 
conception of the sympathetic as the “filler >° nerve 
and of the parasympathetic as the complementary 
“ emptying ” nerve was too simple because there 
was evidence that nerve influence varies with the 
state of a viscus at any given time. However, clinical, 
experimental, and postoperative evidence supported 
the view that megacolon results from autonomic 
imbalance producing achalasia with resultant colonic 
dilatation. In his view the site of achalasia was more 
often at the pelvi-rectal junction than at the anal 
sphincter, but the mechanism of achalasia was not clear, 
Overwork and distension of the bowel were associated 
with hypertrophy and fibrosis, which affected 
adversely the prognosis of operations on the nerve- 
supply. If at operation a brisk response was obtained 
on light pinching of the bowel with dissecting forceps 
a good result might be expected. According to 
Finney the plexuses of Meissner and Auerbach were 
histologically normal in megacolon. In diagnosis 
constipation was ‘the outstanding symptom, but 
certain cases of what might be called ‘‘ retention 
colitis’? had diarrhea with 5-6 small liquid motions 
a day. Children with megacolon were undersized, 
thin, sallow and very lethargic: the anzemia, loss of 
weight, distension and soft palpable masses in the 
abdomen might simulate tuberculous peritonitis. 
The diagnosis was easily made by a radiogram after 
a barium enema or meal, but this was a measure only 
of distensibility ; function was more important. 

While minor cases might be kept well by constant 
medical supervision, operative treatment was indicated 
in the more severe cases requiring repeated enemata 
and going backward in health and energy. In 
children sympathectomy had now replaced short- 
circuits and resections. The point at which the 
sympathetic supply was best interrupted must be 
considered in relation to the anatomy of the sympa. 
thetic supply to the left side of the colon, which was 
affected in over 70 per cent. of cases. Operation must 
be bilateral, the colon being an organ of medial develop- 
ment, and Prof. Telford explained his reasons for 
practising bilateral division of the lumbar splanchnics 
by a transperitoneal approach ; to avoid regeneration 
it was probably better to remove the portion of 
ganglionated cord, say L.1 and L.2, from which the 
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lumbar splanchnics arose. Bilateral section of the 
white ramus of the first lumbar nerve was too for- 
midable, and interference at the point of origin of the 
inferior mesenteric artery was liable to cause sexual 
disability in boys and the destruction of parasympa- 
thetic fibres. His own results from division of the 
lumbar splanchnics showed that of 5 boys and 4 girls, 
aged 4-16 years at operation between 1932-36, 6 were 
in excellent condition, being well grown and requiring 
no purgatives, 2 were partially cured, requiring a mild 
laxative or liquid paraffin once or twice a week, 
and 1 was a complete failure; the last was a mental 
defective with bad home surroundings, A boy aged 
8 who was sallow and lethargic on admission, and 
attended hospital for periods of three months to 
unload the bowel, eventually had a section of the 
lumbar sympathetic cords: since 1932 he had not 
required purgatives and now played football. Prof. 
Telford demonstrated radiograms of the effect of 
operation: the pelvic colon, seen as a massive 
lump on the right side of the abdomen, was in its 
proper position 3 months after operation, where it 
remained 24 years later, although still enlarged. 
Since Merle Scott and his co-workers had reported 
that patients given spinal anesthesia for diagnostic 
and prognostic purposes had been “practically 
completely cured ”?” without operation, Prof. Telford 
had tried this method between January and July, 
1938, on 4 cases of advanced severe megacolon and 
these had remained quite well up to the present. 
Decicaine had been used, with level of anzsthesia 
up to T.3. A boy aged 12, whose period between 
bowel actions had previously been 2-3 weeks, had 
not required purgatives since treatment in January, 
1938, and was now actively engaged in sports, particu- 
larly swimming. A year after treatment the pelvic 
colon was still dilated but functioning perfectly. It 
was hardly justifiable to report results before the 
lapse of 2 years but the method merited further 
trial. 
Sir LANCELOT BARRINGTON-WARD described his 
experiences with congenital megacolon. Earlier results 


with colectomy had usually been disappointing . 


although he had evidence of symptomatic cure of 
2 boys, aged 3 and 8, on whom the operation had 
been performed in 1913 and 1928 respectively. He 
had achieved consistently satisfactory results only 
since attacking the sympathetic supply of the colon. 
More than two-thirds of his cases had been operated 
upon more than 3 years ago: of the total of 31 cases 
(21 males) aged between 5 months and 12 years, 
24 were alive and well and 7 were dead. Since 
presacral sympathectomy (excision of the presacral 
nerves and inferior mesenteric ganglion) might cause 
sterility in males he had limited it to females, later 
giving it up altogether because his results by 
abdominal ganglionectomy (2nd, 3rd, and 4th ganglia) 
were better. There had been no selection of cases— 
many were severe and 3 were aged 6 months or under : 
medical measures were exhausted before operation. 
The only mortality had been with presacral sympa- 
thectomy: 2 died of the operation, from pulmonary 
collapse and pneumonia, and 5 died 3 months to 1 
year later after a second operation for volvulus 
or obstruction. The 24 patients had all been well 
for 3 years or more after operation. The return of 
good function was the most certain expectation 
(the bowels mostly moving daily without purgatives) 
although in some cases 2-3 weeks might elapse before 
such regularity was established. Abdominal dis- 
tension took longer to improve owing to fibrosis: 
the condition was arrested rather than cured, and the 
younger the child and the less the deformity the 
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better the result. The danger of volvulus was an 
anxiety, and relapse during the early postoperative 
months was not uncommon. During the first few 
months a daily action of the bowels might be ensured 
by a small dose of senna and paraffin or if necessary 
a small enema. That heredity played a part was 
suggested from the fact that 1 girl had an aunt who 
died from the disease, and that 2 patients were 
brothers with a third younger brother awaiting 
operation. In infants the disease was limited to 
the hind-gut; the fact that dilatation of the rest 
of the colon was secondary made it unnecessary, 
in his opinion, to divide the sympathetic supply on 
the right side. Sir Lancelot referred to an infant, 
aged 6 months, with extreme constipation and 
abdominal distension, who had remained at bis birth- 
weight of 8 lb., and had subsisted for 3 weeks on 
subcutaneous saline before abdominalsympathectomy: 
within a month he had put on 2 Ib, and thereafter 
progressed more or less normally. . 

Prof. J. PATERSON Ross said that at the surgical 
professorial unit at St. Bartholomew’s Hospital they 
had treated 6 cases of infantile megacolon by 
sympathectomy. Surgery was performed only after 
failure of thorough conservative treatment in cases 
dating from early infancy with considerable dilatation 
of the colon. Evidence of neuromuscular defect 
in bladder or ureters was an additional indication. 
A barium enema (by showing the degree of distension 
which caused no discomfort) and spinal anzsthesia 
were valuable aids in the selection of cases. Opera- 
tion should not be delayed after the age of 5-6 years 
because only in young children was the normal 
bowel calibre likely to be restored. He thought 
that the condition might perhaps be due to a gap 


_ between the vagal and sacral supplies, thus allowing 


sympathetic predominance in a limited portion of 
bowel: dilatation of the colon was unlike that 
produced by mechanical obstruction. He might in 
future try a radical splanchnic neurectomy (division 
of the 3 thoracic splanchnic nerves and excision of 
the upper 2 lumbar ganglia by. extraperitoneal 
approach) which gave the greatest chance of cure 
and was without apparent ill effect on other viscera, 
excepting the seminal vesicles : the choice lay between 
trying to cure the disorder and preserving the power 
of procreation. When the sigmoid alone was affected 
lumbar splanchnic resection might be satisfactory. 
Sir ARTHUR HURST had records of 11 cases in 
children (9 were boys) and 38 adult cases (20 were | 
males), He did not believe that there was a pelvi-rectal 
sphincter (a sigmoidoscope passed easily in children 
and there was no narrowing) and he thought that 
in megacolon the anal sphincter failed to open normally 
on contraction of the rectum. Cameron (2 cases), 
Edsall (8) and Roberts had reported fibrosis of 
Auerbach’s plexus. Toxic symptoms occurred only 
in children and adults taking aperients, which should 
not therefore be given. Radiologically the pelvic 
colon was seen on the left or right side underneath 
the diaphragm: a radiogram was shown with a 
bilateral gas-containing cavity. His cases, which 
were less severe than some of those mentioned earlier, 
had been satisfactorily treated by dilatation of the 
sphincter ani with a bougie for + hour each morning 
at first, the frequency gradually being reduced to 
once every 3 months. Volvulus had occurred in 
several long-standing cases. | E 
Mr. J. B. OLDHAM had treated 7 cases of megacolon, 
2 of which had been operated upon over 10 years ago, 
One (followed up since 1919), after initial acute 
intestinal obstruction, was readmitted continuously 
for bowel resections and dilatation of the anal 
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sphincter: a bilateral extraperitoneal lumbar 
ganglionectomy was performed in 1928 and the 
patient, now 24, was perfectly well, in fact 
vivacious, and the mother of two children. He 
considered this form of operation to be the best and 
safest, and that resection of the inferior mesenteric 
plexus and presacral nerve and transperitoneal opera- 
tion should be given up. He recalled a case which 
improved temporarily after spinal anesthesia (in 1926) 
but operation was ultimately necessary : however, in 
view of Prof. Telford’s remarks he would try the 
method again. 

Sir CHARLES GORDON-WATSON had resected the 
pelvic colon in 3 cases with satisfactory results: 
one was a woman aged 40 who had been pot-bellied 
since childhood and subsequently married. 


Prof. TELFORD, in reply, suggested that spinal 
anesthesia might bring the two halves of the system 
“into step ” again by the shock, the converse effect 
being illustrated by a case of mega-csophagus in a 
patient who had been quite well before dental shock. 
He referred to an unpublished case of mega-csophagus 
which he had treated with spinal anzsthesia in 
July, 1938. The patient took the common hospital 


diet on the day following the anesthetic, there had 


been no dysphagia since, and he had returned to 
work, i 


LIVERPOOL MEDICAL INSTITUTION AND 
THE MANCHESTER MEDICAL SOCIETY 


AT a meeting of these societies held at Liverpool on 
March 2, with Dr. WILLIAM JOHNSON, president of 
the Liverpool Medical Institution, in the chair, Mr. 
H. T. Simmons (Manchester) read a paper on 


Congenital Megacolon and its Treatment 


The condition, he said, was a congenital high-grade 
dilatation of the colon with thickening of the coats, 
especially the muscular layer. Although there was 
retention of large quantities of fæcal matter there was 
no obstruction to the lumen of the bowel and no 
evidence of the formation of any sphincter. The 
pelvic colon was the main site of the disease in some 
70 per cent. of cases. Microscopio examination 
showed hypertrophy and chronic inflammation, and 
although Cameron had stated that Auerbach’s plexus 
was degenerated, this had been denied by many subse- 
quent observers. Until recently the operation of 
Telford and Stopford had been the best method of 
treatment, but in the last twelve months a high spinal 
anæsthetic without any other measures had given 
good results. This appeared to provide strong evi- 
dence in favour of congenital megacolon being a true 
achalasia, and if the value of this treatment proved 
to be permanent it was a distinct step forward in 
treatment, since sympathectomy in young children 
was a major operation. 

Mr. J. B. OLDHAM said that he had treated 7 cases 
of Hirschsprung’s disease by lumbar sympathectomy, 
2 of them over ten years ago. He did not anticipate 
that spinal anæsthesia would be universally successful, 


Dr. R. ELLıs (Manchester) read a short paper on 
P.M. Findings in Cardiovascular Disease 


Of the 50 cases in his series 37 were males and 13 
females, with ages ranging from 10 weeks to 70 
years; the average age of the males was 56, and of 
the females 54 years. Disease of the coronary arteries 
was responsible for 31 of these deaths, in 17 of which 
there was demonstrable arterial occlusion; 11 of 
these 17 died within a few minutes and the longest 
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recorded interval was four hours after the onset of 


symptoms. Of the 14 cases where coronary disease 


was apparent, but no obstruction was found, a larger 
proportion died in bed. Thus, of 31 cases of coronary 
artery disease 17 had demonstrable obstruction; 
20 died very rapidly, and in the remaining 11 death 
occurred within a few hours of the onset of symptoms, 
In 5 cases there had been previous cardiac infarction, 


-Complications found with non-obstructive atheroma 


included dissection aneurysm of the aorta, ruptured 
aorta and a ruptured coronary artery. In 2 cases of 
coronary occlusion the left ventricle was ruptured. 
Other lesions found in this series included 4 cases 
of syphilitic aortitis, 1 with a ruptured aneurysm; 
5 of fatty infiltration of the myocardium ;. 3 each of 
Mitral stenosis and infective endocarditis; 2 of 
obliterative pericarditis; 1 of congenital defect of 
two aortic cusps; and 1 of large pulmonary embolus 
secondary to peripheral thrombophlebitis. 


NEW INVENTIONS 


THE ‘“'FIRLE ” EYE-MAGNET 


_THE magnet is a well-established instrument for 
the removal of iron or steel foreign bodies from 
within the eye, but few surgeons use a magnet for 
superficial foreign bodies, probably because it is 
quicker to use a spud than prepare an electro- 
magnet, and until now ordinary magnets have been 
too weak for effective use. Now Messrs. Gowllands 


of Croydon have manufactured an effective hand- 


surgeons working in districts where iron and sted 
works are numerous and foreign bodies in the eye 
of workmen common. 

This magnet is a cylindrical steel bar 4 in. long 
and } in. in diameter, weighing 4} oz. It is made 
of a steel alloy with high cobalt content and has 4 
lower density and a much greater lifting force than 
the old carbon-steel magnets. It does not sufer 
from ageing, and is stable at fairly high temperatures 
and under ordinary mechanical shock. It is alio 
stated to be very resistant to artificial ageing by 
external magnetic fields such as  direct-currest 
apparatus or lightning. Its lifting power is amazing: 
a 1 lb. weight from the kitchen scales was lifted and 
held with ease. One pole of the magnet is drilled 
receive interchangeable pole pieces with probe ends; 
of these there are four. The whole is chromium- 
plated. The pole pieces may be boiled, but the 
magnet is better sterilised by soaking in alcohol o 
5 per cent. carbolic solution. 

The instrument was supplied to me by Mess 
George Spiller Ltd., of 32, Wigmore Street, London, 
W.1. 

N. BisHop Harman, M.B. Camb., F.R.C.S., 


Consulting Ophthalmic S on to the West 
j P London Hospital. 
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THE AIR-RAID 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mrrcumer, C.B.E., T.D., F.R.C.S., and E. M. Cowett, D.S:0., T.D., F.R.CS. 


XI—WOUNDS OF HEAD, SPINE, AND 
PERIPHERAL NERVES 


Ir is the rule in general surgery to excise and 
suture all wounds, and nowhere is this rule so essential 
and successful as in the treatment of all wounds of 
the head and spine. It is true that in many cases 
damage to the central nervous system produces 
lasting and irreparable results, but relief of much 
suffering, limitation and amelioration of paralyses, 
and prevention of sepsis can be achieved by prompt 
excision and primary suture in all cases of wounds 
of the head and spine, It is common knowledge that 
patients suffering from both these classes of wounds 
stand transport badly; hence either they should 
be conveyed direct to the base hospitals for treatment 
or if they are operated on at a casualty hospital 
they must be retained there for at least ten days. 


Head Injuries 


Both clinically and pathologically head injuries 
fall into three great classes :-— 


(1) Those with no external wound—e.g., con- 
cussion, fissured fractures of the cranial vault or 


(2) Those with an external penetrating wound, 
rapid pulse, usually unconsciousness, and an early 
onset of diffuse sepsis—a type generally fatal. 

(3) Those with an open wound with or without 
extensive damage to the skull (depressed fracture) 
and underlying brain; these patients are generally 
conscious, with a slow full pulse, and sepsis tends to 
be localised—this type usually recovers, especially if 
operation is undertaken early. 


These types will now be dealt with seriatim, but it 
must be realised that they may coexist, and more- 
over that in about 30 per cent. of such cases further 
wounds may be met with elsewhere in the body. 
The wearing of ‘‘ tin hats ” has considerably reduced 
the number of minor head wounds, but it is obvious 
that such a hat affords little protection from ‘‘ H.E. ” 
or falling masonry and may indeed aggravate the 
wound by being driven into the skull. 


- CONCUSSION AND FISSURED FRACTURE OF THE SKULL 


The signs and symptoms of concussion, accompany- 
ing fissured fractures, vary much in intensity accord- 
ing to the force of the injury and differ in no way 
from those seen in civil practice. As a general rule 
in war the concussion is severe, in contradistinction 
to those cases in which extensive skull wounds are 
present and the patient seldom complains of more 
than a localised headache in the early stages. Con- 
cussed patients are seldom so deeply unconscious 
that they will not swallow if food is placed in the 
mouth or drink slowly administered, and they may 
respond if spoken to slowly and loudly. Retention 
of urine is common, and a full bladder often produces 
restlessness and attempts to rise from bed—for the 
purpose of emptying the bladder. These signs may 
be mistaken for cerebral irritation and lead to the 
administration of morphine, when all that is necessary 
or advisable to quieten the patient is to give him a 
urinal and aid him to pass water. Similarly, anal 
sphincter control and constipation often cause dis- 
comfort and restlessness, which may be satisfactorily 
relieved by a glycerin suppository and a bedpan. 
Loss of sphincter control, slow snoring breathing, and a 


rapid running pulse are the signs of cerebral compres- 
sion usually due to diffuse meningitis ; in the early 
stages the pulse may be slow and full, in which event 
an intracranial hemorrhage is to be suspected. 
Treatment of concussion.—In all such cases the 
patient must be kept as still and quiet as possible 
and external irritation avoided ; bowels and bladder 
need attention; and most of these patients swallow 
automatically if fluids are gently run into their 
mouths, Dentures must always be removed imme- 
diately and should be placed in one of the patient’s 
pockets. If there is great restlessness morphine 
sulphate gr. ¢-} or hyoscine hydrobromide gr. 1/100 
may be given hypodermically. These patients need 
a great deal of careful watching and nursing and, 
unless some complication, such as intracranial 
hemorrhage, is suspected, are best evacuated direct 
to a base hospital. | 
Fracture of the skull often complicates these cases 
but is unimportant in itself compared with the 
concussion resulting from the cerebral damage, 


_ though it increases the risk of subsequent meningitis 


by: infection from the nose, nasopharynx, or ear, 
Bleeding from the ear is an indication to clean the 
external meatus gently and to plug it lightly with 
clean wool, Similar treatment should be given 
in cases of bleeding from the anterior nares, When 
blood is swallowed it is generally subsequently 
vomited as clots or ‘coffee grounds,” and inall 
cases of fractured base involving the middle fossa 
with bleeding from the posterior nares or naso- 
pharynx the head must be turned to one side and 
orderlies warned to keep a sharp eye on the patient 
lest he choke himself when vomiting. It must 
be borne in mind that a patient may be concussed 
and vomit blood from a coexistent wound of the 
stomach. 

Intracranial hemorrhage is more likely to cause 
cerebral compression in cases of fissured fracture and 
concussion due to “ blast” than in cases in which 
extensive skull defects allow the blood to escape 
externally. The blood usually comes from torn 
pia arachnoid vessels and is intradural and diffused 
over the surface of the brain, but rupture of the 
anterior branch of the middle meningeal artery due 
to a blow on the temple will produce an extradural 
hæmorrhage. 

Intradural hemorrhage usually occurs rapidly and, 
coming on in a concussed patient, may escape notice 
unless the patient is carefully watched. A deepening 
of unconsciousness, with flaccid paralysis of limb and 
loss of sphincter control, often accompanied by 
snoring respiration, with sagging cheeks, and even 
Cheyne-Stokes breathing in severe cases (which is 
of grave prognostic significance), together with a 
slow full pulse, which later becomes rapid, running, 
and irregular, are all signs of the onset of compression. 
Lumbar puncture will show blood in considerable 
quantity in the cerebrospinal fluid. It is not 
advisable in these cases to attempt any operation to 
relieve the pressure, for the delicate veins only bleed 
afresh and more freely. Lumbar puncture may be 
used for this purpose but is liable to cause fresh 
bleeding unless used with great caution. Probably 
the best line of treatment is the intravenous injection 
of 10 c.cm. of a 30 per cent. sterile saline solution 
to produce dehydration or a fall in pressure, but the 
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prognosis is poor, and a fatal result is generally to 
be expected. 

. Hatradural hemorrhage results from a sharp blow 
or wound fracture on the side of the skull and causes 


a slow bleeding from the torn middle meningeal artery ` 


on the outer surface of the dura mater. Concussion 
may be present but often is very slight, and the 
patient appears normal (lucid interval), after which 
facial tingling and twitching may be noticed on the 
side opposite the skull lesion. This passes to paralysis 
at the same time as the arm shows similar signs of 
irritation, which, in their turn pass to palsy as the 
leg becomes firstly irritated and later paralysed. 
In the meantime the patient becomes drowsy and 
ultimately unconscious. Treatment consists in making 
a flap or vertical incision above the ear and detaching 
or splitting the temporal muscle; the trephine is 
then used, the pin being placed on the bone 1} in. 
behind and above the external angular process of the 
orbit, and a circle of bone is removed, whereupon 
clot exudes. This clot is cleared, the opening being 
enlarged as necessary, usually in a downward direction, 
to expose the canal in which the artery lies in the 
parietal bone, at which spot it is generally torn, and 
the hemorrhage is arrested either by plugging or 
crushing the canal or ligaturing the vessel. The 
results of this operation are disappointing, and many 
patients die, for there are often accompanying intra- 
dural bleeding and severe damage to the brain. _ 


SCALP WOUNDS AND PENETRATING LESIONS OF THE 
SKULL AND BRAIN 


Scalp wounds may be gutters, clean cuts, two 
separate wounds, or lacerated wounds. They all 
bleed very freely. In all cases hemostasis must be 
secured after the scalp has been shaved for at least 
3 in. from the edges of the wound. Hsmostasis is 
best secured by local infiltration of the scalp with 
Barker’s solution or a 4-2 per cent. solution of 
procain hydrochloride to which a 1 in 1000 solution 


Sargent’s method of closure of scalp wound. 
of pedicled flaps: (a) area to be covered; (b) and (b’) 
two counter-incisions through half the thickness of the 


1. Formation 


scalp; (c) scalpel cutting flap. 2. Suture of flaps over 
original wound. 
of adrenaline has been added in the proportion of 
15 minims to 100 c.cm. Alternatively a piece of rubber 
tubing or a Kocher all-metal tourniquet may be applied 
round the head. The edges of the wound are then 
cleanly excised, and the skull is carefully explored for 
evidence of any fissure or other bone injury—damage 
will be detected in a large proportion of these cases 
and must be dealt with as will be described later. 
The edges of the wound are then firmly sutured, if 
this can be done without undue tension, and it is wise 
to use mattress sutures so as to secure hemostasis. 


Drainage is not advisable and should never be used, 
even when damage to brain or bone has been repaired, 

In some extensive wounds of the cranial vault 
it is impossible to cover the wound by ordinary 
skin suture after the necessary excision and removal 
of fragments of bone. Some covering must be 
provided ; otherwise sepsis is inevitable. The method 
of closure in these cases, which was devised by 
Sargent, is: ingenious and useful. Two counter 
incisions are carried through half the thickness of 
the scalp outside the wound area. The superficial 
half of the scalp between the wound and each counter 
incision is raised as a pedicled flap on each side 
(fig. 1). The two pedicled flaps are then approxi 
mated and held in position by a few sutures, leaving 
two crescentic raw areas on either side of the original 
wound, consisting of the deeper half of the scalp only 
(stippled in fig. 2). The scalp is so vascular that 
little trouble is experienced in healing, and the 
raw areas rapidly epithelialise. 

Perforating wounds of the skull and brain result 
from high-velocity bullets, in which event they ar 
usually through and through, or from small fragments 
or sharp splinters of bomb or shell casing, when often 
there is only one wound and the missile is retained in 
the cranial cavity. Owing to the severe disintegra- 
tion of the brain resulting from the force of thes 
missiles, the prognosis in these cases is very grave, 
most of them proving fatal, so that in a 
of wounded no undue time should be wasted in 
operating on such patients at the expense of delay 
to other patients with a better prognosis. Such 
patients are usually unconscious owing to increased 
intracranial pressure from hemorrhage, traumati 
cedema of the brain, and, later, septic meningitis, 
the small size of the wounds and their blockage 
with debris preventing the escape of contents. Often 
the ventricles are penetrated, usually shown by very 
high temperature. The escape of cerebrospinal 
fluid from the wounds is rarely seen, but lumbar 
puncture yields only a few drops of fluid, often blood: 
stained ; such cases are nearly always fatal, and 
no time should be wasted on them by the surgeon. 
In all cases the whole scalp should be shaved ; other- 
wise a small wound of entry may escape notice. The 
wound of exit may show starring and eversion with 
extrusion of shreds of brain, bone, and muscle. 

Bruising of the skull—aA bullet may run round the 
skull without damaging the bone but causing con- 
cussion and severe damage to the brain from its 
impact. In these cases it is usually safer to perform 
a craniotomy if the patient continues unconscious 
after a few hours, or if there is a subpericranial 
hematoma, especially if the patient complains of 
persistent localised headache in its vicinity. Treat- 
ment consists in excision of the wound, removal of 
all loose_ fragments of bone, and careful trimming 
of the bone edges with a craniotomy forceps. If the 
dura mater is intact—which is unlikely— it is best left 
unopened (Sargent) unless it is bulging or not pulsating, 
when it should be explored through a crucial incision 
and stitched up after operation. If the dura mater 
is perforated—which is usual—bone must be removed 
to leave two inches of undamaged dura exposed 
round the wound, the edges of the dura being then 
excised and any obviously damaged brain gently 
curetted or sucked away along the course of the 
wound track. Pieces of depressed bone and clothing 
must be carefully sought for and removed with the 
greatest gentleness, and if the projectile is found in 
situ during this gentle cleansing it also must be 
picked out. No prolonged search must be made for 
deeply buried or distant fragments, which often caus 
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no trouble or, at the worst, localised sepsis (brain 
abscess) and can be removed later, if necessary, 
after radiography. Moreover, search both damages 
the brain unnecessarily and spreads sepsis. The 
dura is closed if necessary by a graft and the skin 
wound sutured without drainage. (Details of the 
operation are given below.) 

Radiography and time of operation.—Some surgeons 
advocate the routine radiography of all these cases 
to localise the missile before operation, but this is 
not feasible if there is a rush of wounded, and much 
valuable time may be wasted. It is essential that, 
if sepsis is to be prevented, operation shall be under- 
taken at the earliest possible moment. 

Wounds of venous simuses.—Intracranial hæmor- 
rhage may result from wounds of the large venous 
sinuses, which may be perforated by small fragments. 
Large wounds are rapidly fatal. The superior 
longitudinal sinus is not’ so likely to be wounded 
when a “tin hat” is worn. The clinical signs are 
very characteristic and consist of a local wound 
near the ‘vertex, which usually oozes blood freely, 
and a symmetrical and more or less complete spastic 
diplegia of both lower limbs. The sigmoid sinus 
is less often affected and leads to signs of cerebellar 
ataxy on the same side together with nystagmus. 
Treatment consists in craniotomy alongside the 
wound, the superficial part of which is excised in 
the scalp incision. The undamaged dura mater 
is opened, blood evacuated, and the sinus wound 
or wounds closed. Very small wounds can be closed 
by suture of a fragment of muscle over the holes. 
Larger wounds can be closed by the application of 
fascia (fascia lata is best), which adheres readily 
but is better stretched in situ. Plugging should be 
avoided at all costs. The damaged dura is then 
excised and closed, if necessary by a fascial graft, 
and the skin wound sutured without drainage. 


DEPRESSED FRACTURES 


Depressed fractures of the skull are the commonest 
injury seen as a result of wounds. They are always 
compound and associated with severe laceration of 
the scalp. Since they commonly result from bomb 
or shrapnel] bursting near by, other wounds are usually 
present, often involving the face and jaws. The 
mortality in such cases is bound to be heavy. Opera- 
tion must be prompt if it is to prevent the onset 
of sepsis, but it must be realised that sepsis is often 
localised by definite but delicate adhesions of the pia 
arachnoid to the dura mater, and where localised 
sepsis is present great care must be taken not to 
disturb these easily broken down adhesions ; other- 
wise generalised meningitis and death will follow. 

Fungus (hernia) cerebri.i—Damage to the brain is 
rapidly followed by an acute spreading cdema, the 
softened and disintegrated brain tissue acting as a 
foreign body, and depressed fragments of bone by 
their pressure seriously interfering with the cerebral 
circulation and thus aggravating the condition. 
This cedema and the raised intracranial pressure cause 
the dead brain tissue to be extruded through the 
wound as a fungus (hernia) cerebri. This condition 
is further aggravated and increased by the raised 
pressure due to local sepsis (abscess) subjacent to the 
wound, by generalised meningitis, or by intracranial 
hemorrhage secondary to these. This hernia consists 
of dead brain tissue and granulations and can be 
removed with impunity to expose adequately and 
deal with the underlying sepsis. 

Clinical signs of depressed fracture.—A scalp wound 
is always present, usually lacerating, with obvious 
bone damage in its depths. Rarely, however, the 


outer table may show bruising only (subpericranial 
hematoma), when the inner table, always more 
extensively broken up (as is seen when a blow is 
struck, on the outer surface of a glazed earthenware 
teapot), is likely to be fractured and the underlying 
brain thereby damaged. It is most unusual for these 
cases to show any signs of concussion, owing to the 
opening allowing of escape of contents and no rise 
in intracranial pressure, but occasionally concussion 
may be present in a mild degree when the dura 
mater is intact. In many patients there are no 
cerebral signs save a slight headache, but in others 
paralyses of limbs and anesthesia will be met with 
as a result, in most cases, of circulatory disturbances 
due to the pressure of indriven fragments of bone— 
a clear indication of the urgent necessity for prompt 
operation. In such patients immediate relief follows 
craniotomy and relief of pressure, but no such happy 
result is to be anticipated-when brain centres have 
been destroyed. Since, however, no prognosis can 
be given as to how much recovery will follow 
operation, this must be undertaken promptly in all 
these cases. 

Treatment.—TIhe whole scalp must be shaved and 
cleaned and the area round the wound, and wide 
of it, infiltrated with a 4 per cent. solution of novocain 
solution to which has been added a 1 in 1000 
solution of adrenaline in the proportion of 15 minims 
to 100 c.cm. to produce hemostasis and anesthesia. 
In these patients, who are usually conscious, gas-and- 
oxygen anzsthesia is advisable in addition. The 
edges of the wound are then cleanly excised and, 
according to the underlying bone damage, extended 
into a triradiate incision or left in the centre of a 
reflected flap of scalp. The underlying skull damage 
is now carefully examined, all loose and depressed 
fragments of bone are removed, and the edges of 
the skull are smoothed down with a craniotomy 
forceps, care being taken to expose and remove any 
fragments of the inner table which may be lying under 
intact outer table (such fragments are often present 
and must be looked for). The dura mater is then 
carefully examined for tears. 

At operation one of two conditions will be found : 
(1) the dura mater will be intact, or (2) the dura will 
be opened, and brain tissue may be extruded. 

(1) With regard to cases with intact dura there 
are two opposed schools of surgery. Harvey Cushing 
urges that the dura should be opened in all cases, 
for by this means alone can one learn if and to what 
extent the underlying brain is damaged. On the 
other hand, Sargent and Holmes, who had great 
experience of these cases in the late war, urge most 
strongly that an intact dura should not be opened, 
because of the fear of introducing sepsis into the 
brain. Our own practice, and that of many surgeons 
in the late war, is to leave the dura if it appears 
normal and is not unduly tense or bluish, but, if 
these signs are present or pulsation is absent, it should 
be opened by a cruciate incision. Before this incision 
is made, bone must be removed to expose at least 
an inch of normal dura round the tense, bluish, or 
pulseless area, which is then opened in a cruciate 
manner, underlying clot or dead-white and softened 
brain tissue being removed by gentle suction or, if 
this is not possible, by curettage with a blunt spoon. 
The dura is then carefully closed with catgut sutures 
and the scalp wound closed with mattress sutures 
without drainage. It is surprising how readily large 
deficiencies of scalp will be obliterated, if the 
triradiate incision is used; and here, owing to the 
vascularity of the tissues, it is permissible to close 
under more tension than elsewhere in the body. 
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(2) When the dura is lacerated, it is well, if it can 
be done without losing time, to have had the patient 
radiographed, before being brought to the theatre, 
to ascertain if a missile is present and to localise it 
as far as possible ; but no undue time should be wasted 
on this examination, for it is essential to operate 
quickly on such cases so as to minimise the risk of 
sepsis and permanent paralysis. At least two inches 
of healthy dura must be exposed round the wound, 
bone being clipped away with a craniotomy forceps 
for this purpose. All torn edges of dura and pro- 
truding brain fragments must be cut away and any 
embedded bone fragments, cloth, or projectile picked 
out. The adjacent brain tissue will be found softened 
and dead-white and can with advantage be explored 
gently by and sucked out through a rubber catheter. 
The missile will have penetrated deeper than any 
bone fragments or foreign bodies carried in, and it 
may be felt by the catheter or probe and can then 
be picked out with a curette, which ‘does less damage 
than forceps. Some surgeons recommend explora- 
tion with a finger, but this is liable to damage brain 
tissue and spread sepsis and is not to be lightly under- 
taken. The dura is then closed; usually a fascial 
graft (fascia lata) is necessary to achieve this, but 
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simple suture may suffice. The scalp wound is. 


closed without drainage. 

Oraniotomy.—Radiography to ascertain the presence 
of a missile and to localise it, if possible, should be 
undertaken before operation. Craniotomy should be 
performed promptly in all cases of extradural hemor- 
rhage, depressed fractures, and penetrating wounds 
when there is hope of the patient’s survival—i.e., 
when the pulse is still slow and full and Cheyne- 
Stokes respiration has not become established. 
In all cases the entire scalp must be shaved, the 
area round any wound or wounds infiltrated with 
Barker’s solution (or a 4-2 per cent. solution of novo- 
cain solution in normal saline, with 15 minims 
of a 1 in 1000 solution of adrenaline added to each 
100 c.cm.), and the edges of the scalp wound excised. 
It is generally most expedient to extend this by 
triradiate incisions, for it facilitates subsequent 
suture while giving as good an exposure of the skull 
as turning down a flap round the wound. The skull 
is examined to ascertain the extent of bone damage, 
and the loose and indriven fragments of bone are 
removed and the bone edges smoothed and further 
removed, if necessary, ‘with craniotomy forceps. 
When no bone wound exists, as in extradural hemor- 
rhage, the skull will be opened by a 1 in. trephine 
appropriately placed (see above)—in the case of a 
small bone wound on sound skull alongside the 
puncture. Some surgeons prefer to raise a bone 
flap including the bone deficiency, but this is difficult 
except for the skilled cerebral surgeon and may 
waste much time. The dura mater is then examined. 
If it is undamaged it may be opened if necessary. 
If it is damaged, bone is removed to expose two 
inches of healthy dura round the wound, the edges 
of which are then excised. A cruciate opening is 
next made in the membrane. Extruded brain is 
snipped away and any obvious bone fragments, 
foreign bodies, or missiles removed. Harvey Cushing 
recommends the gentle insertion of a no. 10 soft 
rubber catheter along the wound track, when hard 
foreign bodies can be detected by touch with minimal 
damage to brain tissue, and, if a glass syringe is 
attached to the outer end of the catheter, the white 
pulped brain tissue round the track can be sucked 
up through it, whereas normal brain tissue cannot, 
Hard objects may possibly be extracted thus, but 
this rarely happens; they can usually be seen and 
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gently extracted with a blunt curette, inserted 
alongside and parallel with the catheter, by drawing 
them up between the curette and the catheter. This 
method does far less damage than does the most 
gentle exploration with a finger, which in ou 
experience is rarely necessary and not so effective 
as a catheter. The missile will be found deepest 
embedded and, if not readily detected, is much best 
left in situ, whence, if it causes local sepsis, it can 
be removed subsequently. The dura must now be 
closed, if necessary by a fascial graft (best taken from 
the fascia lata of the thigh) and the scalp closed by 
mattress sutures, without drainage. 

Sepsis —In all head wounds drainage must be 
avoided at all costs. Should sepsis supervene, one 
or more stitches must be removed from the lower 
end of the scalp wound. High temperature, rapid 
pulse, loss of consciousness, and convulsions indicate 
diffuse meningitis. In this event the dura must be 
reopened, and Prontosil, 2 tablets thrice daily, 
may be given by mouth, but the prognosis is hopeless, 
More commonly a cerebral abscess gradually develops 
in the depth of the brain, often round a retained 
missile, and shows the signs described in any text- 
book, The dura may have to be opened owing to 
increased pressure before it is advisable or possible 
to undertake an operation for drainage of the abscess 
or removal of the missile, and in these cases a fungus 
cerebri will develop, which may be dressed with a 
15-20 per cent. sterile saline solution, 


Injuries of the Spinal Cord and Column | 


In war injuries of the spinal cord, like those of the 
brain, pressure of indriven fragments of bone causes 
extensive circulatory disturbance and suggests more 
extensive damage than is really present. Removal 
of this pressure will at once relieve the troubles due to 
circulatory disturbance, but not those due to destruc- 
tion of the cord. Since the cord, like the brain, 
cannot regenerate, there will be no ultimate retum 
of function if the cord is completely destroyed or the 
circulation not promptly restored. The cord proper 
ends in the lumbar enlargement opposite the first 
lumbar vertebra. Below this level the spinal canal 
is occupied by the cords of the cauda equina, peri- 
pheral nerves capable of regeneration if sutured; 
therefore the prognosis of wounds and fractures of the 
lumbar spine and sacrum are better than elsewhere, 
and operation is always indicated if any nerve lesion 
is detected in this region. 


FUNCTIONAL PARAPLEGIA 


. It must not be forgotten that, especially in the 
stress of air-raids, functional lesions may be met with 
which in the hurry of a rush of casualties may. be 
mistaken for an organic paralysis and even operated 
on to the very great detriment of the patient. In 
these functional cases one or all the limbs may be 
affected, irrespective of the point at which spinal 
injury is complained of. There is usually a localised 
point of acute tenderness and no obvious deformity. 
Radiography will not show any lesion. Anzsthesia, 
when present, is usually of the “ stocking and glove” 
type corresponding to no definite spinal segmental 
distribution. Muscle paralyses are often irregular and 
tend to be spastic rather than flaccid, and sphincter 
control is never lost. No Babinski sign is present. 
The condition is likely to be confused with spinal 
concussion. 
SPINAL CONCUSSION - 

A sharp fall on the shoulders, a blow on the back, 
a crush, or the impact of a high-velocity bullet or 
bomb fragment near the spinal cord, especially if a 
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vertebral body has been penetrated, may cause 
spinal concussion. There may be complete palsy 
or only paralysis below the level of the lesion, there 
is no localised point of tenderness, sensory disturb- 
ances correspond to spinal segmental distribution, 
and paralyses are regular and flaccid. Sphincter 
control is lost but tends to be regained rapidly, and 
a steadily progressive improvement of all signs and 
symptoms takes place in a few hours to a few days. 
Probably these cases have hemorrhage into and round 
the cord in severe cases, and these may take some 
weeks to recover finally. It must, however, be 
realised, as observed by Makins, “that it should 
be clearly recognised that a general condition, such 
as is indicated by the term ‘ concussion of the brain, ’ 
is in no wise implied. The condition is really far 
more allied to one of contusion, and strictly localised 
to that portion of the spinal cord undergoing the 
destructive process.” The treatment is complete 
rest, with catheterisation in the early stages if 
necessary. Most patients make a complete and 
comparatively rapid recovery. 


FRACTURES OF THE SPINAL COLUMN 


The spinal column may be fractured by crush 
accidents, due to burying or from falling masonry, 
or by bomb wounds, in which event they are often 
fatal from the extent of the visceral injuries which 
frequently accompany them. As with the skull, the 
bone damage is in itself unimportant, but in most 
cases the displacement at the time of fracture causes 
grave and permanent damage to the spinal cord. 
If such damage has not occurred, every effort must be 
made to prevent it. Even if the cord is already 
crushed, efforts must be made to prevent damage 
from any further displacement of bone. To this 
end the first-aid treatment is mainly directed, and all 
patients with fracture or suspected fracture of the 
spine should be immediately turned rigidly face 
downwards to prevent rotation of the spine, for this 
position allows the vertebral bodies to sag forwards 
away from the cord and prevents any risk of further 
backward displacement and additional injury to 
the already crushed nervous tissue. The patient 
must be lifted in this prone position and transported 
thus on the stretcher, the shoulders, neck, and 
chest being supported on a cushion, and the legs tied 
together. If there is a wound, it should be dressed. 

In the casualty hospital careful clinical examina- 
tion, including radiography, should be made in all 
suspected cases of spinal injury in the reception-room, 
both for local signs in the spinal column and for general 
signs of damage to nerves below the level of the lesion. 
If any doubt exists, radiography is essential and must 
be done with the patient on the stretcher and without 
turning him. 

Three types of fracture will be met with :— 

(1) Fracture dislocation, usually simple. 

(2) Compression fracture, always simple. 

(3) Fractures of transverse processes, spines, and 
laminæ, often compound and the result of obvious 
bomb or bullet wounds. These are only important 


in so far as nerve damage has been or may be 
inflicted. 


Fracture dislocation results from hyperflexion 
and is usually seen as a result of crushes from falling 
masonry or falls from an aeroplane, The patients are 
usually dead or die in a few hours or days if the lesion 
is above the upper dorsal region. Extensive nervous 
damage is the rule, there is loss of sensation and power 
below the level of the spinal damage, and at that 
level acute pain, usually referred, is often experienced 
as the result of pressure on nerves. Incontinence 
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of fæces is common, and urine overflows from a full 
bladder if the lesion is above the lumbar region, 
but there is dribbling incontinence if the lesion is 
below that level. Bed-sores are common, and ` 
ascending renal infection is rapidly fatal in those ' 
cases in which a suprapubic cystostomy is not per- 
formed early. Sterile catheterisation is impossible 
in the rush of war surgery and nursing. The treat- 
ment of these cases with an efficient plaster jacket 
in hyperextension is the same as carried out in civilian 
practice. In a rush of casualties all such cases must 
be sent direct to a suitable base hospital for treatment. 

Compression fractures usually result from a heavy 
fall on the buttocks from a height and are not 
uncommon after parachute descents and aeroplane 
crashes. Pain in the back and stiffness are the chief 
complaints, and nervous lesions if present usually 
result from pressure on the spinal nerves at the level 
of the lesion. All cases of falls with persistent back- 
ache should be radiographed, for this condition 
cannot be diagnosed otherwise, and by this means 
long confinement to bed and permanent backache 
can often be prevented. Treatment consists in the 
application of a well-fitting plaster-of-paris jacket 
with the spine in hyperextension, and all these patients 
should be sent to a base hospital for this treatment, 
because it is not urgent and has no place in the surgical 
procedures of a casualty hospital. 

Fractures of the spine due to projectiles usually take 
the form of depressed fractures of the neural arches, 
spines, or transverse processes of the vertebra, 
with considerable muscle damage and compression 
of the spinal cord by bony fragments, which, as in 
the brain, cause considerable embarrassment of the 
circulation and so increase the results of their direct 
pressure on the cord. Such fractures may occur at 
any level of the spinal‘column, and the nervous symp- 
toms will vary both with the level and with the amount 
of pressure on and direct damage to the underlying 
spinal cord. It is important to ascertain whether 
or not the spinal dura has been opened by the 
projectile or perforated by depressed fragments of 
bone. Very important viscera lie immediately 
anterior to the spinal column and are often damaged 
by the projectile and fragments of bone with rapidly 
fatal results; hence the mortality-rate of spinal 
wounds is high, apart from the mortality-rate from 
respiratory, renal, and trophic lesions directly due 
to the nervous lesions. 

Radiography is essential to identify and localise 
missiles and bone damage; for this purpose lateral 
and anteroposterior views are necessary. These 
patients do not stand transport well and should 
either be taken direct to a base hospital or, if operated - 
on at a casualty hospital, detained for at least ten 
days thereafter. As a general rule all gunshot wounds 
of the spine should be submitted to early operation, 
unless the patient is obviously moribund, with the 
objects of preventing sepsis, removing pressure 
from the spinal cord, and preventing complications 
which result from nerve damage and threaten life. 
The dura mater may be either intact or perforated, 
the prognosis being far better in the former case ; 
but in both the principles of operation are identical. 
It is particularly desirable that all patients with 
intense pain from pressure or evidence of partial 
conductivity of the spinal cord should be given 
preference and operated on as early as possible, 
for pressure causes circulatory disturbances, and the 
importance of early relief of this interference with 
the circulation of the central nervous system cannot 
be overestimated if a good result is to be anticipated 
from operation. 
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The skin having been purified, the whole area is 
deeply infiltrated with Barker’s solution (see above) 
clear of the wound track—a procedure valuable 
" both in procuring hemostasis in the erector spins 
’ muscles and in diminishing shock. (It is wise also 
to give gas-and-oxygen or ether inhalation anæs- 
thesia.) The wound and its track are then excised 
and explored down to the laminz of the arches, and 
every effort is made to estimate the bone damage accur- 
ately. Free exposure is essential, and muscle should be 
extensively separated to ensure this. Depressed bone 
is removed, it being best to start by removing with 
laminectomy forceps a sound lamina either above 
or below the damaged ones, as may be most con- 
venient, All depressed fragments are now removed ; 
this is easily done on the posterior and lateral aspects 
of the cord but not so easily from the anterior aspect 
of the spinal theca and cord, for care must be taken 
not to damage the nerve-roots. 

Search must be made in the canal for any foreign 
body or missile previously localised, and care is 
necessary in this both because it can easily slip up 
or down and pass from reach and because gentleness 
of handling is essential to prevent further damage 
to the cord ; a curette is the safest instrument to use, 
and the value of previous localisation is obvious. 

It may be found that the dura mater is intact, in 
which event no attempt should be made to open it, 
for there is sure to be an element of concussion and 
the relief of external pressure alone is usually sufficient 
to give relief to pressure from intrathecal hemorrhage, 
which is best left to undergo absorption without any 
further interference ; moreover, incision of the dura 
is liable to introduce sepsis. More often the dura 
is torn and lacerated, in which event the edges should 
be trimmed and excised and the condition of the 
cord and nerves ascertained, — 

In the lumbar region the filaments of the cauda 
equina should be sutured—a tedious task and one 
giving all too often most disappointing results, 
presumably because it is almost impossible to unite the 
correct distal and peripheral ends, but every effort 
should be made to do so. The cord and arachnoid 
space are gently washed, bone spicules and shell 
fragments removed together with any obviously 
separated pieces of cord, and the dura mater sutured 
or closed if necessary with a fascial graft taken 
from the aponeurosis exposed in the incision. The 
muscles are then allowed to fall into position and the 
fascial aponeurosis and skin closed without drainage. 

Only when the body of the vertebra is severely 
crushed or there is a fracture dislocation is it necessary 
to fix the patient in a plaster-of-paris jacket after 
- the operation. When complete section of the cord 
has taken place, no return of function is to be antici- 
pated ; but we do not agree with those surgeons who 
do not advise operation when there is total loss of 
conductivity of the cord, because usually, in the 
early stages at which these cases are seen, no opinion 
can be formed of the extent of the cord damage 
without direct inspection, for spinal hemorrhage, 
concussion, and pressure from bone fragments may 
produce all the signs of a complete lesion. Immediate 
operation by relief of pressure and prevention of 
sepsis will allow restoration of function in these 
cases, whereas, if they are not operated on, complete 
loss of function persists permanently. 


RETENTION OF URINE 


In all spinal and many head lesions retention of 
urine, with all its attendant risks of infection, is 
common. Unless this retention is promptly relieved, 
back-pressure up the flaccid ureters causes renal 


embarrassment, and the ascent of infection from the 
stagnant bladder soon results in the death of the 
patient from surgical kidney and uremia. This 
infection, although more prone to follow catheterisa- 
tion, will often supervene without it, owing to the 
stagnation in bladder and bowel alike ; moreover, 
under air-raid conditions, it is impossible to ensure 
regular catheterisation, especially with due aseptic 
precautions. In all such cases therefore a swpra- 
pubic cystostomy must be performed at the earliest 
possible moment and can with advantage precede 
craniotomy and laminectomy when there is retention 
of urine. o 

The Great War proved beyond doubt that these 
cases treated by early suprapubic cystostomy survive, 
whereas those treated by catheterisation, expression, 
and other means soon die from ascending renal 
infection. The operation is performed in the ordinary 
way, but as a rule no anesthetic is necessary. If 
one is needed, local infiltration is sufficient. A small 
puncture is made in the distended bladder when it is 
reached through the middle-line incision ; a De Besser 
self-retaining catheter is inserted, stretched on a 
metal probe; the aponeurosis and skin are closed 
round it and the catheter is strapped in. This 
should result in a watertight opening in the bladder. 


Peripheral Nerve Injuries 


Wounds or injuries of the peripheral nerves are 
common. Failure to recognise them and to operate 
early may lead to loss of man-power and much 
inconvenience to the patient. In air-raid surgery, 
however, owing to the presence of infection, it is 
generally wiser not to attempt nerve suture or grafting 
until the wound is soundly healed—perhaps several 
months later. 


MORBID ANATOMY AND PATHOLOGY 

Nerve injuries are generally found in complicating 
wounds involving other structures, such as bones and 
blood-vessels. In some cases a small fragment 
of bomb may penetrate or perforate a limb, injuring 
the nerve alone. The following lesions may be 
recognised: contusion, severance, and partial abla- 
tion. At a later date infective processes complicate 
the picture, and still later the injured nerves may be 
affected by callus or scar tissue. 

Oontusion.—The nerve becomes slightly swollen, 
with its sheath hyperemic or infiltrated with blood. 
There is no loss of continuity of the nerve-fibres, but 
conduction of impulses is lost. 

Severance.—The trunk may be cut clean across, 
as though divided by a knife. The ends do not 
retract to any extent. One case of shell wound of the 
sciatic nerve was operated on soon after the man was 
wounded, and the arteria comes was still spurting. 

Partial ablatton—These are important wounds 
because the ends of the nerve are left widely separated, 
and a gap of several inches may be left. 


CLINICAL EXAMINATION 
All wounds of limbs should be carefully examined 
as far as possible in the reception-room and notes 
made of any defects in sensory or motor functions. 
A preoperative diagnosis of nerve injury will save 
the surgeon much time and possibly prevent the 
overlooking of an otherwise crippling condition, 


OPERATION 
If a nerve injury alone is suspected, the incision 
must be so planned that wide access is afforded. 
Many cases of nerve injury will be found in the routine 
examination of bomb wounds involving the soft 
parts or bones. If the nerve is merely contused, it 
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will rapidly recover if left alone. If the nerve is 
severed, simple suture gives good results. The suture 
line may be reinforced by a sleeve cut from a vein 
or by a free fascial graft, or the sutured part may be 
embedded in undamaged muscle, When the ends 
of the nerve are widely separated, dissection may be 
tried to free the ends to allow of coaptation without 
tension. If this fails, it will be best to wait until the 
wound has soundly healed before attempting any 
form of nerve-grafting. 

After-treatment will include the ordinary principles 
of wound management, including splinting to avoid 
the over-stretching of paralysed muscles and the 
necessary electrical stimulation to maintain their 
vitality. When evacuated from the casualty hos- 
pitals these patients will probably be grouped in 
neurological base hospitals, where special treatment 
can be given, The after-treatment will often have 
to be continued for many months. In all nerves, the 
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nearer the body they are divided, the longer will be 
the period before recovery is. complete. Thus in 
the sciatic nerve divided in the upper part of the 
thigh an interval of 24-3 months is to be expected 
before recovery takes place. In a similar wound 
in the upper limb this period is usually 12-18 months 
but may be slightly longer. 


PROGNOSIS 


The prognosis is always best after primary suture 
if no sepsis has intervened. It is never so good in 
delayed suture or sepsis, and no really good results 
are to be expected after nerve-grafting or implanta- 


. tion, The results are much better with some nerves 


than with others. An almost perfect result can be 
anticipated in the sciatic and musculospiral (radial) 
nerves when primary union has been successful, but 
in the median and ulnar nerves muscle weakness and 
sensory disturbances persist in nearly all cases. 


REVIEWS AND NOTICES OF BOOKS 


Yearbook of General Surgery 


By Evarts A. GRAHAM, M.D. Chicago, professor of 
surgery, Washington University School of Medicine ; 


surgeon-in-chief, Barnes Hospital, St. Louis. 
London: H. K. Lewis and Co. 1938. Pp. 781. 
12s. 6d. 


THIs yearbook again gives an excellent review of 
the progress of general surgery during 1938. In an 
introduction the outstanding extracts are indicated ; 
but there are innumerable interesting articles apart 
from these. The treatment of progressive ulceration 
due to the micro-aerophilic streptococcus by zinc 
peroxide and the treatment of wounds by urea are 
notable examples in the general part of the book, 
A simple and very practical continuous-suction 
apparatus is described. There are accounts of the 
results of the sulphonamide treatment of erysipelas, 
and of the combined treatment of burns with tannic 
acid and silver nitrate. Surgeons who have the 
management of fractures of the forearm and wrist 
will be interested in the method of extension of the 
fingers by plaited cane fingerstalls. There is an 
excellent review of the latest knowledge of chole- 
cystography and accounts of the injection treatment 
of hernia and the modern treatment of pulmonary 
tuberculosis by apicolysis. 

These articles have been selected almost at random 
to show that every surgeon, whether or not he is an 
industrious reader of current surgical literature, 
should possess this book. At worst it will recall to 
his memory papers he has forgotten; it is more 
likely to introduce him to at least some that he has 
overlooked. 


Outline of Roentgen Diagnosis 
Atlas edition. By LEO G. RIGLER, M.D., professor 
of radiology, University of Minnesota, Minneapolis, 
Minnesota. London: J. B. Lippincott Co. 1938. 
Pp. 212 and 227 figures. 30s. 


Tu1s textbook, written for undergraduates who 
in a short time have to learn enough of radiology 
to make intelligent use of it as one of the diagnostic 
methods in medical practice, can be recommended 
as a simple exposition of a subject difficult to condense 
and clarify. The author does not propose to teach 
technique or to go into the finer points of interpreta- 
tion or the rarer manifestations of abnormality, and 
within the limits he has set himself he has succeeded 
in giving much valuable information. The illustra- 
tions are all bound together, the text being continuous, 


so that constant reference from one to another is 
needed ; but the radiograms are technically excellent 
and well chosen, and little of teaching importance 
has been omitted, A certain degree of dogmatism 
is permissible here in this type of book, but the 
classification of bone diseases is too arbitrary and 
occasionally, for instance in the matter of osteogenic 
sarcoma, some statements are open to question. 

Besides the radiograms the illustrations include a 
number of drawings by Jean E. Hirsch who has 
developed an original technique. These are excellent 
in reproducing anatomical detail and satisfactory in 
illustrating fractures, displacements, and certain 
bone conditions, but their value is uncertain when 
points for differential diagnosis are under considera- 
tion, A word of praise is due to the excellent printing 
and production of a book which is conveniently 
light and easy to handle. 


Traumatic Mental Disorders in Courts of Law 
By Wr11AmM A. BREND, M.D. Lond., of the Inner 
Temple, barrister-at-law ; lecturer on forensic medi- 
cine, Charing Cross Hospital, London. London: 
William Heinemann (Medical Books). 1938. 
Pp. 104. 78. 6d. 


-~ Doctors who frequently give evidence in courts 
of law are well aware of the absurdity of a procedure 
by which medical issues of diagnosis and prognosis 
are determined by a judge on the arguments of counsel 
based upon medical evidence. This is comparable 
with the determination of issues of law by a doctor 
on the arguments of two doctors after hearing two 
barristers as witnesses, and it is often painfully 
evident that both judge and counsel, in spite of long 
experience, are quite unable to grasp the nature of 
the problem which they do not hesitate to solve. 
Dr. William A. Brend, whose long experience as 
medical referee enables him to speak with authority, 
discusses in this book the difficulties which arise when 
civil courts are called upon to decide medical issues. 
His views on the relationship of trauma to the develop- 
ment of mental symptoms, which are necessarily 
somewhat condensed in this short book, appear 
to be those rather of a lawyer than of a practising 
psychologist. He seems unwilling to accept the 
view that the expectation of compensation plays a 
large part in the maintenance of traumatic neurosis. 
He rightly emphasises the importance of psychological 
stresses which antedate the accident, but it is not 


646 THE LANOE!1, 


REVIEWS AND NOTICHS OF BOOKS. 


[marcn 18, 1939 


The book closes with a useful section on 


very clear how he distinguishes a traumatic neurosis 


from a neurosis which follows trauma but is not caused 
by it. Any theory of the ætiology of traumatic 
neurosis must take account of the fact that in practice 
this disorder hardly ever occurs in patients who 
receive an injury in circumstances which do not 
entitle them to compensation from anyone, Dr. 
Brend is on firmer ground in dealing with the position 
of the medical witness in civil actions and the unsuit- 
ability of existing legal procedure for arriving at a 
correct medical decision. When he draws attention 
to the alleged bias of the expert witness he is not 
perhaps making adequate allowance for the fact that 
a medical referee, like a judge, hears only disputed 
cases, 
probably twenty that never reach the court because 
there is no dispute between the doctors on the two 
sides, and even in disputed cases the point at issue is 
often one upon which medical opinion is legitimately 
divided, such as the relationship between trauma 
and organic disease. | 

These points, however, are unimportant compared 
with Dr. Brend’s main thesis, which is that medical 
issues should be decided by a medical board. It 
is to be hoped that his carefully argued case will be 
considered by the Royal Commission now at work 
on the question of workmen’s compensation. 


Essentials of Human Embryology 


(2nd ed.) By GIDEON S. Dopps, Ph.D., professor 
of histology and embryology, school of medicine, 
West Virginia University. London: Chapman 
and Hall. 1938. Pp. 316. 20s. 

Tuis is a simply written account of the main points 
in human development which bear on the work of 
medical students. It does not attempt to deal with 
details to any extent, but where these are introduced 
they are given accurately and clearly. Attention is 
paid to anomalies from the embryological stand- 
point, and these are summed up in an excellent 
last chapter. The book is well illustrated and can 
be recommended to those who want a summary, as 
distinct from an abstract, of embryonic development. 


Clinique chirurgicale des pays chauds 


By BoTREAU-RovssEL, director of the École d’Appli- 

cation du Service de Santé des Troupes Coloniales ; 

and six others. Paris: Masson et Cie. 1938. 

Pp. 335. Frs.80. 

THis book is based upon the course of special 
surgical instruction given to officers of the Service 
de Santé des Troupes Coloniales before their service 
abroad. The matter is treated from an essentially 
practical point of view but the various sections have 
been written by men with particular experience and 
knowledge of their subjects whose aim is to maintain 
a proper spirit of criticism and to foster further 
research, The opening chapter concerns the inter- 
action of malaria and surgical procedures and contains 
a useful section on malarial syndromes simulating 
surgical conditions. Then comes a chapter on the 
surgical aspects of dysentery and colitis, whose value 
lies in its conservatism, followed by an important 
section on the surgery of liver abscess. Naturally, 
the surgery of filariasis occupies an important position 
and its practical aspects are well illustrated. Non- 
filarial elephantiasis, schistosomiasis, tropical ulcers, 
suppurative conditions and the surgical complica- 
tions of certain helminthic and bacterial infections 
receive notice, and there is a most interesting chapter 


For one case that comes to trial there are 


on yaws. 
surgical tuberculosis in the African negro, founded on 
æa series of original observations extending over 
more than twelve years. Since the book is based 
upon a course of special lectures general surgery 
is omitted, but a section on hydatid disease should 
have been included. 

The illustrations are excellent and the book is 
well worth reading by those practising surgery in the 
tropics. 


Medical Entomology 


(2nd ed.) By W. A. Ritny, Ph.D., Sc.D., Uni- 
versity of Minnesota ; and OSKAR A. JOHANNSEN, 
Ph.D., Cornell University. London: McGraw- 
Hill Publishing Co. 1938. Pp. 483. 25s. 


In its- new edition this book, which was first 
published six years ago, has been thoroughly revised 
and modified in points of detail, but its general form 
is little changed. It remains one of the most concise 
and well-balanced surveys of the subject that is 
available. 


The Rheumatic Diseases 


In 1934 the Royal College of Physicians appointed 
a committee on chronic rheumatic diseases, consisting 
of 18 members under the chairmanship of Sir Humphry 
Rolleston, and this committee has since published 
four annual reports which have contained valuable 
contributions to our knowledge of their subject. 
Four years ago the Empire rheumatism campaign 
was inaugurated, and the R.C.P. committee became 
the scientific advisory committee of the newly 
constituted Empire Rheumatism Council. From 
now on the annual reports will be replaced by a new 
journal, The Rheumatic Diseases, published for the 
council by Messrs. H. K. Lewis of 136 Gower Street, 
W.C.1, ahd edited by Dr. O. W. Buckley, the former 
editor of the annual reports, with the collaboration 
of Dr. W. S. O. Copeman and Mr. A. G. Timbrell 
Fisher. The journal will appear about three times a 
year, and will consist of original papers and reviews 
dealing with all aspects of rheumatism, both chronic 
and acute, together with reports of the work of the 
Empire Rheumatism Council. The first number, 
published in January at 6s., contains a foreword by 
Sir William Willcox and papers on the rheumatic 
virus, the hemolytic streptococci of the iratory 
tract, and the relation between acute rheumatism and 
rheumatoid arthritis, and a case-record of Heberden’s 
nodes in a girl of 15. It also contains Lord Horder’s 
annual report as chairman of the Empire Rheumatism 
Council, in which he is able to record remarkable 
progress in spite of general preoccupation with 
threats of war. He announces that following the 
formation of a rheumatism council in Canada last 
year one is now to be formed in Australia. A research 
foundation is also being set up to investigate the causes 
of the high incidence of rheumatism in the training 
establishments of the Royal Navy. 


Geburtshilfe und Frauenheilkunde 


THIs is the first number of a new German monthly 
journal of obstetrics and gynecology published by 
Georg Thieme of eae. It appears under the 
ægis of a distinguished editorial board which includes 
Amreich, Kaufmann and Schröder, and counts 
among its foreign representatives Holland, Novak 
and de Snoo. Its aim is to bring recent research to 
the notice of those in practice. The contributions 
to this number cover a wide field, including a general 
survey of functional gynecology by Schröder, papers 
on the treatment of amenorrhcas with ovarian 
hormones, the use of pregnancy serum in habitual 
abortion, and the réle of drugs in obstetrics, reports 
of meetin gs, and book-reviews. 
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LIFE-STORY OF SIMPLE HERPES 


Ir has long been recognised that clinically herpes 
falls into two main groups, idiopathic and symp- 
tomatic. Before the causal agent was shown to be 
a filtrable virus present in the fluid of the vesicles 
it was thought that, in the symptomatic cases, the 
herpetic eruption was the work of the organism 
responsible for the primary condition—e.g., the 
pneumococcus in pneumonia. This hypothesis, 
however, failed to explain the idiopathic cases. 
The demonstration of the virus reversed the 
situation : the idiopathic group now became under- 
standable on the basis of infection from without, 
even though this was not always easy to establish ; 
but in the symptomatic group no such interpreta- 
tion was possible, for in the vast majority a recent 
extrinsic infection could be ruled out. Two possible 
explanations were accordingly put forward : first 
that sufferers from symptomatic herpes are carriers 
of herpes virus, which is activated by conditions 
such as pneumonia, malaria, and protein shock ; 
secondly that the primary disease gives rise to 
changes that result in the evolution of herpes 
virus de novo. The latter hypothesis, unpalatable 
to most virus workers, had its exponents, but the 
former more reasonable explanation was not long 
in finding support. In 1922 LEvaDITI, HARVIER 
and NrcoLau ! demonstrated herpes virus in the 
saliva of healthy persons, and two years later 
Busacoa ? isolated it from the conjunctival sac. 
This proved the existence of carriers of herpes 
virus and it was soon shown that, judging by 
samples, about two-thirds of the population have 
herpetic antibody in their serum. By the investi- 
gations of ANDREWES and CARMICHAEL ê and of 
Brain * a close correlation between recurrent 
herpes and the possession of herpetic antibody 
was established. 

On p. 629 of this issue Dr. BURNET and Miss LuUsH 
take the epidemiology of herpes a stage further. 
Making use of the egg-membrane technique, which 
BURNET’S researches have done much to make 
available for virus study, these Australian workers 
have been estimating herpetic antibody in human 
sera. They were induced to undertake this investi- 
gation by WEYER’s © claim that herpetic antibody 
is absent from the serum in early poliomyelitis, 
and although they were unable to confirm this, 
they have made a number of interesting observa- 
tions in other directions. Not only have they 
confirmed the findings of previous workers as to 
the widespread existence of herpetic antibody in 


i Deaan os meal P., and Nicolau, S., Ann. Inst. Pasteur, 
i » 9 5. 
. Busacca, A., Arch. Augenheilk. 1924-25, 95, 253. 
Andrewes, O. H., and Carmichael, E. A., Lancet, 1930, 1, 857. 
. Brain, R. T., Brit. J. exp. Path. 1932, 13, 166. 
. Weyer, E. R., Proc. Soc. exp. Biol., N.Y. 1932, 30, 309. 
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human sera, but like ANDREWES and CARMICHAEL 
they have been struck by the fact that the people 
examined have either much of the antibody or 
none at all; there is no intermediate group. This 
finding, as they point out, can only be explained 
on the assumption that those who are infected 
with herpes virus become permanent carriers. A 
further important observation concerns the dis- 
tribution of herpetic antibody among adults in 
the different strata of society: they report that: 
the proportion proved much higher in the “ hospital 
class ” than among the well-to-do. It is the 
persons possessing antibody who -carry the virus 
and are subject to recurrent attacks of herpes, 
and the uneven social distribution is consistent 
with the idea that the primary infection takes 
place in the early years of life ; if it is avoided at 
that time increasing age brings increasing resistance 
—not, it seems, through the development of a 
specific immunity but through some change in 
the mucous membranes that renders them insus- 
ceptible to the implantation of herpes virus. 
There is indeed some positive evidence that the 
primary herpetic infection does occur early in life. 
Dopp, JOHNSTON and Buppen ê have shown 
that aphthous stomatitis in ‘infants and young 
children is caused by the herpes virus and they 
regard this condition as a primary herpetic infec- 
tion. Burnet and Lusu isolated herpes virus from 
two young children with aphthous stomatitis at 
a time when neither child had any herpetic antibody 
in the serum, and three weeks later the serum of 
one child contained a considerable amount of 
antibody. To sum up the discoveries of the last 
ten years one may say that primary herpetic 
infection, commonly in the form of a stomatitis, 
occurs in early childhood, and the person thus 
infected becomes a permanent carrier. If a child 
escapes infection during the first decade ‘the 
chance of herpes virus being implanted later 
becomes remote, the carrier state is not set up, 
and symptomatic herpes will never develop. In 
carriers the attack of herpes is attributable to an 
upset of the balance between host and virus— 
for example, by infection, worry, fatigue, or 
menstruation. 

One important question remains unsettled: 
where does the virus reside in the carrier ? There 
are two possibilities. Either it persists in the cells 
of the affected mucous membrane, or like the virus 
of zoster it takes up permanent quarters in the 
appropriate sensory ganglia. BURNET and LusH 
favour the second hypothesis but have failed to 
obtain any corroborative evidence, for they were 
unable to isolate herpes virus from the gasserian 
ganglia of individuals who possessed herpetic 
antibody and were therefore carriers. Although 
this limited failure does not exclude the possibility 
that herpes virus is carried in nerve tissue, other 
considerations make it unlikely. In zoster multi- 
plication of the virus in the posterior spinal root 
ganglion is almost always attended with intense 
pain, whereas there is no such pain before a 
herpetic eruption except in those rare cases where 


6. Dodd, K., Johnston, L. M., and Buddingh, G. J., J. Pediat. 
1938, 12, 95. 
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herpes simplex simulates herpes zoster. Further- 
more, the virus of herpes simplex has been recovered 
from the mouth between herpetic attacks, and if its 
residence during quiescent periods i is the gasserian 
ganglion what was it doing in the mouth? One 
would expect it to lie quiescent in the ganglia 
until reawakened into activity by some new 
upsetting factor. In view of these two objections it 
is difficult to share BURNET and LusH’s preference 
for the second hypothesis; the facts seem to be 
more readily explained by assuming that the virus 
persists in the cells of the mucous membrane. 


WAGES AND SICK-PAY 


THE Court of Appeal has decided in MARRISON v. 
BELL that an employee who has been absent from 
work through sickness has a right (unless there is 
a special agreement to the contrary) to draw 
both his wages and also his insurance benefit. 
Marrison was a salesman employed at £3 10s. 
a week. He became ill and went to hospital. 
After he had been absent for 16 weeks his employer 
gave him a week’s notice. Marrison then sued 
his employer for £56—namely, 16 weeks’ wages. 
Bell, the employer, denied liability. He had been 
obliged to engage and pay another man in 
Marrison’s place; moreover Marrison had been 
receiving health insurance benefit at the rate of 
18s. a week; to pay him his wages would mean 
that he received £4 8s. weekly. Bell contended 
that the contract had been broken because it was 
subject to the implied condition that it should be 
discharged if Marrison was unable to perform his 
service through incapacity. Alternatively he 
contended that the continued absence of an 
employee without his master’s consent discharged 
the master from liability under the contract. The 
county-court judge found in favour of the master. 
He did not regard the contract of service as 
terminated by the workman’s absence, but he 
thought that the right to wages ceased during that 
absence unless there was some express agreement 
to the contrary. It was inequitable that Marrison 
should draw both wages and insurance benefit. 

In the Court of Appeal a different view was 
taken. Lord Justice Scorr was clear that illness 
was not a breach of a contract of service. There 
was a long series of cases to the effect that, 
irrespective of the length of notice under the 
contract, wages continued during sickness until 
the contract was terminated by notice. In 
Elliott v. Liggens (1902) the court had to consider 
the effect of the receipt of part of the workman’s 
wages by way of compensation under the Work- 
men’s Compensation Act. It was then decided 
that the act had introduced a modification ; while 
the workman was receiving some part of his wages 
as statutory compensation, his common-law right 
to his full original wages must be regarded as 
suspended. But health insurance benefits were 
not of the same nature as workmen’s compensa- 
tion payments. The insurance benefit was some- 
thing additional, consisting of medical assistance 
or similar advantages ; it had nothing to do with 
wages; when Parliament established national 


health insurance, it never intended to interfere 
with the worker’s right to his wages. Marrison 
was entitled both to the insurance benefits and, 
until his contract of service was terminated by 
notice, to his wages also. 

The decision has caused considerable misgiving. 
It will hardly improve the relationship between 
master and servant. The master will feel aggrieved 
if he has to pay two men’s wages for one man’s 
work. Lord Justice Scorr observed that the 
decision need not embarrass employers because 
most employees are engaged on a weekly, or at 
any rate on a monthly, basis. The employer 
can therefore terminate the contract of service 
at short notice. But the decent employer does not 
want to feel obliged to dismiss a servant who is 
ill. In domestic employment there has been a 
general idea that sick wages plus insurance pay 
should equal ordinary pay. This has seemed 
equitable, but the employers who have thought 
this solution was reasonably adequate now find 
that they have paid the sick servant less than his 
rights. In factory and outdoor employment it 
has not been uncommon to act as the defendant 
did in Marrison v. Bell—namely, to stop paying 
wages during the workman’s absence (in view of 
the provision of sick-pay) and to take him back 
as soon as he is well again, provided that he 
recovers in a reasonable time. The Court of 
Appeal decides that the master must either give 
notice or pay wages. The medical aspect is 
uncomfortable. The employee who knows that 
he will be dismissed if he is absent through sickness 
will be tempted to disobey medical advice ; he 
will remain at work when he ought to go sick, and 
he will go back to work before he is fit to do so. 
Anxiety over the prospect of dismissal will be an 
added cause of depression. The legal situation 
may be met by an express agreement that the 
amount of insurance benefit payment shall be 
deducted from wages during a period of absence 
through illness. Otherwise fresh legislation may 
be needed to correct the unforeseen consequences 
of the decision. 


ANTI-TUBERCULOSIS WORK IN WALES 


TWENTY-SEVEN years ago the Welsh national 
association, created in memory of King Edward VII, 
entered into voluntary agreements with local 
authorities and insurance committees in Wales to 
provide treatment for tuberculosis on their behalf. 
All went well for two decades, but in course 
of time a feeling gained ground among 
certain of these authorities that the expenditure 
on tuberculosis was out of proportion to the 
amount of local funds available for public-health 
work. The dissatisfaction came to a head when 
the association’s proposals for the third fixed- 
grant period suggested still higher expenditure to 
allow the association to take over activities for 
some of which the local authority was responsible. 
The association proposed to undertake home- 
visiting and aftercare, to control the tuberculosis 
registers, and to oversee the disinfection of the 
home after removal of an infectious case. It 


proposed to extend its scope just because in many 


ash, a Di i a baiar kor 


THE LANCET] 


areas the local authorities had failed to carry out 
their statutory duties, and it was believed that 
this default was one of the reasons why the death- 
rate from tubercle in Wales was not decreasing 
as it was in England and Scotland. The clash of 
opinion led to the appointment by the Ministry 
of Health two years ago of a committee of inquiry 
whose report is summarised on a later page. At 
the commencement of the inquiry it appeared as if 
the efficiency of the association’s work was being 
challenged, but the aspect of affairs soon changed. 
Evidence taken in public made it clear that the 
association was effectively carrying out its proper 
functions in the diagnosis and treatment of tuber- 
culosis, and that there was a general desire for its 
continuance on a national basis. It was however 
also clear that the lamentable failure of local 
authorities to do their own preventive work 
afforded justification for the suggested incursions 
into other branches of work. Graphic. accounts 
are given of appalling housing conditions, to which 
attention had been drawn in vain by local medical 
officers of health; of school buildings long con- 
demned as dangerous to health but still in use ; 
of antiquated and objectionable methods of dis- 
posal of sewage; of a water-supply liable to 
pollution; of failure to provide clean milk or 
midday meals for children. It is fair to add that 
the committee found a great disparity among local 
authorities in the standard of performance of 
public-health services and that some are praised 
for foresight, enterprise and public spirit. The 
later part of the inquiry became in fact an investi- 


gation into the efficiency of sanitary administration 


in Wales, from which it emerged clearly enough 
that many of the Welsh local authorities are too 


: small and too poor to carry out public-health work 


efficiently, whatever may be the case with the 
large urban areas in the south. There should be 
some combination of small areas to provide a unit 
of population capable of finding the effective 
machinery, with the corollary of whole-time 
M.0O.H.’s and sanitary inspectors covering the 
whole country. The inquiry, which has throughout 
been fully reported in the Welsh press, has 
undoubtedly led to a quickening of the national 
health conscience, and will stimulate backward 
authorities to play their part in any anti- 
tuberculosis scheme. 


TWENTY-FIVE YEARS OF PSYCHO-ANALYSIS 


Srnce 1914 members..of the British Psycho- 
Analytical. Society have been probing the springs 
of desire and the wells of loneliness, but not until 
last week has the society itself made any public 
appearance. At the silver jubilee dinner Dr. 
ERNEST JONES, founder of the society, had on 
either side of him a minister of the Crown; at the 
high table were representatives of all branches of 
the medical profession, while each of the separate 
tables had its own international gathering. Dr. 
SIGMUND FREUD, the society’s most distinguished 
member, was unable to be present, but his daughter, 
Miss ANNA FREUD, conveyed a message from him 
and was entrusted with a message in return. 
Greetings were personally conveyed from kindred 
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psycho-analytical societies in France and Holland, 
two of the three European countries in which 
the practice of psycho-analysis is still admissible : 
the parent society in Vienna exists no longer, 
and Dr. Jones thought everyone would agree that 
the British society is now the chief bulwark of 
psycho-analysis in Europe. Earl DE La WARR, 
proposing the principal toast, recognised the 
change in public attitude to many questions— 
legal, educational, sex relationships—that had been 
brought about by the indirect influence of psycho- 
analysis; and Mr. WALTER Error recalled a 
pre-war conversation with Dr. EDWARD GLOVER 
when they spoke together of medicine turning © 
through psychology to sociological study, although 
neither of them could have foreseen what it would 
lead to. It was Dr. GLOVER, in proposing The 
Guests, who unkindly remarked that psycho- 
analysts with very slight exception are bad writers ; 
but that matters the less because, said he, they 
are themselves so much at loggerheads on educa- 
tion.as to make it unlikely for them to issue any 
major pontifications on the subject for some time. 
And Dr. Jonzs, although himself at one time 
no mean fighter, excused himself from further 
endeavour to persuade medical colleagues to take 
a more objective view of the problems, with which 
psycho-analysis is concerned, by admitting frankly 
that the internal difficulties nature has imposed in 
the way of reaching the unconscious mind, and 
still more in the way of maintaining a free com- 
munication with it, have proved far greater than 
was at first supposed. It will, he said, take 
perhaps a couple of generations yet of intensive 
work before we shall be in a position to present 
to the outer world a well-codified body of know- 
ledge. For himself the anniversary encouraged 
rather a mood of retrospection, a sort of stock- 
taking. He came into this field of work by the 
following route. In the usual preoccupation of 
youth with the general problems of life and its 
meaning, he had passed first from a study of 
religion to that of philosophy, but evermore came 
out of the same door wherein he went. A more 
intimate contact with reality then took him into 
the field of sociology, in which he fared no better 
until he tried to bring our social institutions— 
laws, government, marriage—into relation with a 
biological knowledge of human nature. Some 
intuition told him that access to the fundamental 
layers of the mind could most advantageously be 
attained by a detailed study of the clinical 
phenomena investigated by psychopathology, and 
he looked around eagerly for the company of the 
few minds who took them seriously. Then came 
FREUD ; and, said Dr. Jones, the rest of the story 
you know. 


MEDICAL SCHOLARSHIPS AT LONDON U = 
The London Inter-Collegiate Scholarships Board 
announces that an examination for twelve medical scholar- 
ships and exhibitions of a total value of £1640 will begin 
on May 8. They are tenable at University College Hospital, 
King’s College Hospital, the Royal Free Hospital, and 
St. George’s Hospital. Full particulars and entry forms 
may be had from the secretary of the board, University 
of London, Senate House, W.C.1. 
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ANNOTATIONS 


C.C.H. OR C.E.P.? 


WE publish on p. 655 an important criticism of the 
arrangements now being made for handling casualties 
sustained in air attack on big cities such as London. 
According to the plans outlined in the Ministry of 
Health’s memorandum 1 all the large general hospitals 
are to be quickly transformed into casualty-clearing 
hospitals (with not more than 200 beds), while most 
of the smaller and special hospitals will become first- 
aid posts, receiving only the walking wounded. It 
will be the duty of first-aid workers at the site of 
destruction to divide the casualties into those that 
go home, those that go to first-aid posts, and those 
that go on stretchers to the casualty-clearing hospitals, 
which will cater chiefly for the more serious cases. 
Dr. Crome and his colleagues believe that this scheme 
will break down after the first big air-raid, because 
any building known to be a hospital will at once be 
confronted with a stream of wounded of all categories : 
some of those who walk will have wounds of chest or 
abdomen, and some of those on stretchers will have 
trivial injuries of the leg. Even if the movements 
of the victims are controlled, accurate classification 
is beyond the power of red-cross orderlies; yet the 
experience of the world war and the Spanish war 
shows that an accurate classification at the earliest 
possible moment, and a correspondingly accurate 
and rapid evacuation, are the most urgent of all needs. 
The Ministry of Health is clearly anxious to promote 
this rapid evacuation, but the authors of the article 
think that the ‘casualty-clearing hospitals” it is 
planning put too much emphasis on the “ hospital ”’ 
and not enough on the “ casualty-clearing’’; and 
this leads them to propose an alternative type of 
centre, which they term a “‘ classification evacuation 
point,” and an organisation based on it. In choosing 
the existing general hospitals as the casualty-clearing 
centres the authorities have no doubt been attracted 
by their waiting-halls, operating-theatres, equipment, 
and beds; but in the opinion of Crome, Fisher and 
Shirlaw these advantages are outweighed by the 
fact that most of the buildings are old and highly 
collapsible, while many are not conveniently placed 
for rapid evacuation of casualties by road and rail. 
If it cannot be underground, a casualty-clearing 
centre must, they say, be in a steel-framed building, 
and there are factories, warehouses, garages, hotels, 
and blocks of offices and flats much fitter for the 
purpose than our time-honoured centres of healing. 
The fact that Rahere or Guy chose a particular site 
for his hospital many years ago does not mean that 
this site is necessarily the most appropriate for an 
evacuation point ; the steel-frdmed flats round Baker 
Street station, for example, with arterial roads and 
main-line and underground railways close at hand, 
might well be preferable if immediate evacuation, 
rather than immediate surgery, is the primary aim. 

To visualise the possibilities of air warfare and 
provide wisely against all of them is a superhuman 
task, and the temptation is all the stronger not to 
deviate from decisions once they are reached. We 
feel sure however that the Minister of Health and his 
advisers will give full consideration to the argument 
now advanced. Much hangs on these issues ; for if the 
inhabitants of London find themselves in the front line 
their. morale, like that of other troops, will largely 
depend on the care their wounded receive. 


1. Emergency Hospital Organisation. Emergency Medical 
Sorices Meino. No. 2. See Lancet, arch 4, 1939, 
p. 


WHOOPING-COUGH : DIAGNOSIS AND 
PROPHYLAXIS 


New work on various aspects of whooping-cough 
control is discussed by Sauer.! He reviews the main 
evidence upon which the coccobacillus of Bordet and 
Gengou (Haemophilus pertussis) has been accepted 
“quite universally ’’ as the sole causal agent of 
whooping-cough. The evidence includes animal and 
human transmission experiments carried out under 
conditions which excluded the possibility of a con- 
comitant filtrable virus. On the question of diagnosis 
Sauer observes that a protracted paroxysmal con- 
tagious cough, lacking the terminal whoop, may be 
due to catarrhal tracheobronchitis and that clinical 
whooping-cough may also be simulated by the 
paroxysmal cough of distemper (snuffle infection) 
which young children sometimes contract from pet 
animals. In the absence of a history of contact or 
an unmistakable paroxysm, the diagnosis may be 
substantiated by an early positive cough-plate, 
typical lymphocytosis or, later in the attack, a 
positive complement-fixation test. Clinically typical 
whooping-cough is sometimes caused by atypical 
strains of the H. pertussis, Eldering and Kendrick 
isolated such an organism (B. parapertussis) and 
Bradford and Slavin grew some 5 per cent. of atypical 
strains from 160 consecutive “‘ positive ” cough-plates. 
These atypical strains darkened the medium and 
showed early pleomorphism, and were all strongly 
antigenic when injected into rabbits. It is not yet 
known whether potent whooping-cough vaccine 
proteets against these atypical strains, but Sauer 
does not favour their inclusion in stock vaccines, 
He insists that the ultimate test of vaccine-conferred 
immunity is a comparison of the incidence of whoop- 
ing-cough after intimate exposure to infection in 
similar groups of unvaccinated and. vaccinated 
susceptible persons in the same age-range—preferably 
between eight months and three years, Few of the 
published reports of success in vaccine prophylaxis 
would satisfy these criteria. For the past year 
“ authorised ” pertussis vaccine, prepared according 
to Sauer’s specification, has been supplied in double 
strength (20,000 million organisms in 1 c.cm.), 
Three injections of this vaccine are given ‘‘ just 
under the skin” at weekly (or longer) intervals, 
the first and second over the left and right deltoids 
and the third over the left triceps. Children under 
two receive a total dose of 5 c.cm. (1, 2 and 2 c.cm.); 
those over two, 6 c.cm, (1, 2 and 3 c.cm.). Pyrexia 
and transient local reactions may occur and induration, 
or nodules, may persist for a week or more. 

After the height of an attack has been reached, 
or after adequate vaccine prophylaxis, complement 
fixation is nearly always demonstrable provided 
freshly isolated cultures are used. Sauer notes that 
since 1934 L. Daughtry-Denmark has employed 
complement fixation as a routine test a month or 
more after the last dose of vaccine. If fixation js 
not complete (four plus) she gives an additional 
injection. Good results are claimed by several 
workers from the use of convalescent serum, particu- 
larly the reactivated, so-called ‘‘ hyperimmune,” 
serum obtained from parents after injection with 
three doses of vaccine at 3-day intervals. As with 
measles serum, it is now possible to dry and preserve 
pooled ‘‘ hyperimmune ” serum, which is redissolved 
in sterile distilled water immediately before use. 


1. Sauer, L. W., J. Amer. med. Ass. Jan. 28, 1939, p. 305. 
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To be of any value, serum of any type must be i i j inati : 


injected in the incubation period or early catarrhal 
stage. During the paroxysmal stage attempts to 
confer either active or passive immunity are futile. 


A SIMPLE EXPOSITION OF POPULATION 
PROBLEMS 


THOouGH the population question has now become 
“ news,” and articles on the declining birth-rate are 
common, it is doubtful whether the casual reader 
understands why the decline is viewed so seriously. 
He knows that the birth-rate is still higher than the 
death-rate, and that year by year the population 
continues to increase. He notes the continued 
prevalence of unemployment and recalls the warn- 
ings that used to emanate from authoritative sources 
on the danger of over-population. If experts were 
wrong when they talked of over-population why, he 
may well.wonder, should they be right when they 
say that the evils of under-population are now to be 
feared ? This complacent attitude will not be changed 
by dogmatic statements or alarmist prophecies. 
What is needed is an exposition of the demographic 
Position, and for this it is necessary to know 
something of the modern methods of measuring 
population growth, especially of the simple methods 
introduced by R. R. Kuczynski. These repay study 
not only for the new light they throw on popu- 
lation problems but for the intellectual satisfaction 
derived from observing the emergence of order 
from confusion. The methods are clearly explained 
in a booklet by Mr. Glass and Dr. Blacker.1 The 
authors regard the problem before them as falling 
into two stages: (1) how has fertility declined, 
and (2) why has fertility declined? The second 
question cannot be attacked effectively until an 
attempt has been made to answer the first, with which 
the authors are mainly concerned. They begin by 
showing how misleading the crude birth-rate may be 
when used, as it was used by Mr. A. P. Herbert in the 
second-reading debate on the Population (Statistics) 
Bill, to measure fertility, and go on to explain how 
the gross and net reproduction-rates are computed 
and how simply and satisfactorily the latter measures 
the combined effects of fertility and mortality. This 
chapter is a commendable example of clear and 
effective argument. An account given of the develop- 
ment of the British system of census-taking and vital 
registration includes a description of the important 
reforms introduced by the long overdue Population 
(Statistics) Act, 1938. The second-reading debate 
on this measure, which took place on Nov. 29, 1937, 
is curiously reminiscent of the abortive attempt in 


1753 to obtain legislative authority to take a census. . 


Mr, Thornton, M.P. for York, attacked the supporters 
of the Census Bill introduced in that year as “ pre- 
sumptuous and abandoned ’’: “ To what end should 
our number be known except that we are to be 
pressed into the fleet and the army, or transplanted 
like felons to the plantations abroad ?.. . I hold this 
project to be totally subversive of the last remains 
of English liberty. ... If any officer should demand of 
me an account of the number and circumstances 
of my family, I would refuse it; and if he persisted 
in the affront, I would order my servants to give 
him the discipline of the horse-pond.”’ 

The demographic position in this country, the 
Dominions, and the United States, Sweden, Germany, 
France, Italy, the Ukraine, and Japan are examined 


By D. V. Glass, B.Sc. 


1. Fopulaston and Fertility. 
C. P k F.R. London: The Ponilation 
Pp.101. 3a. 


Blac er, 
Investigation *Committee. "1939. 


and compared with the aid of illuminating diagrams 
and two short chapters are devoted to discussing 
various aspects of a question on which census and 
registration statistics can at best throw but little 
light—the reason for the decline in fertility. The 
authors think that the explanations offered for 
individual family limitation are often not the true 
ones, A case is mentioned in which the mother of 
a family of three children first attributed the limita- 
tion partly to the danger of war, but further inquiry 
showed that a far more potent factor was the threat 
of the eldest child to leave home if her mother had 
another baby. There is much still to be learnt about 
the motives of family limitation, and medical prac- 
titioners are peculiarly well placed to add to our 
stock of knowledge on this subject, to which this 
booklet is an excellent introduction. 


RADIOGRAPHIC LOCALISATION 


METHODS of localising foreign bodies in human 
tissues become urgently important in time of war 
and the instructions given by Brailsford 1 might well 
be studied by all who expect to undertake the care 
of casualties under military or A.R.P. schemes. The 
apparatus necessary is simple—even a portable X-ray 
unit is adequate—and although accuracy requires 
some expenditure of time in the radiological depart- 
ment, both surgeon and patient benefit by the time 
saved in operating. First an ordinary antero- 
posterior radiogram is taken with a pointer showing 
the position of the wound. Occasionally this is all 
that is needed, but as a rule further localisation 
will be wanted. To this end metal markers of bent 
wire of a characteristic shape are then fastened to 
the skin and further anteroposterior and lateral 
films are taken, some at least with the patient in the 
position he will be for operation. The series of 
markers makes it possible to estimate the depth 
at which the foreign body lies. Another useful 
method advocated by Brailsford is a modification 
of that proposed by Mackenzie Davidson. Two 
exposures are taken on one film, the tube being at a 
known height and being shifted a measured distance 
between each exposure. In this way the depth of 
the foreign body can be determined by simple geo- 
metrical calculation. Brailsford is strongly opposed 
to any attempt to extract the foreign body during 
fluoroscopic screening, an opinion with which most 
radiologists will agree, but he makes the ingenious 
suggestion that a skeleton in which the radiologist 
has fixed a piece of Plasticine in the exact position 
of the foreign body may be used as a guide. 

Chaussé ? describes an elaborate method of localising 
foreign bodies by means of his “light compasses.” 
A special apparatus is set up in the operating-room 
and is so arranged that once the foreign body is 
localised two small beams of light can be thrown on 
to the patient in such a way that they lead the surgeon 
to the point where the foreign body lies. The value 
of such a method when exploration must be under- 
taken in the brain or in such dangerous situations 
as the heart wall must be very real. 

Closely associated with these methods of localisa- 
tion is the use of foreign bodies purposely inserted 
into the tissues for beam-direction in radiotherapy. 
The influence of volume on tolerance and even on 
ultimate result is now thought so important that 
small applicators 5-0-6-5 cm. in diameter are used 
wherever possible. Accuracy of aim which will 
ensure that the central beam always passes through 


1. Brailsford, J. F., Brit. J. Radiol. February, 1939, p. 65. 
2. Chaussé, Č., Ted, p. 87. 
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the centre of the tumour needs localisation much like 
that described by Brailsford. In the method described 
by Dobbie? a tiny metallic foreign body is placed 
in the tumour and its relationship to wire skin- 
markers is established by radiograms taken with a 
wooden applicator which duplicates that which will 
be used for therapy. Specially constructed wax 
blocks, modelled to the patient, make it certain that 
when the optimum position for the applicator has 
been determined it will be exactly repeated each time 
the patient is treated. The interesting similarity 
of these methods of localisating shows how much the 
two branches of radiology can learn from one another. 


OSTEOGENIC ACTION OF BONE GRAFTS 


It is well recognised that the transplantation of 
fully differentiated hard bone into soft mesenchymal 
tissues leads to the formation of new bone in these 
tissues ; but the origin of this new bone is disputed. 
In trying to discover the factor that stimulates 
osteogenesis, Levander,* of Köping in Sweden, has 
performed experiments of two different kinds— 
namely, the grafting of adult radius and ulna into 
subcutaneous and muscular tissues and the injection 
of bone extracts into muscle. The experiments 
were done on rabbits and the grafts consisted of 
fragments 1:0-1:5 cm. long. The periosteum was 
scraped away with a sharp knife, and in about half 
the animals a superficial layer of bone also was 
removed with a sharp raspatory. Thirty rabbits 
were treated in this way and the histological appear- 
ances recorded at intervals of 2-30 days after the 
transplantation of bone fragments into the sub- 
cutaneous or muscular tissues. At the end of two 
days mesenchymal proliferation was apparent, 
associated with the formation of numerous new blood- 
vessels. By the sixth day young osteoid seams 
appeared in the mesenchyme, arranged parallel to 
the graft or round one or other end. Cartilaginous 
islets were occasionally seen. Meanwhile the trans- 
planted bone became necrotic, the bone cells died 
off soon, and the transplant was dead at the end of 
a fortnight. Cell division was not seen at any stage. 
Levander is convinced that the new bone originates 
in a mesenchymal reaction and owes nothing to trans- 
plantation of osteoblasts. He found the haversian 
canals empty while new bone was being formed 
round them. 

The second group of experiments was designed to 
show what part of the transplanted bone provided the 
osteogenic stimulus. He had decided that it was not 
the bone cells; nor could it be the lime salts, for 
boiled bone, still containing unaltered lime, did not 
stimulate osteogenesis, He thought that the stimu- 
lating agent might be transferred from the graft 
to the surrounding tissues in the form of some 
substance soluble in the lymph, and he attempted to 
extract this hypothetical substance from bone and to 
inject it into muscle. After aqueous extracts had 
proved negative in ten experiments alcoholic extracts 
were tried; there was reason to think that they 
might be more effective, for injections of a 40 per 
cent. solution of alcohol into soft tissues had been 
found to produce an abundance of young mesenchymal 
tissue, which would provide the medium of young 
undifferentiated cells suitable for osteoid trans- 
formation. The muscle used for injection was the 
rectus femoris, because its belly was as far as possible 
removed from bony contact and origin, and 60 tests 
were made with alcoholic extracts of mixed bone and 


3. Dobbie, J. L., Ibid, p. 121. r 
4. Levander, G., Sury. Gynec. Obstet. 1938, 67, 705. 
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callus. The bones of a forearm, previously fractured 
and in process of union, were cut up, macerated, made 
into a mash, and put into a tube containing 10-15 c.em. 
of. absolute alcohol. The extracts were kept at 
40° C. and injected next day, after dilution with 
saline. About 3-5 c.cm. was injected into the 
rectus femoris, and the period of observation extended 
over two weeks to two months. In 14 of the 60 
tests more or less extensive formation of bone or 
cartilage was observed. In 10 other cases, injection 
was made with alcoholic extracts of normal bone 
tissue without callus. The technique was the same, 
but the period of observation was shortened and did 
not exceed twelve days. In 2 cases cartilage was 
formed. 

- Thus in 16 of 70 animals receiving the alcoholic 
injections of bone, or of bone and callus, either 
cartilage or bone was formed at the site of injection, 
while negative results were obtained in 80 control 
experiments in which alcoholic solutions alone, 
or alcoholic extracts of connective tissue or muscle, 
were injected. Levander accordingly feels justified 
in postulating the presence in the transplanted bone 
of some specific substance that activates the non- 
specific mesenchymal tissue and causes it to form 
bone, 


COUNTY COUNCILS: 1889 TO 1939 


THE jubilee of the establishment of county councils 
in England and Wales is being celebrated this month. 
A well-produced account of their present responsi- 
bilities and functions, set out against a historical 
background, has been issued by the County Couneil’s 
Association.! The Prime Minister in an introductory 
note describes it as an inspiring record of progress. 
The first and major part of the book, which has 
attractive illustrations of highways, bridges old and 
new, schools, technical institutes and hospitals, is 8 
general survey ; the second part describes the indi- 
vidual activities of one of the 32 councils which are 
participating in its production. The book is being 
issued in special editions for local distribution, with 
the appropriate second part; it is not for sale, 

The general survey shows the chaos that arose 
from the overlapping powers of the units of adminis- 
tration—varying from parish vestries to courts of 
quarter sessions—which shared the responsibility for 
local government 50 years ago. The bill, introduced 
in 1888,.which provided for the establishment of 
councils to be entrusted with the management of 
the administrative and financial business of each 
county was based on one drafted five years previously 
by Sir Charles Dilke. The contentious clauses in 
this original draft—such as those providing for 
control over the poor-law, education, and public 
health—were dropped, and even then disagreement 
on the question of control of the constabulary nearly 
wrecked the bill. But a compromise was found, and 
the Local Government (County Councils) Act was 
passed in August, 1888. Not till 40 years later were 
the county councils given responsibility for the full 
range of public services which we now regard as 
obviously within their proper scope. Nowadays it 
seems only logical that they should deal with roads 


and bridges, education, public health, housing, 
mental treatment, public assistance, agriculture, 


town and country planning, some aspects of public 
protection, and registration and licensing, and that 
they should have supervisory powers—rarely used— 
over certain smaller authorities in their areas. Each 


1. The Jubilee of County Councils 1889 to 1939.” : 
Evans Bros. 1939. Sandon 
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of these functions provides material for a chapter in 
this jubilee book which also includes informative 
sections on finance and staff. The magnitude of 
county budgets is shown by the estimate of the 
expenditure of the county councils of England and 
Wales, excluding London, at over 130 million 
pounds for the year 1938-39. The present cordial 
relationship between Whitehall and the county 
councils is exemplified by the observation that, where 
30 or 40 years ago the Government issued an ulti- 
matum, now they are likely to suggest a round-table 
conference. There are occasional clashes but on the 


whole there is an increasing friendliness animating. 


dealings between Government departments and county 
councils, The changes likely to be made in the 
methods of county government in the future are 
discussed with a dispassionate appreciation of the 
defects of the present system—e.g., the impossi- 
bility of bringing pressure to bear on neighbouring 
authorities unwilling to codperate in running certain 
services. The Middlesex county council has prepared 
a separate account of its activities, to be issued by 
the same publisher. 

The L.C.C. is to hold a special ceremonial meeting 
on March 21, after which Queen. Mary will open a 
jubilee exhibition at the County Hall which is designed 
to present a complete and vivid picture of the 
council’s work today, including its hospital, medical, 
nursing and midwifery, ahd ambulance services. 
Several types of mechanical respirators will be 
demonstrated and other modern hospital equipment. 


MASS RADIOGRAPHY 


THERE is general agreement that radiography is the 
best means of detecting early tuberculous lesions in 
the lungs, and where it has been used in the examina- 
tion of large groups of the normal population it has 
made possible a striking reduction of the disease. 
The most successful experiment so far recorded 
was carried out some years ago on the Berlin police 
force, which had a high incidence of pulmonary 
tuberculosis. All members of, and candidates for, 
this force were radiographed, and those found to have 
X-ray evidence of pulmonary disease were retired 
and treated ; since when there have been hardly any 
cases of tuberculosis in the force. A similar and more 
elaborate experiment is now being carried on in 
England by the Royal College of Physicians under 
the terms of the Prophit bequest. This investigation 
is being conducted over a period of 5-10 years on 
suitable sections of the population, and although 
the results are not yet available for publication its 
value has been abundantly proved. 

The only objections to “ mass ”? chest radiography 
are time and expense, and the shortage of doctors 
and film material in Germany has led to the develop- 
ment of a form of apparatus which overcomes both 
these obstacles, The principle employed is simple. 
An ordinary camera of the roll-film type is mounted 
in focus at the narrow end of a lead-lined funnel 
approximately four feet long. At the broad end of 
the funnel a fast modern fluoroscopic screen is 
inserted. This combination is mounted on a telescopic 
stand and can be easily moved up and down. An 
ordinary X-ray tube mounted on a pillar is placed 
at a fixed distance facing the screen end of the funnel. 
The patient walks in and places his chest against 
the screen, the tube is centred on the middle of the 
screen, and an exposure is made. The camera at 
the other end of the funnel takes an ordinary reduced 
photograph of the screen image. A single movement 
of the hand places a new film in position, and it takes 
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less than a minute to centre the tube and funnel for 
the next patient. At a reasonable estimate a hundred 
patients an hour can be thus examined. Depending 
on the type and size of camera employed, the film 
roll may contain anything from six to thirty-two 
exposures. The roll of films is developed in the 
ordinary way and later viewed either with a magni- 
fying glass or with a small projector. Using a modern 
wide-aperture lens and fast films the detail is surpris- 
ingly good and compares favourably with that of 
ordinary direct radiograms. In a modern hospital 
X-ray department the cost of each chest examination 
works out at about five shillings, whereas with this 
new indirect method the cost should not be more 
than a penny per case. 

It can hardly be doubted that indirect photography 
of the screen image will come into universal use for 
examination of large sections of the population such 
as school-children, and it should also prove invaluable 
in all ordinary hospital work for eliminating normals 
and reserving detailed, direct X-ray examination for 
those showing evidence of disease. This week it is 
announced in the News Ohronicle that the entire 
population of Mecklenburg are to have their chests 
radiographed by doctors of the S.S. (Black Guards). 
More than 900,000 photographs will be taken and 
they will all be examined at the University of 
Frankfurt. 


INDICATIONS FOR CARDIO-OMENTOPEXY 


Morr difficult sometimes than the devising or 
performance of a new surgical technique is the correct 
choice of patients for it. An article at the front of 
our present issue reveals something of the ingenuity 
and patient work underlying recent attempts to 
bring about revascularisation of the ischemic heart 
by surgical means, and it may be useful to present 
at the same time an example of conservative opinion 
on the practical application of such treatment. In 
addressing a Paris audience on this subject Pruche? 
spoke as a cardiologist, following Le Gac, who had 
described the technique of cardio-omentopexy prac- 
tised at the Lambeth Cardiovascular Clinic. Dis- 
tinguishing three main types of cardiac ischemia, 
Pruche said that in the first, disorder of rhythm 
due to localised failure of blood-supply, a graft could 
be effective only in the unlikely event of the new 
vessels reaching the site of the lesion. Here we think 
he misunderstands O’Shaughnessy’s conception of 
cardio-omentopexy, which is that the graft performs 
its revascularising function, not locally at the site 
of its application—except perhaps in cardiac infarction 
or aneurysm, where omentum may have a reinforcing 
action—but generally through new vessels linking 
up with the coronary tree. Thus lesions due to 
localised ischtemia may indicate cardio-omentopexy 
because they are evidence of general coronary disease 
in which the operation would be beneficial. Secondly 
Pruche considered cardiac ischemia due to coronary 
spasm and thrombosis. The promising results obtained 
in angina pectoris might, he suggested, be explained 
by the fact that the omental vessels lie outside the 
coronary vasoconstrictor reflex arc, but he went on 
to emphasise the need for caution in seeking an 
explanation for the mechanism of relief from angina. 
In classical cardiac infarction the operation could 
give no immediate help, because time must pass 
before new vessels are formed. Infarction however 
often took place silently without pain, being found 
at autopsy in old people dying of a progressive 
myocardial insufficiency. Such hearts often showed 


1. Pruche, A., Bull. Soc. Méd. Paris, 1938, 142, 718. 
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some degree of natural revascularisation by inter- 
coronary anastomoses. The third type, which included 
cases of myocardial sclerosis with slowly progressive 
cardiac insufficiency, with or without anginal pain, 
and without excessive hypertension, should in 
Pruche’s opinion be the most general indication 
for cardio-omentopexy, although he realised that the 
patient, in the absence of pain, might object to 
operation. Diagnosis of the condition in its early 
stages depends, he said, on the electrocardiographic 
changes, which included low voltage, widening or 
notching of the Q RS ‘deflection, inversion of the T 
wave, deviation of the S—T interval, increased voltage 
of the P wave, and prolongation of the P-R interval. 
He made it clear that he regarded electrocardiographic 
changes as the chief evidence that cardio-omentopexy 
would be useful, and he would hesitate to advise 
operation in cases of angina where the electrocardio- 
gram was normal. He concluded with the remark 
that although this branch of cardiac surgery is only 
in its infancy it merits the lively attention of 
cardiologists. 


THE M.O.H.’S MOVE HOUSE 


NExt week the Society of Medical Officers of 
Health moves its headquarters from No. 1, Thornhaugh 
(late Upper Montague) Street, to Tavistock House 
South. The society has been in its present house for 
the last 34 years after a long period of migratory 
existence during which it was a near neighbour 
of our own at No. 1, Adam Street and later at 
No. 9, Adelphi Terrace. For a period when John 
Simon, F.R.S., was president of the society, meetings 
had been held in Whitehall at the offices of the 
General Board of Health. At Tavistock House the 
society will become the near neighbour of the Medical 
Defence Union which is also to have its new home in 
the south extension of Tavistock House when that is 
completed next year. The house-warming is to 
await this final readjustment, and in the meantime 
we: congratulate the society on having more room 
in which to move around and develop its work, 


CONTROVERSIAL GROUND IN PSYCHIATRY 


THERE are many discordant voices in psychological 
medicine, and the public, medical and lay, is some- 
times tempted to believe that it has no means of 
finding out where orthodoxy and progressive common 
sense is to be found, since men of apparently equal 
experience and standing confidently express opposite 
views as though they were ultimate truths. Reliable 
guides however are not entirely lacking or hard to 
recognise. There are in this island two chairs of 
clinical psychiatry, and the -occupants of these 


chairs speak with peculiar authority. One of 
them, Prof. Henderson, has examined in two 
recent addresses some of the most controversial 


ground in psychiatry. In his Maudsley lecture} 
he dealt faithfully with those who would arbi- 
trarily split the field by separating psychoses from 
neuroses as though they were different in kind 
and treatment, and he expressed his agreement 
with the views on these matters set out in a leading 
article in THE LANCET some time ago.? In the Salmon 
memorial lectures,* delivered before the New York 
Academy of Medicine, he considers one of the major 
socio-medical problems—viz., the understanding and 


1. J. ment. Sci. January, 1939, p. 
2. Lancet, 1935, 2, 1185. 
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treatment of psychopathic personality. Avoiding 
alike rigid classification and subtle guesswork, he 
points out the grounds we have for modified optimism, 
“We have come to recognise that the rosy picture 
depicted by many psychotherapeutists in relation 
to the treatment of such (psychoneurotic) states needs 
considerable modification. This, of course, does not 
imply a nihilistic outlook but merely enforces the 
view that much of the psychoneurotic material with 
which we deal requires far more careful discrimination 
than has as yet been accorded to it, and, once that 
has been accomplished, methods of treatment may 
come to be devised which will more adequately 
deal with such deeply involved mental states.” 
There are, as Prof. Henderson points out with 
illustrative case-records, among our psychoneurotic 
patients many who show malignant reactions that 
no psychotherapy can put right. But there is much 
that can be achieved by a well-organised psycho- 
biological therapy, aiming at social rehabilitation: 
the doctor who carries it out “ must not be a mere 
psychotherapist, but a physician in command 
of general medical training,’ with, besides, an 
adequate knowledge of the social side of his work. 
Dr. Henderson further points to the danger nowadays 
of “ psychotherapeutically minded pastors, clinical 
psychologists, lay analysts and enthusiastic social 
workers’ contributing by their one-sidedness to 
a schism between bodily: and mental medicine which 
it has been the constant -effort of psychiatrists and 
indeed of all sensible oe to overcome. He 
deprecates that uncritical, facile acceptance of 
fashionable and spectacular remedies, whether psycho- 
logical or physical, which is\so harmful because it 
creates false leadership. The trend of his argument 
is wholly towards the cultivation in the psychiatrist 
of a sense of responsibility not\only towards the 
individual but also towards socie His exposition, 
which raises and illumines other important issues, 
deserves the attention of all those besides the 
psychiatrists who come into contact with, the anti- 
social psychopath. 


Dr. H. Guy Dar has been returned unopposed as 
a direct representative of the medical profession in 
England and Wales on the General Medical Council 
for a further period of five years from April 27. The 
other direct representatives for England and Wales 
are Dr. G. W 
Bishop Harman and Sir Kaye Le Fleming. . 


Dr. WILHELM WEYGANDT, who died on Jan. 22, 
was for many years professor of psychiatry at Hamburg 
and had become one of the prominent figures in 
German medicine. He was active in introducing 
the malarial treatment of general paralysis, dis- 
covered in Vienna by Wagner-Jauregg, into Germany, 
and he made important contributions in the fields 
of cretinism, «esthetics and forensic psychiatry. He 
was insistent that a false humanitarianism should 
not be allowed to interfere with eradication of 
mental defect. His chief work, however, was 
the building up of the mental hospital of which 
he was director for 25 years into a centre of active 
research, 


The name of Mr. Gwynne Williams appeared last 
week in a list of consultant advisers to the Ministry 
of Health on the organisation of hospitals ın war- 
time. Mr. Gwynne Williams, who was nominated by 
the Royal College of Surgeons of England, 1s We 
understand unable to accept the appointment. 


-_ 
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CASUALTY ORGANISATION IN 
AIR-RAIDS 


By L. Crome, L.R.C.P.E. 


FORMERLY OHIEF MEDICAL OFFIOER, XV SPANISH ARMY CORPS 


R. E. W. FIsHer, M.B. Belf. 
FLIGHT-LIEUTEN ANT, R.A.F.O. 5; ASSISTANT MEDICAL OFFICER FOR 
A.R.P., METROPOLITAN BOROUGH OF HOLBORN ; AND 
G. B. SumRLAw, L.R.C.P.E. 


ASSISTANT MEDICAL OFFICER FOR A.R.P., METROPOLITAN BOROUGH 
OF BATTERSEA ; FORMERLY MEDICAL OFFICER 
IN THE SPANISH ARMY 


In order to be able to outline a medical A.R.P. ` 


scheme that can be put into force at once—thai is, 
a short-term scheme—it is first necessary to have a 
long-term policy. It should then be possible to. take 


the long-term policy and see how it can be modified © 


in accordance with short-term circumstances and 
limitations without losing its essentials. The short- 
term scheme should also be designed so that it can 
gradually be merged into the long-term scheme by 
the addition of protection at each point in order of 
importance. We shall therefore begin by setting 
out what we think should be the general principles of 
a long-term policy. We shall deal mainly with the 
problem as it affects London, but much the same will 
apply to any large town. It should perhaps be said 
that our views are not necessarily those of the local 
authorities by which two of us are employed.* 


Long-term Policy 


The objects of a long-term policy are twofold. 
(1) To ensure that all casualties are treated in the 
best possible manner; this means that all casualties 
must receive full skilled attention as soon as possible. 
(2) To avoid further injury to casualties—i.e., to 
limit exposure to further danger; this is to be 
attained by evacuating casualties as quickly as 
possible from the danger areas to points as far away 
as possible, and by choosing the most protected 
routes. These objects must be reconciled with two 
overriding considerations: (1) that the work of the 
country must go on; and (2) that treatment and 
protection of casualties cannot be allowed dispro- 
portionately to affect the protection of the general 
public. 

In working out an organisation to comply with 
these conditions it must be remembered that circum- 
stances will vary from time to time, and that the 
relative importance of the two objects and the 
urgency of the overriding considerations will vary 
with them. It is, therefore, of first importance that 
the organisation should be flexible so that it can 
meet the varying demands. It should be arranged in 
advance so as to allow of rapid change, for when the 
conditions under which an organisation has to work 
are imposed from without a cast-iron organisation is 
a bad organisation. 

The one unchanging datum that we must be 
prepared to face in air-raid conditions is that every- 
thing will be changeable, variable and unexpected. 
But this is no excuse for inactivity ; on the contrary, 


* Since the publication of articles on this subject by two of us 
(Brit. med. J., Suppl., Dec. 31, 1938, and Jan. 21, 1939) new data 
have become available. Consideration and discussion of this 
information have caused us to modify some of the views set out 
in those articles. 


= words, must be perfectly elastic. 


we must do everything possible to build such an 
organisation as will be capable of working under such 
variable conditions. This organisation, in other 
It should be 
adequate to cope with the maximum number of 
casualties, and yet elastic enough to expand still 
more at a moment’s notice. And not only to expand : 
it is just as important that it should be able to shrink 
without any loss of efficiency. It is clear that as the 
military protection of London reaches a higher 
degree of efficiency, and as the scale of attack falls 
off, the number of casualties will decrease, and then 
it would be wasteful to maintain all the material 
and personnel of the medical service in London, 
rather than to send them to a zone where they are 
more urgently required. Re-establishment to meet a 
reintensified scale of attack must also be possible, 

It is assumed that in any long-term conditions 
there will be in operation a sound organisation 
of deep shelters and evacuation, and that the 
number of casualties will be relatively small. As a 
corollary there will be a sufficiency of surgeons and 
other skilled personnel. There will be plenty of 
transport and so it will be possible to pick the best of 
alternative methods. Communications—underground 
telephone cables, short-wave wireless—will be pro- 
tected. Hence organisation can be relatively 
precise, and more or less laid down in advance to 
meet all the possible alternative circumstances. 


CLASSIFICATION 


In any system of casualty-clearance more capacious 
than that in use for peace-time street accidents 
classification is of cardinal importance. Indeed, if 
more than one casualty is carried into a hospital at 
a time, even in peace, classification is immediately 
the first action taken. The reason is obvious. A sur- 
geon can only attend to one patient at a time; to 
decide which patient should be attended to first is 
classification. All experienced military surgeons agree 
that this classification is the most important problem 
in casualty-clearance. Classification is not a thing 
that takes place at one point and one time only. It 
is done when the patients are first seen by an 
uninjured person, and it is repeated at each stage in 
their progress until they have reached the point 


where their recovery will be completed and have 


there received final surgical attention. It follows 
that the more accurate the first classification the 
better. And as skilled surgical treatment must of 
necessity be preceded by skilled surgical classification, 
the sooner casualties are classified by a surgeon the 
sooner urgent cases can be operated on. The propor- 
tion of really urgent cases which require operation at 
the earliest possible moment may be small, but such 
cases must be taken into consideration, and there is 
therefore reason, other things being equal, for moving 
the skilled classification as near to where the casualties 
are taking place (both in time and space) as is 
compatible with the other circumstances. 

Another reason for moving skilled surgical classi- 
fication up is that ideally a wound should be dressed 
as soon after it has been sustained as possible, and the 
dressing should not be removed for any purpose 
whatsoever until the patient is about to go on to the 
operating table. This cannot be done unless the 
first classification is skilled and accurate and precedes 
the application of the first dressing. 

But classification must be adequate for the point 
in the line of clearance where it is carried out. If 
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it is supposed to be skilful surgical classification it 
must be that. If it is not it is of little value. Classi- 
fication by first-aiders is useful and good provided 
that it is elementary and such that the first-aiders 
can carry it out. To be concrete: a first-aider can 
upon occasion be called upon to classify cases into 
corpses, wounded and non-wounded; he should be 
able to divide patients into those he himself can 
classify roughly and those he is quite unable to 
classify. He should not go much further than 
this. His classified cases can be sent home, to the 
surgeon, or to the mortuary. They cannot be sent 
direct to the operating table. Nor can some of them 
be evacuated long distances and the rest evacuated 
short distances; further classification must take 
place. It follows that there is no advantage to be 
gained from moving the surgical classification 
right up to where the casualties are occurring if the 
conditions are such that the surgeon, in the interests 
of his patients (and his own safety) cannot do an 
accurate job. But we have already seen that if 
classification can be moved up it should be. We 
have therefore arrived at the important conclusion 
that, as the occasion warrants, classification must be 
moved up or made to keep back at a point of safety. 
Provision must be made for both, though the point 
of safety must, of course, be as close as is practicable. ft 


CLASSIFICATION EVACUATION POINTS (C.E.P.’8) AND 
MOBILE CLASSIFICATION UNITS (M.0.U.’S){ 


These considerations mean that a flexible organisa- 
tion of C.E.P.’s and M.C.U.’s is necessary. The 
C.E.P. should be a point on a line of evacuation, 
fully protected from high-explosives and gas. It 
should have a very large space available for classi- 
fication, rooms and equipment for operating, and 
surgical and other staff to classify, to operate, and to 
man the M.C.U.’s. 
ment of cases which cannot be moved, and it should 
have adequate decontamination arrangements, We 
have been forced to the conclusion that in almost 
every case the present hospitals are utterly unsuited 
to act as C.E.P.’s. They are not only unprotected ; 
in most cases they are quite unprotectable. More- 
over, they are usually in the wrong places, away 
from railway lines, and with impossible approaches. 

The C.E.P. should be in charge of an area medical 


officer who should be executively responsible for the. 


passive defence in the area served by his C.E.P. 
This should include casualty- and rescue-services, 
decontamination and kindred functions, but would 
naturally not include warden’s services, shelter 
services, and so on. 


The M.C.U. should consist of a team of classifying 
officers (who should be experts in surgical diagnosis) 
and ancillary personnel, adequately mobile in their 
own transport, capable of moving right up to the 
scene of damage and carrying out classification (only) 
on the spot. The M.C.U.’s should be based on the 
C.E.P.’s and their transport should be kept in 
adequately protected garages. The teams manning 
the M.C.U.’s should, of course, be part of the surgical 
classifying staff of the C.E.P. Staff would then not 
be wasted by remaining idle. 


t Another reason for having facilities for classification above 
ground is that if the main classification point is unde 
beside a tube imo. time 
F pore: patients had immediately afterwards to be evacuated 
y ro 

t The names given here may not be the best possible; they 
are chosen because they describe the function of the units 
mentioned, and in order to avoid confusion with units in other 
schemes which have been elaborated. 
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There should be adequate ambulance transport 
of a suitable type available at the C.E.P.’s. We do 
not propose to discuss ambulances in this article, but 
it is almost self-evident that the light ambulances 
used for collecting casualties must be located at the 
C.E.P. and controlled from there, and that ambulances 
must imply stretcher-bearer-dressers. Evacuating 
road-transport—i.e., buses and the like—should be 
available to the C.E.P. on demand, with a minimum 
constantly at hand. | 

The C.E.P. should be on an underground railway 
line and on a satisfactory road-evacuation route, for 
there are advantages and disadvantages in both 


methods of evacuation, for example :— 


Road. 


Liability to congestion, 
Slow traffic, | 


Suitable for short dis- 
tances, 


Even the best sprung 
ambulances on the best roads 
are uncomfortable at any 
but low speeds, 


Short time to load, rapid 
dispatch. 


Difficult to attend to 
wounded en route. Can be 
stopped to attend to 
wounded. 

Wounded can be distri- 
buted in small numbers to 


Rail. 


Certain lines might be 
kept clear for surgical trains; 
therefore, quick traffic. 


Suitable for long dis- 
tances, 


Owing to greater comfort 
trains can travel quickly. 


Long time to load fall 
train. (With Diesel engines 
smaller surgical trains might 
be used.) 

Easier attention. 
size trains 
stopped. 


Full. 
cannot be 


Trains are suitable for 
serving hospital towns. 


It should have beds for the treat- | 


Trground 
might be lost in taking patients there 


. Various places. 


WORKING OF A C.E.P, 


The area medical officer (A.M.O.) would be 
immediately informed when damage had taken place 
in his area. He would be kept informed of the 
general situation both in his area and along his 
possible lines of evacuation. Taking into considera- 
tion all relevant factors—the scale of attack, number 
of casualties, probability of further attack, state of 
the roads in his area and along his lines of road and 
rail evacuation—he would decide whether to send out 
ambulances and M.C.U.’s or ambulances alone. If 
ambulances went out alone, then all wounded would 
be brought to the C.E.P. and dealt with there. If 
M.C.U.’s went out with the ambulances, the responsi- 
bility of deciding which cases should be brought to 
the C.E.P. and which should be evacuated direct by 
road would rest with the surgeon in charge of 
the M.C.U.’s 

Arrived at the C.E.P., casualties would be 
accurately classified and either prepared for evacua- 
tion or sent to the immediate treatment beds. 
Evacuation from the C.E.P. would be by hospital- 
train or by road, according to the exigencies of the 
situation. In our opinion long-distance evacuation 
where it is possible is much to be preferred to short- 
distance evacuation—it is better to send a patient 
200 miles from London rather than 20 miles. 


The A.M.O. would be in full executive control of 
his C.E.P. and of the casualty and other related 
services in his area. He would therefore have to be 
a man of considerable organising ability. He would 
have a staff of competent experts such as a consulting 
surgeon, & railwayman, a road-transport man and 
engineers. He would have to keep au fait with the 
full situation and be responsible for ensuring that 
evacuation flowed smoothly and rapidly, that his 


| 


‘informative. 
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beds were properly used, and that the superior 
authority was kept accurately informed of the 
position at his C.E.P. and in his area, 


DRESSING-STATIONS § 


The dressing-station (D.S.) has not been mentioned 
in this organisation because it is not a primary unit. 
It is, however, an important adjunct and provides 
one method of ensuring flexibility. In a long-term 
scheme there will be a system of deep shelters. 
Ideally this system should be intercommunicating 
and should also communicate with the C.E.P.’s. 
It is obvious that each shelter or group of shelters 
should have in it a place where medical equipment 
would be available and where first-aid and decon- 
tamination could be carried out. In a long-term 
scheme these would be the D.S.’s. Casualties finding 
their way into the shelters could have first-aid treat- 
ment there and then be passed underground to the 
nearest C.E.P. Possible circumstances where this 
system might be deliberately used by the M.O. in 
charge of the M.C.U.’s or the M.O. in charge of the 
ambulances will readily suggest themselves. In a 
short-term scheme the D.S.’s become of considerable 
importance, as will be seen later. 


SUPERIOR ORGANISATION 


The key point of the scheme around which the 
entire organisation should revolve is the C.E.P. 
There must, however, be a superior organisation. In 
a long-term scheme this would seldom be called into 
executive action; its function would be largely 
It would only have to take action in 
the unlikely event of any part of the local organisa- 
tion breaking down. It would then have to make 
alternative arrangements by designating one or more 
C.E.P.’s to serve the area of the one which had been 
put out of action or which was in danger of receiving 
more casualties than it could deal with. The excep- 
tion to this rule would be that the superior authority 
would have the responsibility of moving M.C.U.’s, 
surgical teams, ambulances and ambulance trains 
from one C.E.P. to another, or from more distant 


places. 
* wk * 


The scheme we have outlined seems to us to meet 
the essentials of the problem as well as any that has 
yet been put forward. It ensures that treatment 
will be the best and earliest possible in the particular 
circumstances and that it will not be delayed in 
order to protect the casualties when such protection 
is not necessary. On the other hand, it ensures that 
when protection is necessary it will be given without 
delay, and may, in exceptional danger, be given 
exceptionally quickly (by using the D.S.’s). It takes 
the overriding considerations properly into account. 
It is in essence flexible. 

A further point in its favour is that it does not 
depend upon impossible feats of organisation. The 
A.M.O. is called upon to be a competent organiser, 
but he is not called upon to be an organising genius: 
all that he will require for success will be accurate 


§ We have dropped the name of first-aid posts because the 
first-aid post has been so widely publicised that its would-be 
functions might be confused with those which we consider 
essential for a dressing-station. The first-aid post seems to 
be dependent upon the concept of *“ walking wounded.” We 
cannot see that this concept has any basis in reality as a measure 
of the gravity of the injury, for some lightly injured cannot or 
will not walk, whereas some seriously injured can and do. 
There is at present a patient in hospital who has been there for 
the last six months, and who walked 8 km. with four bullets 
in his thorax. Had hehad a relatively minor injury to his foot 


-_ he could not have walked so far. 


and continuous information. A scheme which 
depended upon an unlimited supply of geniuses 
would fail in the first ten minutes, 


Short-term Policy 


We propose now to set out the short-term data, 
and to see how the long-term scheme must be modified 
to meet them. If the resulting scheme proves to be 
workable there will be strong presumptive evidence - 
that it is the scheme of choice. It should be stated 
here, however, that in our considered opinion unless 
there is a proper system of deep shelters and evacua- 
tion no medical organisatión, however ingenious and 
however courageously worked, can be immune from 
possible breakdown. So far as we know every respon- 
sible member of the medical profession who has 
expressed himself on the subject is in agreement with 
this statement. 

SHORT-TERM DATA 


(1) Conditions of safety will vary in each district. 

(2) There will be few deep shelters. 

(3) There will be very many casualties. 

(4) Surgeons and ancillary personnel will be 
insufficient. 

(5) Transport will be scarce. 

(6) Telephone communications will be relatively 
unprotected and short-wave wireless unavailable in 
any quantity. 

(7) Organisation will therefore have to be the most 
flexible possible, and no method of attaining the 
objects which is compatible with the overriding 
considerations must be left out of account. 


= To take these points in order :— 

(1) Varying conditions must entail local variations 
in the scheme, and where there is a high probability 
of large numbers of casualties extra provision will 
have to be made. 

(2) It will not be possible in a short-term scheme 
to have specially constructed C:E.P.’s; where they 
cannot be found in existing tube stations, or in tube 
stations enlarged for the purpose, they cannot be had 
at all. What then is the alternative? The best 
alternative is a steel-framed building—e.g., garage, 
warehouse or factory—with its basement strengthened 
and protected against anything but direct hits. In a 
modern steel-framed building of many stories only 
aN armour-piercing bomb would be likely seriously to 
damage the basement, even by a direct hit. It is 
probable that few armour-piercing bombs will be 
used, so that though the alternative C.E.P. is a bad 
second it seems to be possible. 

(3) How can the greatly increased number of 
casualties be dealt with ? The only way is by making 
classification as efficient and as rapid as possible. 
This implies more classification space at the C.E.P., 
but it also implies more surgeons and classifying 
surgeons, and these there will not be. 

(4) Shortage of surgeons will have to be met, so 
far as possible, by loading the balance in favour of 
evacuation and by using the very best surgeons for 
the job of classification ; the other surgeons would 
be used to the best advantage at the base hospitals 
or in hospital towns, where they would be fully 
employed all the time and where each man would be 
doing the work he was best suited for. 

(5) Scarcity of transport is to be met by increasing 
the flexibility of the evacuation line. In other words, 
the balance of decision will be loaded in favour of the 
form of transport which is freest. 

(6 and 7) The vulnerability of communications is of 
fundamental importance, for the success of the short- 


658 THE LANCET] 


TUBERCULOSIS IN WALES 


[Marcu 18, 1939 


Mobile Classification Units consisting of teams of 


term scheme must depend on its flexibility, and 
flexibility is entirely dependent upon communica- 
tions. It is obvious that an enormous effort should 
be exerted to ensure that communications are 
improved as quickly as possible. 

The short-term scheme will, therefore, differ from 
the long-term in four ways. First, the C.E.P.’s will 
nearly all be in the basements of steel-framed build- 
ings, They will have more classification space and 
relatively smaller operating space and equipment. 
Beds for the immediate treatment of casualties will 
probably have to be detached to other buildings. 
(To hospitals, if suitable hospitals are available, of 
which there are very few. Unsuitable bospitals will 
be completely closed down, and the public informed, 
The public will not be told where the immediate 
treatment of casualties is being carried out; this is 
to avoid panic-stricken crowds breaking in and dis- 
organising the work.) Steel-framed hotels and blocks 
of flats are in most cases eminently suitable for rapid 
conversion. Secondly, each major air-raid will be a 
problem in organisation; the A.M.O. will have a 
more difficult job. Thirdly, the superior authority, 
instead of intervening only occasionally and in excep- 
tional circumstances, will have to do so regularly, 
and in most cases. Finally, direct underground 
collection of casualties from D.S.’s to C.E.P.’s will, 
of course, be impossible. The D.S.’s will be located 
in steel-framed buildings, in tube stations if possible, 
and other relatively safe places. It will be necessary 
to use them to the full, however, as advanced classi- 
fication posts and as decontamination stations. It 
. may be necessary to turn over the functions of a 
wrecked C.E.P. to one or more D.S.’s. 


$ * æ 


We think that this modified scheme is the best 
makeshift available. Given intelligent administra- 
tion by the superior authority and adequate com- 
munications it would not be the first of the country’s 
essential services to break down. It is as flexible as 
possible. It balances the two objects of our long-term 
policy fairly well. It reduces the exposure of those 
dealing with casualties to a minimum, It does not 
make impossible demands on the country’s transport 
or other essential services, and the demands that it 
does make are such that they can be met by the 
parts which are under least pressure. Nevertheless, it 
should not be forgotten that it is only a makeshift. 
It should be set up immediately, but it should forth- 
with be modified more and more towards the long- 
term scheme, the vital points being the first to be 
fully protected. We do not advocate peace of mind 
on this short-term scheme—in the light of recent 
technical reports the long-term scheme is thoroughly 
practicable. Nothing less will provide the adequate 
medical organisation for which every patriotic doctor 
must honestly wish. 


Conclusions 


Long-term scheme.—(1) Fully protected Classifica- 
tion Evacuation Points should be built. These 
should be carefully sited with lines of evacuation by 
rail and road, and should have plenty of space for 
classification, facilities for the treatment of the 
relatively small number of casualties who would 
have to remain in the danger area, and adequate 
staff. They should be the medical headquarters 
for the areas they serve. (2) The present hospitals 
should be closed; most of them are intensely 
dangerous and even the best are not safe enough 
for a long-term scheme. (3) There should be 


\ 


‘practically 


classifying surgeons and their staff who could go 
to the scene of bomb damage and classify on the 
spot, if conditions allowed. (4) Both road and rail 
evacuation of casualties should be arranged for, 
so that the route best suited to the circumstances 
could be used. (5) Dressing Stations should be 
ancillary rather than primary units in the organisation. 
(6) There should be an effective superior organisation 
to codrdinate the work. (7) The entire organisation 
should be highly flexible, to meet rapidly changing 
circumstances. 

Short-term scheme.—Many of the points of the long. 
term scheme may take many months to put into 
operation, but there is a great deal which can be 
done at once. (1) The Classification Evacuation 
Points should be put in steel-framed buildings, 
and not in old and dangerous hospitals. (2) The 
hospitals should be closed. (3) Flexibility is even 
more important in the short-term scheme than in the 
long-term, and attention should therefore at once 
be directed to the improvement of communications, 


TUBERCULOSIS IN WALES 
REPORT OF THE COMMITTEE OF INQUIRY 


On Tuesday appeared the long-expected report} 
on the anti-tuberculosis service in Wales and Mon- 
mouthshire. The committee, which consisted of 
Mr. Clement Davies, K.C., M.P., and Dr. F. J, H. 
Coutts, C.B., was appointed in September, 1937, by 
Sir Kingsley Wood, then Minister of Health, at the 
request of the King Edward VII Welsh National 
Memorial Association. 

Tuberculosis is a relatively more serious problem 
in Wales than in the rest of the country ; the decrease 
in mortality from tuberculosis has been less in Wales 
than in England or Scotland. The excessive 
mortality in Wales occurs among young adults aged 
15-25 and to a lesser degree in the age-group 25-45. 
In the former group the mortality-rate has been 
stationary since 1911-20; indeed, 
in the case of females it has risen slightly. The 
female rate in this group is 67 per cent. higher in 
Wales than in England and 60 per cent. higher than 
the male rate in Wales. Seven of the Welsh counties 
(Caernarvon, Merioneth, Anglesey, Cardigan, Pem- 
broke, Glamorgan, and Carmarthen) show the highest 
average crude death-rates over the 7-year period 
1930-36 of all the counties in England and Wales. 
There is evidence of the existence of “black spots” 
in many of these counties and in Wales generally. 

A fatalistic outlook towards tuberculosis is particu- 
larly strong in Wales and still leads to the conceal- 
ment of the disease and considerable delay in getting 
patients to seek medical advice. For practical 
purposes racial susceptibility per se is a minor factor 
in causing high mortality from tuberculosis in this 
country and there is no reason for a fatalistic outlook. 
If there is any racial susceptibility, that is surely, 
the committee remarks, an additional reason for more 
vigorous endeavour to deal adequately with other 
controllable factors. In many areas in Wales deplor- 
able conditions exist in regard to housing, nutrition, 
and conditions in schools; these explain only too 
well why the incidence of tuberculosis has not decreased 
as rapidly as might be expected. 


1. Ministry of Health: Report of the Committee ‘ea [Inquiry 
into the Anti-Tuberoulosis Service in Wales and Monmoutb- 
shire. London: H.M. Stationery Office. Pp. 291. 4s, Gd. 
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Onè of the most effective preventive measures 
against tuberculosis is the segregation of the infected 
person, particularly the advanced case with positive 
sputum. Obviously the importance of this measure 
is greatest in districts in which houses are small and 
insanitary and the whole environment is unsatis- 
factory. The committee found, however, that it is 
in those areas in which housing accommodation 
is bad and home isolation impracticable that there 
is most reluctance to take advantage of hospital 
provision and a tendency for advanced cases to 
demand discharge from hospital. 


WELSH NATIONAL MEMORIAL ASSOCIATION 


This association, which is responsible for the 
treatment of tuberculosis in Wales in sanatoria and 
dispensaries, has the status of a national scheme 
and the unique advantage of appealing to national 
sentiment. The inquiry made it clear that a scheme 
on a national rather than a county basis possesses 
solid advantages. It permits of the provision of 
special institutions for different types of tuberculosis 
on a scale impossible as a rule for individual local 
authorities and it makes it easy to obtain the services 
of consultant specialists of high standing. It offers 
men who are interested in clinical medicine a career 
with opportunities of advancing in status and salary 
and of becoming recognised experts in tuberculosis, 

The national scheme has, in the committee’s 
opinion, suffered from the tendency on the part of 
the community to look on treatment as the beginning 
and the end, and to forget that the main line of 
preventive effort is outside the sphere of the tuber- 
culosis officer. But these difficulties would not be 
met by breaking up the national scheme, transferring 
the dispensary service, and leaving the association as a 
mere hospital providing authority. It would still 
be as necessary and as difficult to secure adequate 
coöperation between tuberculosis officers and local 
authorities. As regards hospitals fully equipped 
for surgical operations it is considered that three 
hospitals would meet the need of Wales; in view of 
the scattered population, smaller hospitals of a 
simpler type would be valuable adjuncts to these. 
Institutions of 50 beds in each dispensary area might 
be provided for (a) observation; (b) education in 
mode of life; and (c) prolonged segregation. They 
would fit in. well with any general regional hospital 
schemes, But the committee has grave doubts about 
spending large sums in improving or extending exist- 


ing unsuitable institutions; as soon as substitute: 


beds become available some of these might profitably 
be closed unless they fit in with the general scheme 
already outlined. 

The actual waiting-list of the association is 300-350; 
but the potential waiting-list (estimated from 
particulars prepared by the tuberculosis officers) 
of those who ought to be in hospital for observation 
or treatment is nearer 1400—which means that 700 
new beds are needed. The higher figure works out 
at 121 beds per 100 deaths, which is above the figure 
for England but considerably lower than in Scotland 
and in certain overseas countries. There is room, 
as suggested by the association, for a new hospital 
of 200-250 beds in the Swansea district ; but if this 
is provided it is doubtful whether the South Wales 
Sanatorium need be fully equipped for thoracic 
surgery. 

WORK OF THE DISPENSARIES 
That the medical staff of the association are 


recognised by general practitioners as experts is 
shown by their readiness to send doubtful cases for 
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consultation: the proportion of such references 
per 100 deaths is higher than in England. There 
seems to be a tendency in Wales to rely on 
X-ray examination rather than that of sputum. 
Both methods should be fully employed. The 
tuberculosis officers do more home visitation than 
in England; health visitors do less, and the 
committee regrets it. Neither country has a good 
record for the examination of contacts; and in 
Wales, as elsewhere, it is precisely the young adult 
who is most reluctant to present himself for examina- 
tion. The efforts of all concerned—family doctor, 
tuberculosis officer, medical officer and health 
visitor—should, the committee feels, be directed 
towards extending the range of contact examination. 
The interest of the tuberculosis officer should not 
end with his dispensary and residential cases; any- 
one who has come under his observation should 
remain his concern after systematic treatment has 
reverted to the general practitioner. 

In 1936 53°6 per cent. of new adult patients 
diagnosed as tuberculous were sputum-positive on 
first examination and of these half were advanced 
cases; 55 per cent. of young adults, aged 15-35, 
were sputum-positive on first examination. It is 
recognised that late notification may be due to the 
delay of the patient in consulting his doctor at the 
first onset of illness, but there is still a tendency 
in Wales to delay notification. If, the committee 
remarks, it were more generally realised by practi- 
tioners that it was as much the tuberculosis officer’s 
job to eliminate as to diagnose the presence of 
tuberculosis, much valuable time would be saved. 
Moreover, if steps were taken more frequently, in 
cases of bronchitis, asthma and persistent colds, to 
exclude tuberculosis by X-ray and sputum examina- 
tions, a considerable number of cases of tuberculosis 
would be recognised at an earlier stage. Some 
practitioners whose experience in tuberculosis is 
based mainly on advanced cases are apt to look lightly 
on a case which does not present the so-called classical 
symptoms, 

PREVENTIVE MEASURES 


In large areas in Wales the responsibilities (under 
the tuberculosis regulations) of local authorities 
for discovering the source of infection, disinfection, 
and the like do not appear to be properly realised. 
Trained health visitors appointed by the authorities 
are required in every area for investigation of environ- 
mental conditions, with full coöperation between the 
M.O.H. and the tuberculosis officers. Many local 
authorities have not taken proper advantage of the 
powers and assistance given by Parliament in the 
matter of housing. In the rural areas, villages and 
small towns there are hundreds of houses which are 
unfit for habitation and in the more remote counties 
the old-fashioned Celtic type of cottage may be found 
in which families live under the most primitive and 
often overcrowded conditions. Whilst giving full 
weight to the special difficulties of the rural areas the 
committee is of opinion that most rural authorities 
have fallen far short of their obligations. 

There are schools still in use in Wales in which 
the conditions lower the vitality and lessen the 
resistance of children to disease. The committee 
would like to see such schools closed and more 
attention paid generally to heating and sanitary 
arrangements and facilities for drying wet clothes. 
There is also scope for much improvement in the 
provision of milk and meals in schools ; the standard 
in these matters should be high and uniform through- 
out Wales, 
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It is of immense importance to ensure good 
nutrition during school life as a safeguard against 
the stresses of early adult life. In Wales, 
especially in the rural areas, recent changes in food 
habits have not been beneficial; on the whole, 
nutrition is not so good in the north as in the south, 
and it is worst in the western rural counties. 
Insufficient use of milk is one of the serious defects. 
The garden is neglected and few housewives take the 
- trouble to cook vegetable soups and stews. The 
staple diet is tea, bread and butter, sometimes with 
jam, supplemented by prepared foods; practically 
no green vegetables are consumed, Poverty is by 
no means the chief factor in malnutrition in Wales, 
wrong choice of foods, ignorance and carelessness 
being much more responsible. Witnesses who stressed 
the importance of poverty per se came from areas 
where the rents were high. There is need in Wales, 
as elsewhere, to educate the housewife in the purchase, 
preparation and cooking of food. 


ADMINISTRATION 


: The committee finds great disparity in Wales among 
local authorities in their performance of public- 
health services and in realisation of responsibility. 
The report draws special attention to the poverty 
of many areas. of local administration. Weak 
administration is chiefly to be found in areas of 
small population with inadequate resources ; apart 
from the stimulus of outside influences it finds little 
or no hope of advancement in vital matters affecting 
health. Finally disappointment is expressed at the 
small effort made in Wales to secure the appointment 
of full-time medical officers of health. 


MEDICINE AND THE LAW 


No Desertion During Insanity 


THe Matrimonial Causes Act gave a right to 
petition for divorce where the respondent has 
deserted the petitioner for three years without cause. 
In Williams v. Williams, decided last week by Mr. 
Justice Langton, the respondent had spent part of 
the three-year period under restraint in a mental 
-hospital. An insane person is incapable of forming 
any criminal intent, but it was suggested on behalf 
of the petitioner that in a civil matter (such as divorce 
proceedings) the court might be justified in inferring 


that the desertion would have continued for the three- | 


year period if the respondent had not been insane. 
The judge found himself unable to draw any such 
inference, Matrimonial desertion is a ,wilful and 
conscious act; an insane person is incapable of 
mental or moral activity. 

The husband, after nearly ten years of married 
life, left his wife in May, 1933. On May 23, 1934, 
the magistrates decided that he had deserted her and 
was neglecting to provide her with reasonable 
maintenance. A month later he was certified under 
the Lunacy Act and placed under restraint. He 
has since remained under restraint in a slightly 
deteriorating condition of mental health. There 
was one leading case (Drew v. Drew) which seemed 
to be in the wife’s favour. Mr. Drew left his wife, 
absconded to New South Wales to escape arrest 
on a charge of embezzlement, was brought back to 
England and was sentenced to 10 years’ penal 
servitude. In the divorce court it was held that 
Mr. Drew, at the time of his flight, meant to desert 
his wife and did in fact desert her, and that the 
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period of desertion would continue even though he 
had been brought back to England in custody. 
The court, in Mr. Justice Langton’s phrase, refused 
to allow the desertion of Mrs. Drew to be interrupted 
by the mere misfortune of incarceration. It was 
possible, however, to distinguish the case of Mr. 
Williams from that of Mr. Drew. It was not the 
physical restraint placed upon Mr. Williams which 
constituted the real bar to a decree of divorce for 
desertion. The bar was the fact that, unlike Mr. 
Drew, Mr. Williams was (while insane) incapable of 
the intention to desert or to continue his desertion. 
A man without a mind cannot make up his mind to 
remain absent from his wife. But although the 
judge could not grant Mrs. Williams her decree for 
three years’ desertion, he drew attention to the 
prospect that she will presently be entitled to petition 
on the ground of five years’ insanity. 


PARIS 
(FROM OUR OWN CORRESPONDENT) 


EPIDEMIOLOGICAL ASPECTS OF THE SPANISH REFUGEE 
PROBLEM 


THE influx of Spanish men, women and children 
as refugees into France in the past few weeks is 
described by all eye-witnesses as indescribable. 
Some day, when the inhibitions of politics have 
disappeared vividly truthful accounts will no doubt 
appear in print. It is, however, already permissible 
to discuss openly certain epidemiological problems 
arising out of this situation. In the Siècle Médical 
for March 1 Prof. P. Chavigny of Strasbourg 
writes of the possibilities of a serious outbreak of 
typhus among the Spanish refugees ; but interesting 
and timely as his communication is, its tone is that 
of a postgraduate lecture—a professorial rather than 
a journalistic achievement. A more disquieting 
communication is one by Dr. Jacques Sautet, of 
the Institut de Médecine et Pharmacie Coloniales 
de Marseille in the Presse Médicale of Feb. 25. He 
draws attention to the potential importance of 
Spanish recurrent fever which exists in North Africa 
as well as in Spain, but which has hitherto been 
unknown in France.’ It was discovered in 1922 by 
Sadi de Buen, and its Treponema hispanicum is 
transmitted to man by a tick, Ornithodorus erraticus. 
As this tick is unknown in France, the possibility 
of the disease developing here would have seemed 
highly improbable had not A, Sergent shown in 1933 
that the same germ can be transmitted by a dog’s 
tick, Rhipicephalus sanguineus, which, when the 
fancy takes it, bites human beings. Now this tick 
abounds in the south of France and farther north. 
With the advent of hot weather, this tick should be 
watched. Another danger foreseen by Dr. Sautet 
is that of malaria, which is endemic in certain parts 
of Spain. As he remarks, the refugees have by 
no means come only from Catalonia, and some of 
them may well be sources of malaria, particularly 
among ill-nourished children. He recalls in this 
connexion the recrudescence of malaria in Corsica 
during the late war when its hospitality was enjoyed 
by Serbian refugees. 


ANTOINE BECLERE 


A picturesque figure disappears with the death 
of Dr. Antoine Béclére at the age of 82. In 1893 
he seemed to have mapped out his career for life 
as a bacteriologist, and he was already doing important 
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work on vaccination and the other problems of small- 
pox when he was so intrigued by Réntgen’s discovery 
in 1896 that he threw overboard all his earlier labora- 


tory work and devoted himself exclusively to radio- 


logy. As one of his biographers has said, to analyse 
the radiological work of Antoine Béclére would be to 
pass in review all the medical applications of X rays. 
The French Academy of Medicine elected him a 
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member in 1906 and its president in 1928, and he was 
the founder of the Society of Medical Radiology. His 
best-known work was that on the radiotherapy of 
hypophyseal tumours and of uterine fibroids. His 
interest in research did not prevent his devoting 
much time to teaching, and during the war he acted 
as director of the radiological laboratory of the 
Val-de-Grace Hospital. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A PART-TIME PROFESSOR 
Ur ` 


Taz recent election of Pope Pius XII reveals how 
deeply steeped in ancient tradition are the by-laws of 
our own Royal College of Physicians. It, too, elects 
its president without any formal proposal or nomina- 
tion. On the day after Palm Sunday the fellows 
assemble. Each fellow writes down and places in a 
large silver urn the name of one of the fellows for 
whom he votes as president. In order to ensure 
that the president shall be “as required by the 
Charter of Henry VIII, a prudent person and one 
skilled in the science and practice, of Physic,” only 
fellows of at least ten years’ standing are eligible. 
If one of the fellows receives two-thirds of the votes, 
he is elected ; otherwise, the two names receiving the 
highest number of votes are balloted for. Except for 
the last provision the procedure conforms to that of 
a papal election. The selection of the president of 
the Royal College of Surgeons follows the more 
modern practice of electing him from among the 
members of its council by ballot. If no absolute 
majority is obtained a second and, if necessary, 
subsequent ballots are taken; in each successive 
ballot the name which receives the smallest number 
of votes in the preceding ballot is omitted until one 
name is given an absolute majority of the votes of 
the members of the council present at the meeting, 
whether voting or not. The relative merits of the 
two procedures need not be argued. Both in the 
past have succeeded in giving us presidents who not 
only fill: their high office with becoming dignity but 
are also wise in counsel. But there is indicated a 
tendency which was noted over a hundred years ago 
in the London Medical Gazette (Feb. 18, 1837) which 
wrote of the College of Surgeons thus: “‘ The existing 
Council . . . have shewn their determination to keep 
pace with the march of intellect and the improve- 
ment of the times. In these respects—we mean 
setting aside ancient prejudices—in gathering wisdom 
from passing events—and in rendering their institu- 
tions available to great national objects—we must 
say they have far outstripped their elder brethren in 
Pall Mall, and accordingly are their character and 
influence as a public body proportionately greater.” 
I hesitate to subscribe to all the implications of this 
outspoken comparison but in one small instance 
would it not be wise for the Royal College of 
Physicians to follow the example of its younger 
relation ? Only a little over half its fellows live in 
London so why not indicate, by changing the name 
to the Royal College of Physicians of England, that 
it is a national and not a metropolitan institution ? 
It was in 1843 that the title of the Royal College of 
Surgeons was altered from “in London” to “of 
England ” ! 


For some time Mr. Nathaniel Gubbins’s stomach 
has been silent. The Sunday Express no longer 
conveys its weekly heartburnings to an interested 
and expectant public. Perhaps its pleadings have 
passed Mr. Gubbins by as “idle wind which he 
respects not,” and it now lies 

“ T’ the midst o’ the body idle and inactive 
Still cupboarding the viand,” 


but resigned to the futility of registering its bitter 
and acid protests. Imagine then the interest aroused 
when I saw in a second-hand bookseller’s catalogue 
“ Memoirs of a Stomach,” written by himself, that 
all who eat may read; with notes critical and 
explanatory, by a Minister of the Interior, 1853. 
I hastened to its purchase and I have no regrets, for 
though it abounds in the verbal infelicities of its 
period and evinces a strong homeopathic bias (and 
who would not forgive the stomach for preferring 
the infinitesimal dose ?) it wittily and unobtrusively 
conveys wise counsel, It has done much to soften 
the hurt of deprivation resulting from Mr. Gubbins’s 
stomach. It has done much to convince me that 
gastric humour, satire, and philosophy are generic 
rather than individual, and have altered little 
with the passage of time. In these memoirs I learned, 
for example, that the name stomach was of pure 
Saxon origin, being derived from the word “sto,” 
to stow away, and ‘“‘ ach” or “ hack,” to break into 
small pieces; the consonant m is inserted for the 
sake of euphony. We have Dean Swift’s authority 
for similar principles of etymology: ‘‘ Achilles was 
the most valiant of the Grecians. This hero was of 
a restless, unquiet nature; and therefore, as Guy 
of Warwick was called a Kill-Cow, and another 
terrible man a Kill-Devil, so this general was called 
A-kill-ease, or the destroyer of ease; and at length 


by corruption, Achilles.” 


* * + 


But my precious booklet not only laid bare most 
of the inner mysteries of the stomach, it revealed 
also the gastric origin of the bagpipe, a hitherto 
well-kept secret which I feel should now be given to 
the world. 

An early Nordic King, who was also a skilled 
magician, sailed with his retinue from his Scandinavian 
home to Scotland, where he established himself for 
a time in one of the larger villages. The natives 
thereof paid him homage and appeased him with 
offerings of cattle, hides, and other valuables. When 
he was about to leave Scotland and return to his 
own kingdom a brave but rash Pict, recalling the 
story of David and Goliath, craved an interview with 
the King. This was granted and the Pict ushered 
into the royal presence exclaimed, ‘“ Why, O Monarch 
from over-seas, comest thou to levy taxes upon an 


662 THE LANCET] 


unoffending people? But Thor and Odin whom 
thou servest, have permitted this arm to avenge my 
country, and, rash man, thy last hour hath come.” 
With these words the stone from his sling descended 
like a thunderbolt on—the empty throne of the 
King. The would-be assassin was so stunned that 
he made no attempt to escape and was borne into the 
inner chamber where on the throne sat the King 
as unconcerned as though he had not moved, and 
he spoke thus to the Pict: ‘‘It is ordained that if 
I pardon the villain who seeks my life, misery and 
war will light upon my people, and the portals of 
Valhalla will shut against me; therefore, thou must 
die. In recognition of thy patriotism, however, I 
shall render thy death an easy one instead of sending 
thee to the torture-chamber, where the cries of thy 
suffering would charm the hearing of the Furies. 
But their wrath must be appeased and the cries of 
agony which thou wouldst have uttered hadst thou 
been tortured must be perpetuated for ever through- 
out the land wherein thou dwellest. Thus is thy fate 
sealed.” With these words the King cast a powder 
in the Pict’s face and he sank to the ground—a 
corpse. At the King’s command the chief swordsman 


PUBLIC 


Mental Health in London 


THE mental-health services of the London 
County Council are so extensive—the council is 
responsible for the care ef over 38,000 mentally 
abnormal patients—that the annual report,! detailed 
and informative though it is, cannot do more than 
hint at the variety of problems dealt with. One 
would like to know, for instance, why the greatest 
number of applications for admission has for several 
years always been during the month of July or 
August ; why the incidence of new cases of mental 
disorder is highest in the Holborn, St. Pancras, 
St. Marylebone and Hampstead areas; why the 
proportion of voluntary patients who have to be 
readmitted in the same year as they left hospital 
is higher than that of certified patients, and whether 
this is directly related to the higher proportion of 
annual discharges to admissions in the voluntary 


———— 


group. Other interesting questions are the types of 


patient mainly concerned in readmissions, the per- 
centage of which to patients ‘“‘ discharged recovered ” 
is remarkably similar for all the mental hospitals. 
The figures since 1895 indicate that more than 30 per 
cent. of those so discharged relapse sooner or later, 
ll per cent. doing so within twelve months after 
discharge. It is also noteworthy that just on two- 
thirds of those ‘‘ discharged recovered ”’ last year 
were between the ages of 25 and 54, a slightly higher 
proportion than the admissions at this age-group 
bore to all patients admitted. 

Among many arrangements made in a more or less 
experimental way may be mentioned the provision 
(by the British Institute of Adult Education) of a 
series of lectures and discussions at St. Ebba’s Hos- 
pital, and the giving of a fortnight’s holiday at the 
seaside during the summer to patients who had no 
friends to take them out on daily or week-end leave. 
Such items in the report testify that along with 
routine care and large plans of modernisation and 
development there is a concern for those minor 
amenities which make the difference between humane 
interest and impersonal institutionalism. This con- 


Mental 
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ripped open the body of the dead Pict and, carefully 
extracting the stomach and csophagus, laid them on 
the ground before the throne of the King, who, 
uttering strange oaths and waving his wand, 
exclaimed, ‘“‘ Change thou thy form, O thing of mighty 
use when in the living clay, and on thy tube let there 
be stops and key-notes, and in thy bag let there be 
wind, and let the natives of this region ‘have cunning 
to play upon thee, and let thy tones be ever as the 
shrieks of a tortured man, so that the Furies may be 
satisfied, and let thou be called now and hereafter 
Bagpipe, so that what I spoke may come to pass, 
even unto the letter.” Having thus spoken the 
courtiers saw before them the first bagpipe and they 
raised it from the ground and sought a native to 
play upon it. When they found one they all rushed 
to their ship, stopping their ears, and never again did 
they set foot on the shores of Scotland. 


* * * 
Which leads me to ask if Shylock’s reference, 
‘‘And others, when the bagpipe sings i’ the nose, 


Cannot contain their urine,” indicates that Shakespeare 
was acquainted with musicogenic epilepsy ? 


HEALTH 


cern is evident in many passages, too, of the section 
of the report dealing with the mentally defective. 
The council has for long maintained a number of 
occupational and craft centres for defectives who are 
under supervision or guardianship. The admirable 
results are shown in a table of occupations followed 
by defectives under statutory supervision: 970 
males and 976 females were in employment at the 
end of the year. The problem of accommodation for 
defectives grows more difficult, for there has been 
for many years an excess of admissions over exits: 
in order to cope with this, 896 extra beds are proposed. 
The net cost to the council of the care of defectives, 
both intra- and extra-mural, for the year was £554,000; 
the cost per head for those in institutions varied, 
but was mostly in the neighbourhood of 30s. 

We have had occasion to remark, when commenting 
on previous reports of the L.C.C. mental-health 
services, that the nomenclature under which diagnoses 
are recorded (table 25) is rather absurdly out of keep- 
ing with the remarkable progressiveness shown in 
every other section. Even if official returns have still 
to be couched in a nosological language long obsolete, 
it would seem appropriate for the council to follow, in 
its own report, the current usage of its psychiatrists, 
which is that of their colleagues the world over. 


Dr. Porter’s Retirement 


On Wednesday Dr. Charles Porter retired from the 
position of medical] officer of health for St. Marylebone 
which he had held since 1908, and it is fitting to put 
on record here something of what his tenure of office 
has meant to that great borough. Porter, who was 
drawn into public health by Andrew Balfou r, came 
to Marylebone from Finsbury (where he had succeeded 
Sir George Newman), and before that as assistant 
medical officer in two northern cities he had taken 
the initiative in school hygiene. In Marylebone, 
although he had nothing to do with the establishment 
there of the first infant-welfare clinic, he had much 
to do with the later developments in the care of mother 
and child. The tuberculosis scheme was the first 
in this country and the open-air school in a band- 
stand in Regent’s Park made London aware that 
tuberculous children more than others require sun- 
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shine and fresh air. When these schemes were 
municipalised the borough went on to provide health 
centres and special clinics which included child 
guidance on the one hand and on the other the 
application of sunlight and massage and the hygiene 
of footwear. There was, it may be remarked, at 
no time any friction between these plans and the 
L.C.C. scheme for the medical treatment of school- 
children. But the most concrete memorial of Porter’s 
work may be seen ‘in bricks and mortar. Had it not 
been for his success in persuading the L.C.C. of 
the safety of the one-pipe system of drainage, neither 
Broadcasting House nor the Cumberland Hotel would 
now stand where it does; and those who remember 
the drab horror of Lisson Grove in its old days will 
see his face in the attractive blocks of flats which 
now cover the ground. 


L.C.C. Whole-time Consultants 


For several years the London County Council 
has considered increasing the efficiency of its hospital 
services by the appointment of whole-time specialists, 
but owing to the work involved in reorganising the 
hospitals little progress has so far been made. The 
council is, however, now to appoint a whole-time 
cardiologist at Lambeth Hospital and a whole-time 
fracture specialist at St. James’ Hospital, Balham. 
The cardiovascular unit at Lambeth has been an 
outstanding success. Beginning in a small way in 
1936'it now has 50 beds, and it will probably be 
necessary before long to provide a similar unit north 
of the Thames. At the fracture unit at St. James’ 
Hospital 735 inpatients were treated during 1937, 
and there is a large and growing outpatient depart- 
ment with provision for massage and the like. The 
specialist to be appointed will devote the greater 
part of his time to this unit and the rest to the super- 
vision of other of the council’s clinics. The salary 
of the new specialists, who may be appointed from 
either inside or outside the service, will be £1250 
a year rising to £1500. 


Infectious Diseases in the United States 


The central department of the United States 
public health service differs considerably from our 
own Ministry of Health, for each state has its own 
public health service and makes its own laws, though 
the department has direct control over matters of 
national rather than local importance. 

To the English reader the most interesting section 
of the surgeon-general’s annual report is the last, 
which deals with the changes which have taken place 
in the distribution and forms of the infectious diseases, 
for new varieties of the old diseases that trouble 
civilised communities in the temperate zones and 
diseases not previously recognised often originate in 
the United States. The report for 1938? describes 
several varieties of typhus which have not yet 
appeared in this country. Of these the most serious 
is Rocky Mountain fever, which year by year extends 
its range, though the number of cases does not 
increase and the disease is lessening in fatality. Last 
year Rocky Mountain fever was found as far east as 
Ohio and Massachusetts. Another disease which is 
spreading is pasteurellosis. 

Plague was introduced into California, probably 
from China, some decades ago, and must now be 
considered endemic, though as a human disease it 
has not so far been alarming. The native ground 
squirrels were the first, and are still the main, reservoir 
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of pasteurella, but last year plague spread to tree 
squirrels. Besides attacking new hosts the infection 
is extending geographically, for year by year fresh 
areas are discovered in which the rodents are affected. 
A few human cases occur annually, but the mortality 
has hitherto been low. It was therefore hoped that 
if plague became epidemic in man it would be in a 
comparatively mild form, but last year in a few 
instances the disease assumed the fatal pneumonic 
form, in which the infection can spread directly from 
man to man very rapidly. The presence of potential 
plague has been an anxiety to the United States health 
department for many years and this latest develop- 
ment will do nothing to lessen it. Poliomyelitis is 
shifting its age-incidence. This has been happening 
in all parts of the world and is shared. by other 
children’s diseases, notably diphtheria. Most of the 
endemic diseases which in civilised communities mainly 
affect the young have mortality curves which run 
parallel to their incidence curves, but measles and 
whooping-cough are exceptional in that their mor- 
tality curves remain peaked in the first two years of 
life in spite of the gradual shift of maximum incidence 
to later ages. Trichinosis is widely prevalent in the 
United States and extensive investigations have 
demonstrated that its incidence is as high as 17 per 


cent. of the total population. The report points out 


that the control of this disease necessitates state 
regulation of the garbage-feeding of swine. Leprosy 
does not. spread in the United States except to a 
slight extent along the Gulf coast, but Weil’s disease, 
previously unsuspected, has been found to be 
endemic in many states, including New York. 


Improved Dietary in Casual Wards 


In accordance with an order? issued by the Minister 
of Health persons in casual wards which form part of 
a public assistance institution may now: receive 
the same midday meal as the resident inmates of the 
institution, provided that this meal contains meat or 
fish. The casual ward dietary will moreover be made 
more palatable and less monotonous by the provision 
of a pint of tea with dinner; of jam, marmalade or 
treacle at supper; of meat in the midday meal 
handed to persons aged 12 years and upwards on 
discharge ; and of cheese as well as bread and butter 
to children of 8 to 12 on discharge. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 4, 1939 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1656; diphtheria, 1110 ; enteric fever, 
18 (29 ‘‘expected’’); pneumonia (primary or 
influenzal), 1541 ; puerperal pyrexia, 221; cerebro- 
Spinal fever, 50; acute poliomyelitis, 6; acute 
polio-encephalitis, 1; encephalitis lethargica, 5; 
dysentery, 42; ophthalmia neonatorum, 84. No 
case of cholera, plague or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on March 10 was 3335, which included: Scarlet 
fever, 639; diphtheria, 769 (carriers, 47); measles, 95 
whooping-cough, 869 ; puerperal fever, 17 mothers (plus 7 
babies) ; encephalitis lethargica, 300 ; poliomyelitis, 2 At 
St. Margaret’s Hospital there were 22 babies (plus 11 mothers) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 1 (0) from enteric 
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LETTERS TO 


PREVENTION OF POSTOPERATIVE TETANUS 


Srr,—We believe any reasonable person who reads 
your comments last week on the recent case of 
puerperal tetanus would gain the impression that 
you had difficulty in understanding how the tetanus 
spores in the pad could be the cause of the fatality, 
but that their presence was disturbing. . Personally 
we have no difficulty and are, therefore, the more 
disturbed. . : 


Our situation is as follows: Being known to be 
interested in tetanus, it has come to our knowledge 
that cases of postoperative tetanus are commoner 
than any one surgeon appreciates. There is almost 
no mention of them in the literature except in relation 
to catgut. In any individual case it is impossible to 
prove that the infection derived from the dressing, 
but taking all cases together the evidence seems 
reasonably conclusive to us that it did. At any rate 
we feel bound to ask you to give publicity to the 
following matters :— | 


(1) Of recent years various wools have been 
introduced as surgical dressings. Practically all 
are charged with tetanus spores and the spores of 
other anaerobes and aerobes. The use of determina- 
tive adjectives in connexion with these materials 
has led to the belief that ‘‘ wood wool,” for instance, 
only is in question, but the same applies to surgical 
white wool, though to a smaller degree. 

(2) These materials are used as accessory dressings 
or paddings without sterilisation in the belief that 
if they are not in contact with the wound no harm 
can arise. But (a) if the wool is continually rubbed 
on the skin, as by a splint, an abrasion may be formed 
which may be inconspicuous but nevertheless a suit- 
able nidus for germination ; (b) if the wool is wetted 
by a nutrient fluid, tetanus bacilli do demonstrably 
grow and will then be in fluid connexion with the 
wound however remote. 

(3) These materials are also used after sterilisation. 
It is, however, a fact that wool after undergoing the 
process of sterilisation as sometimes carried out is 
still contaminated with viable tetanus spores. In 
some cases sterilisation is carried out by someone 
who has no knowledge of the principles involved 
and is not overlooked by anyone who has. He does 
not know that a roll of wool is not easy to sterilise 
and that a parcel of wool can scarcely be sterilised 
at all. 


These three statements, made with studied reserve, 
reveal a situation which is not generally known 
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fever, 4 (0) from measles, 1 (0) from scarlet fever, 
19 (2) from whooping-cough, 26 (7) from diphtheria, 
43 (13) from diarrhoea and enteritis under two years, 
and 284 (69) from influenza. The figures in paren- 
theses are those for London itself. 


The number of deaths attributed to influenza is maintained, 
the totals for this week and the nine preceding weeks (working 
backwards) being 284, 285, 255, 265, 210, 173, 223, 214, 144, 
89. Of these 284 deaths 149 were reported from the South- 
eastern Area, Croydon contributing 7, Walthamstow 6, West 
Ham 5; 63 were reported from the Northern Area, Manchester 
and Sheffield each contributing 6, Leeds 5; 43 from the Midland 
Area, Bristol contributing 8, Nottingham 7, Birmingham 6; 
and 14 from Wales, Rbondda contributing 6, Cardiff 5. Fatal 
cases ofdiphtheria were scattered over 17 great towns, Darlington, 
Liverpool and Sunderland each reporting 2. Sheffield reported 
3 deaths from whooping-cough. The only death from enteric 
fever was at Nottingham. 


The number of stillbirths notified during the week was 
249 (corresponding to a rate of 38 per 1000 total 
births), including 42 in London. 
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THE EDITOR 


to users of wool dressings and it is our hope that 
publicity in your journal will lead to appropriate 
action, | 
We are, Sir, yours faithfully, 
PAuL FILDES, 
JAMES MCINTOSH. 
Middlesex Hospital, W.1, March 13. 


TOLERANCE OF PHENOL VAPOUR 


Sm,—In their important paper on atmospheric 
and surface sterilisation by aerosols in your issue of 
Feb. 25 Dr. Pulvertaft and his co-workers, referring to 
phenol vapour as a possible agent for the sterilisation 
of air, state that ‘‘ a concentration of phenol capable 
of sterilising air is quite intolerable to human beings,” 
and that “a concentration in air is required which 
no human beings could tolerate even for a few seconds.” 
I do not know the source of these statements, but 
as regards the amount of phenol vapour that. will 
effect surface sterilisation they are quite incorrect. 
I have done many experiments in which pure phenol 
is vaporised by heat by means of a vaporiser manu- 
factured by Messrs, F. C. Calvert. These experiments 
were performed in a room of 1400 c. ft. capacity, and 
broth cultures of B. typhosus and several other 
organisms were spotted on to filter-paper slips and 
exposed in the room, It was found that an amount 
of phenol of the order of 35 grammes per 1000 o. ft. 
eapacity killed all these organisms with an exposure 
of one hour. Such a concentration of phenol is 
perfectly tolerable to man, the room may be entered 
immediately it is opened without inconvenience, 
and in one instance a mouse was in the room during 
the whole experiment, and suffered no harm, In 
another instance a mouse was exposed to double 
this amount of phenol, again without harm, by 
exposure to the vapour of 85 g. of Calvert’s vaporis- 
ing fluid A per 1000 c. ft. for an hour; this fluid 
contains 85 per cent. phenol. Messrs. Calvert inform 
me that office rooms and hospital wards with their 
occupants have been ‘fumigated ” with amounts of 
phenol of the order of 15 g. per 1000 c. ft. for periods 
during several successive days without inconvenience 
or harm to the occupants. 

I do not think it is quite clear from the paper how 
the figures stated for the effective concentrations of 
the aerosols were arrived at. For instance, it is 
stated that chloramine-T is effective in a concentra- 
tion of 1 in 12,000,000. Calculating by weight of 
substance to weight of air in volume treated, approxi- 
mately 1/160 gramme of chloramine-T would give 
a concentration of 1 in 12,000,000 in a room of 
2000 c. ft. capacity. Is this correct ? 

I am, Sir, yours faithfully, 


Greenwich, S.E.10, March 11. R. TANNER HEWLETT. 


STANDARDISED NAMES FOR ENDOCRINE 
PRODUCTS 


Sır, —Endocrine therapy is difficult by reason of 
our comparative lack of knowledge of endocrine 
physiology and the uncertain results of the application 
of the findings of animal experiments to clinical 
medicine, But these difficulties are increased by the 
multiplicity of names that are given to identical 
glandular products by the various drug manufacturers. 
Some of these substances have a definite chemical 
structure and therefore should be known by a single 
name, as, for example, sodium chloride, which denotes 
NaCl At the moment I can recall six different names 
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under which the cstrogenic compound is sold, and 
there may be many more, 

It would simplify therapy if the manufacturers 
would get together and standardise names which 
are applied to identical products, and it is difficult 
to see how they would lose in relation to each other 
if this arrangement could be made. | 


I am, Sir, yours faithfully, 
London, W.1, March 13. ALECK BOURNE, 


ERYTHEMA NODOSUM 


S1r,—I feel that the evidence submitted by Dr. 
Hall in your last issue is hardly sufficient to justify 
his.statement ‘that these three cases of erythema 
nodosum are of tuberculous origin can scarcely be 
doubted.” The presence of two conditions in the 
same patient does not necessarily imply that. the 
one is the cause of the other. Furthermore, it is not 
easy to make a definite diagnosis of enlarged 
mediastinal glands of tuberculous origin on radio- 
graphic evidence alone, nor is the significance of 
the Mantoux reaction in young children entirely 
beyond dispute. It is not denied that some cases 
of erythema nodosum may have a tuberculous 
setiology ; but such cases occur infrequently. It 
would be wise therefore to show that the incidence 
of the two conditions together is more than could 
be explained by coincidence. ý 

The examination of contacts of cases of erythema 
nodosum is a suggestion worthy of further con- 
sideration. 

I am, Sir, yours faithfully, 


London, S.E.1, March 12. J. A. BROCKLEBANK, 


PRONTOSIL IN RENAL ŒDEMA 


Sır, —The case of renal œdema treated with 
sulphonamide reported by Dr. A. W. D. Leishman 
in your issue of Jan. 28 attracted my interest for 
I often encounter cases of very resistant renal edema, 
Lately I had to treat a similar case. | 


A schoolboy of 14, previously healthy, was taken 
ill at the beginning of last November with an irregular 
pyrexia, headache, and epigastric pain. These 
symptoms lasted for over a month, but by Dec. 10 
he was fit to go out of doors. A week later he noticed 
cedema of the legs and puffiness of the eyelids. He 
was then treated for a month by a general practitioner, 
who gave him a liberal protein diet. en I saw 
him on Feb. 2 his condition had become a great deal 
worse. He was pale and looked ill and had extensive 
general anasarca. Temperature normal, pulse-rate 
110, heemoglobin 65 per cent., B.P. 125/80. He had 
a short systolic mitral murmur, the pleural cavities 
and lungs were clear, but there was a moderate 
degree of ascites. The urine contained a large amount 
of albumin, granular and hyaline casts, and a few pus 
cells and red cells. Throat and tonsils were normal. 
I ordered him Alka-dextrose (P. D. and Co.), a table- 
spoonful every two hours, Mist. alba every morning, 
and a diet of orange-juice, lemonade, and caraway- 
water. After five days there was little improvement 
and the treatment was continued for three more days. 
On Feb. 10 the anasarca and albuminuria were still 
marked, | o 

Alka-dextrose was then replaced by Calcium 
Diuretin tablets (Knoll), one tablet four times daily. 
After ten days the reaction to treatment was still 

very slow. 

I then decided to try Dr. Leishman’s treatment, 
though I was rather nervous of untoward effects. 
Beginning on Feb, 22 I gave one tablet of Prontosil 
rubrum four times daily. On March 2 the boy came 
to see me and looked an entirely different person. 
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The œdema and ascites had totally disappeared. 


.The albuminuria was now reduced to a trace, the 


urinary deposit contained a few granular casts and 
very few pus cells. Pulse-rate 90, B.P. 120/80, Hb. 
80 per cent. The systolic mitral murmur had gone. 
The boy was fighting for food. Milk, milk-puddings, 
rice and toast were added to the fluids he was taking. 
and prontosil: was continued for four more days. 
On March 6 his general condition was good and he 
was feeling very well. 


I agree with Dr.:Leishman that the dramatic 
recovery must be due to the effect of prontosil on the 
infected kidneys. 

I am, Sir, yours faithfully, 


IBRAHIM ABDEL SAYED, 
Beni-Suef, Egypt, March 8. 


STERILISATION OF SODIUM-BICARBONATE 
SOLUTION 


Sir,—I am in agreement with Dr. E. P. Poulton 
that solutions of sodium bicarbonate can be sterilised 
by heat, but I cannot regard his method as satis- 
factory. I suggest that a much simpler and safer 
method would be the one recommended by the British 
Pharmaceutical Codex whereby the solution is placed 
in an air-tight container and autoclaved at 115° C. 
for 30 minutes. The decomposition reaction is 
reversible on cooling and provided that no CO, is 
lost. It is essential, therefore, that the container 
should not be opened for one or two hours after the 
temperature has fallen to normal and that the 
container should be perfectly sealed during auto- 
claving. 

When the container is a sealed ampoule, the 
conditions are perfect, but when a milk-bottle type 
of container with a spring-clip stopper, or a bottle 
with a screw cap or stopper is used, it is advisable to 
invert it with its neck below a solution of methylene- 
blue during the autoclaving and subsequent cooling 
processes. This will detect imperfect sealing. The 
bottle with the spring-clip type of stopper is not very 
reliable for this particular purpose. , 

No alterations in the pH of the solutions will occur 
if these precautions are taken and the solution 
should be quite clear. Should a slight flocculent 
precipitate form on standing it is from the glass which | 
would be of an unsuitable quality. 


I am, Sir, yours faithfully, 
i H. BERRY, 


Dean, College of the Pharmaceutical Society. 
Bloomsbury Square, W.C.1, March 13. 


CRANIAL RADIOGRAPHY.—A course of lectures 
on cranial radiogrephy will be given by international 
authorities in the Institute for Tropical Diseases at 
Antwerp from July 27 to 29. On the following day there 
will be a general meeting of radiologists and clinicians 
with a view to the foundation of an international society 
concerned with this branch of radiology. Further 
particulars may be had from Dr. R. Thienpont, avenue 
Rubens, 30, Antwerp, Belgium. 


ROYAL HOSPITAL FOR SICK CHILDREN, GLASGOW.— 
During the past year nearly 7000 patients were treated 
in the wards of the hospital, and there were over 9500 
attendances of outpatients. Associated with the hospital 
is a team of workers connected with the university who 
are able to collect scientific information about the health, 
welfare and treatment of children from this centre. The 
ordinary income was less than the expenditure by £15,000 
but this was more than met by the extraordinary income, 
so that there is a financial surplus of over £3000. 
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ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


A BILL on London government was introduced 
into the House of Lords in February and is now being 
considered by a joint committee’ of the Lords and 
Commons. It is “A bill’—to use its own parlia- 
mentary phraseology—‘“‘intituled an act to con- 
solidate with amendments certain enactments relating 
to local government in London.” In plainer English 
it is a bill to consolidate existing laws concerning the 
London County Council, the metropolitan borough 
councils, their committees and officers, their powers 
to buy land, to borrow money, to levy rates to pay 
for services, to promote and oppose bills in Parlia- 
ment and to elect their councillors, and a large number 
of other matters. The bill runs to 206 clauses and 
includes 8 schedules. The last of these is one listing 
“ enactments repealed,’ the first being one of 
Henry VIII intituled ‘‘ An Acte concnyng the amend- 
ment of Bridge in’ High Wayes.” There are 55 
pages of these acts, and the last is apart of “ The 
Food and Drugs Act, 1938.” It is this complexity 
of references, detail, amendments, and repealings 
that makes legislation difficult to understand. Further- 
more, this complexity puts such a bill almost entirely 
in the hands of expert draftsmen and departmental 
officials, and in order that those concerned may be 
adequately informed and able to take a clear line 
on matters of principle it involves the employment 
of special parliamentary agents. 

There are very many parts of this London Govern- 
ment Bill of. great interest and among them some 
which especially affect the position of medical 
practitioners. At present there exists in local 
government legislation a valuable power, frequently 
and habitually exercised, of coépting persons of special 
experience and knowledge on to the appropriate 
committees. This codption is particularly useful 
on education and public health committees; but, 
whereas the London County Council and boroughs 
outside London may coépt doctors or others on their 
health committee, the metropolitan borough councils 
may not. It is hoped that in the course of the 
passage of the London Government Bill through the 
House an amendment will be secured which will 
abolish this anomalous position. The power of 
coéption of doctors on to the metropolitan borough 
councils’ health committee would be of great value, 
and medical men and women should have the 
opportunity of rendering this public service in the 
boroughs where they reside and where both their 
medical knowledge and local knowledge will be of 
most value. 

The danger of the over-complexity of legislation 
and of “regulations ” and “orders” arising out of 
legislation is shown in a curious and disquieting 
way in respect of the London County Council’s 
arrangements : and provision for the feeding of 
necessitous school-children. The London County 
Council in the days when Dr. Kerr was the school 
medical officer was a pioneer of school feeding. 
Now the L.C.C. is considerably behind many other 
local authorities. The L.C.C. has in its care about 
a tenth of the elementary school-children in England 
and Wales, but provides solid meals for only about 
2°1 per cent. of them, whereas in county boroughs 
5-5 per cent. are provided for. West Ham and 
Fast Ham provide meals for about 10 per cent, and 


8 per cent. respectively, and they are areas strictly 
comparable with some of the poorer parts of London 
county. The reason for this difference is not 4 
difference in the nutrition of children favourable to 
the L.C.C. area but a difference in the ‘“‘ regulations” 
and procedure leading to a restricted method of 
selection of candidates for feeding and further 
regulations dealing with unemployment and public 
assistance. Here is a matter on which medical 
representatives on the L.C.C. or indeed on any public 
authorities in London can take an active and useful 
part in disentangling the coils of red tape which 
appear to be restricting unduly a necessary public 
service, 

The Cancer Bill passed its third reading in the 
House of Commons in the early hours of Wednesday, 
March 8, having been introduced at 11.32 P.M. after 
the end of a long debate on foreign affairs, At this 
third-reading debate an omission was corrected and 
the bill made applicable to Wales as well as England, 
and an interesting conflict of views was expressed 
with regard to the advertising of cancer cures. Mr, 
Leach moved an amendment to the bill to keep 
wide open the door of exploration in regard to cancer 
treatment and cure and gave voice to the anxiety 
which affects many as to the possible exclusion of 
“ unorthodox ” remedies. It was suggested that 
in closing the door of advertisement to the unorthodox 
“we may be dooming many to death who might be 
saved.” Another member seconded this amendment 
as a believer in ‘“‘nature treatment.” Dr. Peters, 
a doctor of law and not of medicine, told the House 
that ‘‘ there are very many people up and down this 
country who can cure, and have cured, cancer and 
who are not practitioners ” ; for years he himself had 
been healing people of the disease. The amendment 
was opposed by Dr. Edith Summerskill, and this led 
to some lively interchanges between her and Mrs. 
Tate and Lady Astor, Mr. Rhys Davies, winding up 
for the Labour Party, spoke from his experience of 
the office of an approved society and said that ‘‘ we 
know of tragic cases where faith healing has not 
meant a cure but has aggravated the condition which 
could have been saved by medical practitioners.” 
Mr. Walter Elliot spoke against the amendment as 
Minister of Health, and it was negatived by 122 to 60 
at 1.26 A.M, 

The Ministry of Health were unwilling to yield 
on the question of the advertisement of cancer treat- 
ment, but have been unable to make the health point 
of view prevail with the even more important field 
of prevention of tuberculosis and other milk-borne 
infections. The pasteurisation of milk appears to 
have been definitely dropped from the Government’s 
milk programme. The question remains as to how 
it can be brought back again into political life. Must 
we wait for a further rise in the figures of tuberculosis 
or for some large milk-borne epidemic of another 
disease ? Fortunately a number of local authorities 
are themselves so impressed with the importance 
of a “safe milk” policy that they are promoting 
bills to give them local powers of pasteurisation. 
This is a good move and one in which doctors who 
are members of local authorities can play a useful 
part by initiating discussion on the pasteurisation 
of milk in their local councils and by pressing for the 
promotion of local legislation. If a number of local 
authorities press legislation on this matter, then 
finally the most timid of governments will be obliged 
to take action on a national scale, | 
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FROM THE PRESS GALLERY 
Cancer Bill in the Lords 


MOVING the second reading of the Cancer Bill in 
the House of Lords on March 14 the Duke of 
DEVONSHIRE, parliamentary under-secretary for the 
dominions, said that the bill was an administrative 
measure, primarily intended to promote the diagnosis 
and treatment of cancer rather than research into 
its nature and causes. If more money was required 
for cancer research it could be otherwise provided— 
for example, by an increased grant to the Medical 
Research Council. The Imperial Cancer Research 
Fund and .the British Empire Cancer Campaign 
between them spent £90,000 annually on research, 
and a clinical cancer research committee had now 
been formed to investigate the 17,000 new cases of 
cancer admitted to London hospitals each year. 
Arrangements were being made to secure adequate 
records of cases treated under the bill, but its main 
object was to make available the benefits of know- 
ledge already acquired. 

Lord BALFOUR OF BURLEIGH moved an amend- 


ment expressing regret that the bill did not contain . 


a provision for increased research into the cause and 
treatment of cancer. The policy of the Government 
was, he feared, lop-sided and incomplete. The 
methods of treatment on which the Government 
were founding this great experiment were surgery, 
radium and X rays, and of these the last two were 
still in their infancy. The current report of the 
Medical Research Council showed how very tentative 
the advance was, and how very far they were from 
having any certainty that even in early stages a 
cure could be effected. It seemed to him unwise to 
be contemplating an expenditure of £600,000 or 
more on treatment which was tentative, when new 
methods were constantly coming into view that 
might supersede the methods to which they were 
now pinning their faith. This great effort towards 
treatment should be accompanied by a parallel effort 
with further research, not only into radiotherapeutics, 
but into the fundamental causes of the disease. 

Viscount DAWSON OF PENN welcomed the bill on 
behalf of the medical profession, but there was in 
their minds one reserve which had just been eloquently 
stated by Lord Balfour, who was chairman of the 
Medical Research Council. Here was a great oppor- 
tunity for combating the scourge of cancer. Cancer 
was a disease which discriminated little between one 
class of the community and another. There had been 
a definite improvement and increase of knowledge in 
the treatment of the disease. The bill was justified 
because it would bring to all classes and conditions 
of people the advantages of that knowledge. But it 
was to him almost incomprehensible that a big 
scheme of this kind for extending the benefits of 
knowledge to the masses of the people should have 
been launched without a research scheme at its head, 
instead of allowing such a scheme, in some few years 
perhaps, to be affixed to its tail. In a subject like 
this they needed a research unit at its head to explore 
new avenues, settle differences of opinion, give light 
and leading to those centres which were concentrating 
upon routine, and who were compelled to apply 
themselves day by day to the patients who sought 
their advice. Even looking at the matter from an 
economic point of view the cost of a research unit 
would be met many times over before two years had 
passed. He besought the Government to start the 
movement with a research unit. 


Scottish Coal Refuse 


In the House of Commons on March 10 the Public 
Health (Coal Mine Refuse) (Scotland) Bill was read 
a second time. This measure seeks to amend the 
Public Health (Scotland) Act, 1897, with respect to 
coal mine refuse liable to spontaneous combustion. 
Mr. Mathers, who sponsored the bill on its introduc- 
tion, explained that its purpose was to bring the 
law of Scotland in respect of these deposits into 
line with that of England and Wales. 
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QUESTION TIME 
` WEDNESDAY, MARCH 8 
Health Services in Kenya Colony 


Mr. Davip Apams asked the Secretary of State for the 
Colonies whether the previous shortage of trained teachers 
in the education services, and of trained staff in the 
medical and health services of Kenya Colony had now 
been fully overcome ; and, if not, what steps were being 
taken to this end.—Mr. Marcorm MacDonatp replied : 
Under present economic conditions it is quite out of the 
question for the Government of Kenya, or of any other 
African dependency, to provide all the trained medical and 
educational staff that could usefully be employed, nor 
do I foresee any possibility of fully meeting requirements 
until the African himself has been trained to carry out 
these services among his own people. I hope that Makerere 
College will help considerably to provide this trained 
African personnel. 

Mr. Apams: I take it that the shortage is being 
gradually overcome ? 

Mr. MacDonatp : 
permit. 


Nutritional Surveys in the Colonial Empire 


Mr. MATHERS asked the Secretary of State for the 
Colonies whether a nutritional survey, such as that which 
was being carried out in Nyasaland, was contemplated 
in any other part of the Colonial Empire; and whether 
it was correct to regard this survey in Nyasaland as the 
first of a series.—Mr. Matcozrum MacDonatp replied : 
The answer to both parts of the question is in the 
affirmative. 


Medical and Dental Naval Officers 


In reply to a question by Mr. Parker, Mr. SHAKESPEARE, 
parliamentary secretary to the Admiralty, stated that 
among the naval officers who entered the service in the 
calendar year 1938 there were 35 medical officers (lst 
appointments) and 15 dental officers (Ist appointments). 
There were also 4 entries of warrant officers into the 
medical branch. 


THURSDAY, MARCH 9 
Control of Medical Supplies for Civil Defence 


Dr. SUMMERSKILL asked the Minister of Health if 
arrangements had yet been made in the event of hostilities 
for the governmental control of medical supplies and 
distribution to those areas which would be most vulnerable 
to attack from the air.—Mr. ELLIOT replied: Yes, Sir. 
Reserves of medical supplies for the treatment of air-raid 
casualties are being purchased in bulk by the Government 
and will be distributed for storage, mainly at hospitals, 
in the area of each schome-making authority. 


As far as financial considerations 


Milk Pasteurisation 


Mrs. TATE asked the Minister of Health whether he 
would appoint a royal commission under a chairman of 
judicial experience to investigate the whole question of 
pasteurisation of milk in the light both of foreign experience 
and of statistical material now available, and to hear 
evidence from all sides.—Mr, ELLIOT replied: I do not 
think that the appointment of a royal commission on 
this subject would serve a useful purpose. | 


Diphtheria Immunisation 


Mr. Davip Apams asked the Minister of Health whether, 
in view of the fact that immunisation was now commonly 
used in the prevention of diphtheria and that in certain 
areas this form of treatment was not in general use, he 
had considered the desirability of issuing a circular to 
local authorities upon this matter.—Mr. ELLIOT replied : 
A memorandum on the production of artificial immunity 
against diphtheria was issued to medical officers of health 
in 1933. This memorandum is at present being revised 
with a view to its reissue. 

Mr. Leaca asked the Minister of Health whether he 
would investigate, or request the Medical Research 
Committee to investigate, the diphtheria records of other 
countries besides the United States of America and Canada, 
and particularly those of Sweden and Switzerland, in view 
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of the fact that diphtheria had practically disappeared 
from those countries without immunisation.—Mr,. ELLIOT 
replied: I am having such diphtheria records as are 
available for European countries examined with a view 
to ascertaining what light they throw on the value of 
artificial immunisation, and I will communicate the 
result to the hon. member. As artificial immunisation 
against diphtheria has been more extensively practised 
in North America than elsewhere, the records of those 
countries are clearly the most useful for a study of its 
effects. i 


Port Medical Officers: Defective Vessels 


Mr. Ben Smt asked the Minister of Health if he would 
give particulars of the nuisances and defects in vessels 
reported by port medical officers of health in respect of 
the year 1937, showing the number of vessels inspected, 
the number of British and foreign vessels, respectively, 
and the number of defects of original construction, struc- 
tural defects through wear and tear, and cases of dirt, 
vermin and other conditions prejudicial to health.—Mr. 
Ewuior replied: According to the information contained 
in the annual reports so far received of the medical officers 
of health of the port health and riparian districts of. 
England and Wales for 1937, and otherwise supplied to 
me, the following are the particulars desired by the hon. 


member :— 


British Forei 


vessels vessels 
Number of vessels inspected during 
the year: .. ee ae .. 66,087 .. 29,865 
Defects of original construction .. 2,148 .. 1,845 
Structural defects through wear and 
tear ee ee ae ees ees 5,630 ee 2,020 
Dirt, vermin, and other conditions 
prejudicial to health ee .. 10,578 .. 2,747 
Where a vessel was inspected on more than one occasion 
during the year it is included a corresponding number of 
times in the above figures. 


Unfit Houses in Rural Districts 


Mr. Day asked the Minister of Health whether he could 
give particulars, according to the latest estimates, of the 
number of houses required for rural districts to replace 
houses at present unfit for human habitation ; and what 
steps were being taken at present to provide more houses 
for rural workers.—Mr. ELLIOT replied: I estimate that 
in addition to some 33,000 houses built, building or about 
to be put in hand by the rural district councils they will 
need to provide a further 23,000 houses for the replace- 
ment of those which are unfit. 

Replying to a further question by Mrs. TATE, Mr. ELLIOT 
said that he had had a series of conferences with local 
authorities for the purpose of urging them to take full 
advantage of the subsidies available for houses in rural 
areas. 


Workers’ Wages During Sickness 


Mr. FLEMING asked the Minister of Health whether he 
was aware of the ruling of the Court of Appeal that a 
workman, incapacitated through sickness, was entitled 
to wages and National Health Insurance benefits for the 
period of incapacity, unless the workman’s employer had 
properly terminated the contract of service ; and whether 
he intended to take any steps in the matter.—Mr. ELLIOT 
replied : I am aware of the ruling of the Court of Appeal 
to which my hon. friend refers. The advice given by my 
department in the past has been that the liability of the 
employer to pay wages during incapacity depends upon 
the contract of employment between him and the employee 
and that there is no provision in the National Health 
Insurance Act which either entitles the employer of a 
person who is receiving sickness benefit to make deductions 
on that account from wages, or which precludes him from 
making such deductions in accordance with the terms of 
the contract of employment. The recent ruling does not 
call for any change in this advice and I see no reason to 
take any steps in the matter. 

Mr. Frema: In view of the widespread practice 
which is now growing up of employers dismissing employees 
as soon as they fall ill, will my right hon. friend reconsider 
his decision and consider the advisability of bringing in 
an amending bill, or of consulting employers, such as 


local governing bodies, as to the proper contract to safe. 
guard the interests of employees ? 

Mr. Exxior: I should like to know before I do that 
that it is an increasing practice. I hope it will not become 
the practice of the employers in this country. 


MONDAY, MAROH 13 


Bombing of Chinese Mission Hospital 


Mr. Winpsok asked the Prime Minister if he was aware 
of the bombing of the Jenkin Robertson hospital of the 
English Baptist mission by 14 Japanese aeroplanes, when 
a Chinese nurse was killed and the X-ray department 
destroyed ; whether he had any statement to make; and 
what action he had taken.—Mr. BUTLER, under-secretary 
for foreign affairs, replied : This hospital at Sian suffered 
three direct hits resulting in the total destruction of the 
operating-theatre, the X-ray department machine-room 
and two private wards. In addition, much damage was 
caused to adjoining buildings. These premises were clearly 
marked with two Union Jacks, one placed on the roof 
of one of the buildings and one spread out on the ground. 
One Chinese nurse was killed, but the foreign members 
of the hospital staff are reported to have escaped unharmed. 
A strong protest is being made to the Japanese government. 
The Japanese government are being reminded that the 
location of this mission’s buildings was notified to the 
Japanese authorities and clear marks affixed in respons 
to ee t The right to claim compensation is being 
reserved. 


Nottingham Hospital and Institution Inquiry 


Mr. Lyons asked the -Minister of Health whether, and 
by whom, any investigation had now been carried out 
with reference to the complaints made concerning the 
Nottingham City isolation hospital and the Nottingham 
institution respectively ; whether his representative had 
examined the allegations made in Nottingham; and 
whether he was now able to say what steps he proposed to 
take to allay public misgivings in this matter.—Mr. 
BERNAYS, parliamentary secretary to the Ministry of 


-Health, replied: An investigation into the conditions at 


the Nottingham isolation hospital and the Nottingham 
institution has been carried out by a general inspector of 
my department with the assistance of a nurse inspector. 
My right hon. friend has considered the i r’s report 
most carefully and is writing fully to my hon. friend. Iam 
glad to say that no evidence of any kind of infestation of 
beds, &c., was discovered though it seems accurate that 
cockroaches are to be found in the City institution and to 8 
certain extent in the isolation hospital. I understand that 
the Nottingham corporation take steps to deal with these 
pests, and the officers of my department will continue to 
keep a watch on conditions in the institutions. — 

Mr. Lyons asked the Minister of Health what liaison 
existed in general between each general inspector for 
the region and the institutions and hospitals of local 
authorities situate within that region; and, in particular, 
what regular supervision had been exercised by the 
regional general inspector of his department over the 
Nottingham isolation hospital and the city institution, 
respectively, during the last six months.— Mr. BERNAYS 
replied: The general inspectors of my department have 
power to visit and inspect any public assistance institution 
at any time, but this power does not extend to hospitals 
and other institutions provided by local authorities under 
the Public Health Acts. It is the duty of the general 
inspector to keep himself acquainted with conditions in 
the public assistance institutions in his district, and for 
this purpose visits of inspection are paid from time to 
time. I understand that the general inspector stationed 
at Nottingham has not visited the Nottingham institution 
during the last six months during which time, as my 
hon. and learned friend is aware, there has been heavy 
pressure on the officers of my department in connexion 
with civil defence emergency schemes. Several visits have 
been paid during the last two or three years, 


Voluntary Hospitals and Civil Defence 


Mr. Duncan asked the Minister of Health whether the 
senior permanent staff, such as the matron and secretary, 
of voluntary hospitals were to remain in their present 
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hospitals in the case of an emergency or were to be moved 
to an outer district with the patients—Mr. BERNAYS 
replied: My hon. friend will see from the memorandum 
recently published on the emergency hospital organisation 
that in London and certain other centres the hospitals in 
the inner and outer areas are being grouped with the 
object of spreading skilled personnel to the best advantage. 
The distribution of individual members of the staff between 
the different hospitals is one of the matters which are 
being worked out on their behalf by the distinguished 
medical men acting as their group officers whose names, 
so far as London is concerned, my right hon. friend 
announced in debate on March 2. 

Mr. Duncan asked the Minister of Health whether he 
had completed his negotiations with the London voluntary 
hospitals regarding structural precautions in case of 
emergency ; and, if so, what were the suggested arrange- 
ments.—Mr. BERNAYS replied: The nature of the 
precautions to be taken has been described in a published 
memorandum, a copy of which I will send to my hon. 
friend. Under the financial arrangements which have 


been agreed with representatives of the voluntary hospitals © 


the Government will pay all of the cost of approved 
precautions above £1 per bed and 70 per cent. of the first 
£. Further details of the arrangements are being explained 
in a circular to the hospitals. 


Men Invalided Out of the Air Force 


Mr. Garro-Jones asked the Secretary of State for 
Air how many men were invalided out of the Royal Air 
Force in 1937 and 1938; in how many cases was the 
disability attributed to the service; and to what final 
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appeal had an aggrieved man the right of recourse.— 
Sir KinegsLEy Woop replied: 281 men were invalided 
during 1937 and 316 during 1938: the disability was 
attributed to service in 53 and 35 cases respectively. An 
invalided airman who feels himself aggrieved either at 
the refusal of a pension or at its amount has a right of 
appeal to the Air Council, and such appeals are always 
sympathetically considered. 


TUESDAY, MARCH 14 


African Parrots and Psittacosis 


Colonel SANDEMAN ALLEN asked the Minister of Health 
whether, as psittacosis was a disease unknown among 
African parrots, he was prepared to take steps to raise 
the ban on the importation of these birds.—Mr. ELLIOT 
replied: The information in my possession does not 
support the assumption that psittacosis is unknown 
among African parrots and I should not, therefore, feel 
justified in allowing the unrestricted importation of these 
birds. 


Certification of Blind Persons 


Sir WILLIAM JENKINS asked the Minister of Health if 
he would consider the advisability of giving more licence 
to oculists in certifying partially sighted pupils at the 
age of 16.—Mr. Enior replied: I have no power to 
modify the statutory definition of a blind person for the 
purposes of the Blind Persons Acts. The criteria, set out 
in circulars issued to local authorities, for determining 
whether a person comes within that statutory definition 
are based on expert ophthalmological advice. 
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CUTHBERT HILTON GOLDING-BIRD 
M.B. LOND., F.R.C.S. 


Mr. C. H. Golding-Bird, consulting surgeon to 
Guy’s Hospital, died on March 6 at the age of 90. 
For some years he had been living in retirement at 
Pitfield, Meopham, Kent, though not long ago he 
used to come occasionally to Guy’s to give his opinion 
on a surgical case, and it is only in the last two years 
that increasing dyspnea made him an invalid. 

In 1848, when Golding-Bird was born in London, 
his father, assistant physician to Guy’s and a medical 
prodigy if ever there 
was one, was at the 
height of his fame as a 
consultant, though 
when he died six years 
later he was only 40. 
Golding-Bird was edu- 
cated at Tonbridge 
School and King’s Col- 
lege, London, taking his 
B.A. with honours in 
1867. He then studied 
medicine at Guy’s, win- 
ning gold medals for 
clinical medicine and 
surgery and the M.B. 
gold medal for forensic 
medicine in 1873. He 
took his F.R.C.S. in 
1874, and after studying 
for a time in Paris was 
appointed demonstrator of physiology at Guy’s and 
soon afterwards assistant surgeon. As a teacher first 
of physiology and later of clinical surgery, and as an 
examiner at the Royal College of Surgeons, his kindly 
courtesy and consideration gained him the esteem 
and affection of students, and he had a natural 
faculty for inspiring confidence in his patients and 
colleagues. From 1905 to 1913 Golding-Bird was a 


(Elliot! and Fry 


member of the council of the Royal College of 
Surgeons ; he was also surgeon to Gravesend Hospital 
and to the Royal Deaf and Dumb School at Margate, 
and since his retirement had been chairman of the 
Kent County Nursing Association and a member of 
the Central Midwives Board. 

Golding-Bird’s connexion with Meopham began in 
1870 when he married Miss Florence Baber who lived 
in the village; soon afterwards he bought Pitfield 
as a holiday home and when he retired enlarged it 
and lived there permanently. He entered whole- 
heartedly into the life of the village, founding the 
local nursing association and becoming a church- 
warden. He was a keen antiquarian and published 
two histories of Meopham for the benefit of charities. 
His house became something of a museum of the 
antiques he had collected, and he liked nothing 
better than to have a few friends to dinner and 
demonstrate his collection, more especially his clocks. 
He was always pleased to give a second opinion on 
any difficult surgical case in the neighbourhood, 
writes S.A. E.G., and his diagnostic acumen 
was sometimes uncanny; apart from surgery, too 
his knowledge was so extensive that it seemed 
impossible to introduce a subject with which he was 
not fully acquainted. Mrs. Golding-Bird died in 
1919, and they had no children, 


PHILIP DYMOCK TURNER 
O.B.E., M.D. LOND., M.R.C.P. 


Dr. P. D. Turner died at the age of 77 on March 7 
at Liss, Hants, where he had lived since he retired 
from his practice at Ryde, Isle of Wight, some 
seventeen years ago. He was born in London in 1861 
and was educated at Dulwich College and University 
College, London. He qualified in 1884 and won a gold 
medal in his London M.D. in 1887, He held house- 
appointments at University College Hospital, the 
Brompton Hospital and elsewhere, and also studied 
in Paris and Berlin. In 1890 he was appointed 
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physician to the Westminster General Dispensary 
and in 1896 he took his M.R.C.P. Soon afterwards 
he went into practice at Ryde, being medical officer 
to the Royal Isle of Wight County Hospital, and 
medical officer of health for Ryde. He was an able 
surgeon and obstetrician, always willing to help a 
colleague in difficulties. His interests were wide, and 
his kindly generosity gained him the affection of his 
fellow medical men and patients alike. During the 
war he acted as medical officer of the Castle Auxiliary 
Hospital at Ryde, and he was awarded the O.B.E. 
for his services. 


GEORGE BASIL PRICE 
C.M.G., M.D. LOND., F.R.C.P. 


THOSE who came in contact with Dr. Basil Price 
either at the Ministry of Pensions, at Malta during 


the war, or before that at Livingstone College will 


feel that they have lost a friend by his death on 
March 10 at the age of 67. 

George Basil Price was the son of Samuel Newell 
Price and was born at Bristol in 1871. He was 
educated at Bristol University and St. Bartholomew’s 
Hospital, gaining 
scholarships and 
the medical-school 
gold medal at 
Bristol and first- 
class honours in 
midwifery in the 
London M.B. in 
1896. He took his 
D.P.H. in 1901 and 
soon afterwards 
joined the staff of 
Livingstone Col- 
lege at Leyton, 
where for thirteen 
years he taught 
the elements of 
medicine and 


hygiene to lay 
missionaries going 
abroad. Early in 


the war he joined 
the R.A.M.C., and 
in 1915 was sent to 
Malta and attached to the staff of Imtarfa Military 
Hospital, Although the administration of an army 
hospital was new to him he mastered its intricacies 
with such effect that by 1918 he had been promoted 
to the rank of lieutenant-colonel and was in command 
of what had become the most important fever hospital 
in the island with accommodation for 1700 patients. 
His duties in Malta were mostly administrative, but 
he was always ready to make a midnight round with 
the medical officer and give his opinion on a serious 
case. For six months he acted as medical consultant 
to the forces in Malta, and at the end of the war he 
received the C.M.G. for his services. 

After the war Basil Price went to the Ministry of 
Pensions, where he at first dealt with cases of malaria 
and dysentery. Later, as consulting medical adviser, 
his task was to decide the connexion or otherwise 
of disabilities with war service and assess their degree. 
In this difficult and sometimes invidious position he 
earned the respect and affection of all who worked with 
him or came before him for assessment, and it is 
safe to say that he had no enemies. He could, how- 
ever, be wrathful in support of the dignity of the 
profession or in condemnation of preposterous claims 
for some nostrum, and this was the more efiective 
as coming from one who was by nature gentle, 
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Two years ago Basil Price’s services with the 
Ministry of Pensions ended, and since then he had 
lived in retirement at Parkstone in Dorset. His 
wife, who survives him, was the daughter of James 
Garaway and their home was always an attractive 
social centre, l 


ARTHUR JOHN COLLIS 
M.D, CAMB., D.P.H. 


Colonel Collis, who died on March 8 at Clent near 
Stourbridge at the age of 70, was the son of William 
Blow Collis of Old Swinford, Worcestershire, and 
wag born there in 1868. He was educated at Stour. 
bridge Grammar School, Leamington College and 
Selwyn College, Cambridge. He took honours in the 
natural sciences tripos in 1890 and then went to 
Guy’s, qualifying in 1894. After holding house. 
appointments in London and Newcastle he took his 
D.P.H. in 1900 and his M.D. in the following year. 
He then went into practice at Newcastle ; there his 
specialty was children’s diseases, and he was an active 
member and at one time president of the Newcastle 
Clinical Society. He was a territorial for many years 
and commanded a combatant battalion, the Northem 
Cyclists Battalion, during the war and when it was 
disbanded served as lieut.-colonel in the R.A.M.C. 
(T.F.). In 1919 he was appointed medical superinten.- 
dent of the Ministry of Pensions Hospital at Leicester, 
and in 1925 he retired and went to live at Clent. 

Colonel Collis married Dorothy, daughter of the 
Rev. H. P. Gurney, late principal of Armstrong (now 
King’s) College, Newcastle, and he leaves a widow 
and two sons, 


s There are two special differences which English 
experience does not quite decide for us in Australia: 
(i) the cost of long-distance travelling, necessary in 4 
large country with a sparse population . .. (ii) the difficulties 
of the outlying and very poor districts, where no contri- 
bution would support a medical man. Mr. Ogilvie, in 
Tasmania, has attempted to solve this difficulty by 
appointing government medical officers, who are paid 8 
salary of £600, rising to £850 a year, plus a house allowane 
of £50 and a gratuity of £50 a year, paid at the end of three 
years’ service, if their work is satisfactory to the Director 
of Public Health. By this scheme the doctor is allowed 
a month’s holiday each year, in order to “apply his 
mind anew to the study of the most modern methods of 
treatment given under the best conditions.” I presume 
this month’s respite would be given even if the medical 
men were inclined to apply their mind to golf and fishing. 
Medical attention is free to everyone, at either the prac- 
titioner’s residence or the patient’s home, between 9 a.x. 
and 7 P.M. on week-days, between 9 A.M. and 12 noon 
on Saturdays, and not at all on Sundays. The free service 
extends to maternity cases, but only at approved hospitals. 
Outside these hours the medical men may charge £1 ls. 
for each visit, and 6d. per mile travelling fees; he may 
charge the same amount for a confinement if it does not 
eventuate during the prescribed hours. ‘This scheme 1 
the only one I can imagine possible in these out-of-the-way 
places, which I know well; but it practically means 
nationalization of the profession if it is extended, and 
political pressure may easily force the encroachment 
gradually.”—B. KILVINGTON, Med. J. Aust., Dec. 11, 
1938, p. 1022. 


MEDICAL TOUR TO AMERICA.—In connexion with 
the New York exhibition the Bruselles-Médical has 
arranged a medical tour to the United States which 
will leave Havre on Aug. 29 and will return on 
Sept. 30. In all six days will be spent in New York, 
and visits will also be made to Philadelphia, Atlantic 
City, Washington, Chicago, Detroit, Toronto, the Niagara 
Falls, and Boston. Further particulars may be h 
from the travel department of the Bruzelles-Médicsl, 
29, Boulevard Adolphe Max, Brussels, 
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MEDICAL NEWS 


Royal College of Surgeons of England 

At a meeting of the council of the college held on 
March 9 with Mr. Hugh Lett, the president, in the chair, 
the Hallett prize was presented to Dr. A. McK. Large of 
‘Toronto. 

Mr. F. N. Doubleday was re-elected a member of the 
board of examiners in dental surgery and Mr. Eardley 
Holland representative of the college on the Central 
Midwives Board. Sir James Walton was appointed 
Bradshaw lecturer and Sir Walter Langdon-Brown Thomas 
Vicary lecturer for the ensuing year. It was reported that 
Mr. A. S. Kerr had been appointed to a Streatfeild research 
scholarship. 

A diploma of membership was granted to Dwarkanath 
Bhargav Kulkarni of Bombay and the London Hospital, 
oe diplomas of fellowship to the following candidates :— 

K. D. Fraser, M.B. Lond. ; Mark Tree, M.B. Lond. ; R. A. V. 
Lewys-Lloyd, M.B. Lond. ; . W. O. Gawne, M. b. O Camb.: 
M.B. Lond. ; D. A. Andersen, M.B. Lond. ; C. 
Herten-Greaven, M.B. Camb. ; Winifred J. Wadge, M.B. Lond; 
A. M. Desmond, M.B. Lond.; G. O. Jelly, _Oxfd; H. S. 
M.B. Camb. ; O. M. 


Sh , M.B. Camb. ; Fenton "Braithwaite. 
Gala $ M.B. Bir Birm. : ’B. J. Bickford, M.B. Lond. D. B. Fraser, 


: A. Sanford, M.B. Lond. ; E. ‘p. C. Hughes, 
M.B. Lond. ; M. K. Parikh, M.B “Mt. Col U. ©. Chakraborty. 
M.B. Calcutta; F. OC. Dwyer, M.B. Cape Town: M. K. 
El-Sherbini, M. B. aro; .D. oie. MD. 3 BE. F 


Licences in dental surgery were Sarena ‘to the following 
candidates :— 


B. D. Bantin, W. K. Batten, M. S. Berman, T. H. 
Blennerhassett C. H. Jlookley, T. B. Bridges, G. E. Olarke, 
N. F. Clarke, G. W. D D Fairweather, Lionel Falconer, 
E. M. Field, B. E. Greenfield, H. G. Griffith, N. S. H 
Hitchman, JT. E Hodgson, W. Howsam, G. 
R. A. EB. Keeler, R. W. Kochanek, Eileen M. Mo 
Malleson, L. G. Morgan, D. L. Power, R. K. Rob rts, 
Puneo; E. H. Rushworth, D. H. Shepperd, Albert Southwell, 
John Symmons, Gerald Tidswell, ©. W. Turner, L. A. 
H.W. Walker-Smith, L. J. Wallace, E. R. Walmsley, and 

e 


Diplomas in ophthalmic medicine and surgery were 
granted, jointly with the Royal College of Physicians, to 
the following candidates :— 


Dorothy A. Barton, M. R. Bhandari, W. L. B. Burns, Frank 


Clifton, J. K. De Kock, I. G. de Zilva, G. D. Harthan, R. W. 
Hazelton, o K. ur, V. N. Khanna, V. R. Koppikar, J. P, 
B uruy & N. Murray, Krishna Narayan, G. S. P. Noble. 


J. OQ’ Shaughnessy, Sundram Pillai Prasad, mare 
islam Quraishi, nsural Rahman, aonde Rohatgi, A 
S 8 Tah ir, R. S. Varma, W. G. Watson, Randai 
Whittaker, and A. L. Yo oung. 


Royal Faculty of Physicians and Surgeons of 

Glasgow 

At a meeting of the faculty on March 6, with Dr. John 
Henderson, the president, in the chair, the following 
were admitted to the fellowship :— 

Theodore Crawford (Glasgow), Tom McEwan 


George Lightbody Montgomery (Glasgow), and 
Nandkeolyar (Edinburgh ). 


University of Manchester 

Dr. E. H. Gillespie has been appointed assistant 
bacteriologist in the routine section of the department of 
bacteriology. 

A book prize has been offered by Mr. Stanley S. Bond, 
the chairman of Messrs. Butterworth and Co. The prize, 
which will be known as the Butterworth prize in medicine, 
will be awarded on the results of the final examination for 
the degrees of M.B., Ch.B. 


Oxford Ophthalmological Congress 

The twenty-eighth annual meeting will be held at 
Keble College from July 5to 8. Mr. F. A. Williamson-Noble 
will deliver the Doyne memorial lecture, and he has chosen 
as his subject ocular consequences of certain chiasmal 
lesions. Mr. Frank Law and Mr. Keith Lyle will open a 
discussion on orthoptic training and Mr. Harrison Butler 
will speak on miners’ nystagmus. Papers will also be read 
by Sir Arnold Lawson, Dr. Bernard Samuels (New York), 
Mr. P. J. Doyne, and Mr. Basil Graves, Further informa- 
tion may be had from the hon. secretary, Dr. F. A. 
Anderson, 12, St. John’s Hill, Shrewsbury. 


Glasgow), 
hman 


Queen’s University, Belfast 


Dr. Gavin Boyd has been appointed tutor in obstetrics 
in the university. 


National University of Ireland 


The degree of M.D. has been granted to Dr. Florance 
O’Sullivan, 


Naval Medical Compassionate Fund 

A meeting of the subscribers of this fund will be held 
at 3.15 P.m. on April 12, at the medical department of the 
Navy, Admiralty, S.W. 1, to elect six directors of the fund. 


Course on Disinfestation 


The Royal Sanitary Institute is to hold a fortnight’ s 
course of instruction in disinfestation work which will 
begin on Tuesday, May 16. Full particulars can be had 
from the secretary of the institute, 90, Buckingham 
Palace Road, London, S.W.1. 


British Postgraduate Medical School 


On March 28 at 4.30 p.m. Dr. C. M. Hinds Howell will 
give the first of six lectures on syphilis of the nervous 
system, and on April 14, at 2.30 p.m., Mr. H. A. T. 
Fairbank will give the first of three lectures on generalised 
diseases of bone. Applications for tickets for these 
lectures should be made to the dean of the school, 
Ducane Road, London, W.12. 


Royal College. of Obstetricians and Gynecologists 

The honorary fellowship of the college is to be conferred 
on Prof. Walter W. Chipman, emeritus professor of 
obstetrics and gynæcology in the McGill University. The 
following members of the college have been elected to the 
fellowship :— 


Waring Gerald Cosbie, Oanada ; 


Aberdeen; John Emmanuel Reid *"Heppo ette, Lahore; Alison 
Hunter Glasgow; Thomas Norman ur coate, 
Live eae Douglas Hamilton MacLeod, London; Kenneth 
ham; Elen Douglas Morton, Glasgow ; 

allace Nixon Londoni a kant Anant 


London ; Sada: Deen Turner, 
London; and Charles Henry Walsh, Liverpool. 


Convalescent Home at Tadworth 

The country convalescent. branch of the Hospital for 
Sick Children, Great Ormond Street, will not after all 
have to be closed on account of the heavy expenses 
involved in rebuilding the London premises. The London 
County Council has agreed to be responsible for the 
maintenance of a proportion of the beds for two years. 
The work will continue under the management of the 
hospital and a special Tadworth maintenance fund is to 
be opened to provide for the future of the home, 


Postgraduate Courses in Dublin 

It is proposed to hold ‘‘refresher courses ” in clinical 
surgery and medicine in Dublin from June 19 to 30. Each 
of the ten teaching hospitals will be at home to post- 
graduate visitors on one day in each week. The morning 
sessions will probably be devoted to surgery and the after- 
noons to demonstrations in clinical medicine. Further 
information may be had from Mr, William Doolin, 
P.R.C.S.1., St. Vincent’s Hospital, Stephen’s Green, 
Dublin. 


German Gynzcological Society 

The annual meeting of this society will be held in Berlin 
from Oct. 18 to 21. Papers will be read on medical care 
during pregnancy ; miscarriage as a eugenic and economic 
problem ; early diagnosis of genital carcinoma by means 
of propaganda and periodic examination; statistics for 
cesarean section in Germany during 1938; treatment of 
placenta previa with special reference to cesarean section. 
Subjects for discussion will include the history of woman 
and of gynecology; vitamins; and endometrioma. 
Further information may be had from Prof. H. Fuchs, 
Staatliche Frauenklinik, Schellmithlerweg 1, Danzig- 
Langfuhr, 
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International Congress of Pediatrics 

The fifth International Congress of Pediatrics will be 
held in Boston, Massachusetts, on Sept. 3, 4, and 5, 1940. 
As the programme is soon to be drawn up, suggestions for 
subjects for general discussion should be submitted to the 
secretaries of the British national committee (Dr. A. G. 
Maitland-Jones, 314, Weymouth Street, London, W.1, and 
Dr. R. W. B. Ellis, 82, Wimpole Street, W.1) within the 
next ten days. The programme will include sessions devoted 
to general discussions and others to the delivery of 
individual papers. 
Glasgow Royal Maternity and Women’s Hospital 

At the annual meeting of this hospital Prof. T. K. 
Munro said that during the past year over 9000 women 
had been attended, fully half in the hospital itself and the 
remainder in the outdoor department. Among the latter 
group of 4500 women there was only 1 death. The maternal 
death-rate among inpatients was 1°4 per cent.; but in 
nearly a third of the fatal cases the patient was so ill on 
admission that she died within twenty-four hours. The 
combined mortality of those treated in their own homes 
and in hospital was less than 0°75 per cent. The Lord 
Provost of Glasgow said that he had decided to call a 
conference to discuss a scheme by which contributions to 
voluntary hospitals would go into a common pool. Instead 
of having competing flag-days there would be one hospital 
week in the city during which all could make their 
contributions. 
Medical Society of London 

Mr. Walter Elliot, Minister of Health, was the guest of 
honour at the 164th anniversary dinner of this society 
held on March 9 at Claridge’s. After Dr. C. E. Lakin, 
the president, had called on the company to honour the 
loyal toasts, Mr. Elliot proposed the health of the Society, 
the members of whom he welcomed as fellow-craftsmen. 
He spoke of the satisfaction to a Scotsman of living in 
the capital of the Empire, and especially of being enter- 
tained by one of the greatest of its societies, Groups and 
societies of medical men, he said, were in some ways the 
very flower of the cities in which they flourished, A peculiar 
quality of London’s societies was their urbanity and their 
dignity, exemplified by the ritual of the Lord Mayor’s 
ceremonies. That great Londoner, Dr. Samuel Johnson, 
had said, “ He who is tired of London is tired of life, for 
everything there is in life there is in London.” The Medical 
Society of London proved the truth of that saying. Aged, 
illustrious, virile, still continuing to attract the cream of 
medical society, and looking back to its founders who 
had lived before the French Revolution (when the United 
States were still nearly as chimerical as the League of 
Nations), the more it changed the more it remained the 
same. He fancied that Dr. Lettsom, had he by some kink 
in the space-time continuum been able to walk into the 
room, would have found the members of the present day 
as much his brothers as those of his own time. The medical 
profession was so old that the religions of the world were 
mushrooms in comparison. The Minister of Health had 
never looked in vain to the medical profession, although 
he had asked of them service after service and was now 
asking doctors to make the tremendous mental adjustment 
required to fit them for an emergency organisation.—The 
President replied, saying that many believed that a 
medical education fitted a man for any avocation in life ; 
he gave as examples Mr. Walter Elliot and Mr. Claridge, 
who had been a medical student at St. George’s. The 
society was, he declared, not only the oldest but the best 
in London; it possessed the spirit of good fellowship 
and of give-and-take.——Mr, Alexander Simpson-Smith 
proposed the Visitors, who included the presidents of 
many medical societies and corporations and the medical 
heads of the three defence services.—Prof. W. Fletcher 
Shaw, president of the Royal College of Obstetricians 
and Gynecologists, replied. The forefathers of the society 
were, he said, distinguished for their width of education 
and culture, their broad outlook on life and their interest 
in everything connected with medicine and in many things 
outside it. In the case of his own corporation he recognised 
the valuable experience gained from initial opposition and 
criticism ; he hoped that it might lay such foundations 
of tradition that the men who came after would be able 
to build upon them an enduring edifice. 
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Royal Society of Medicine 

The house and library of this society will be closed for 
Easter from April 7 to April 10. On April 6 and 11 the 
library will be closed at 6.30 P.M. f 


Central Midwives Board : 

The report of this board for the year ended March 3), 
1938, which has just been published, shows that at the 
end of the year there were 67,089 women on the Midwives 
Roll, an increase of 2043 on the total for the previous 
year. Of these, however, only 17,494 were actually 
practising midwifery. The number of candidates for the 
midwifery examination was 4420—the highest mumber 
recorded—and three out of every four were successful. 
Reference is made in the report to the removal from the 
Midwives Roll of the names of 1164 midwives who 
surrendered their certificates to local supervising authorities 
under the provisions of the Midwives Act, 1936. 


Committee on Medical Aspects of Flying 

The Secretary of State for Air, Sir Kingsley Wood, on 
the recommendation of the director of medical services 
of the Royal Air Force, has appointed a standing com- 
mittee to investigate and advise him on the medical 
aspects of all matters concerning personnel which might 
affect safety and efficiency in flying. The committee will 
be constituted as follows: Sir Edward Mellanby, F.R.C.P., 
F.R.S. (chairman); Prof. F. C. Bartlett, F.R.S.; Dr. 
E. A. Carmichael; Mr. C. S. Hallpike, F.R.C.S.; Mr. 
B. H. C. Matthews, Sc.D.; Sir John Parsons, F.R.CS., 
F.R.S.; Prof. L: J. Witts, F.R.C.P. 5 Air Vice-Marshal 
A. V. J. Richardson, M.B. (director of medical services), 
and Air-Commodore H. E. Whittingham, F.R.C.P.E, 


Westminster Hospital 

King Edward’s Hospital Fund has offered to makes 
special grant of £15,000 towards the £100,000 required to 
open this hospital free of debt, on condition that the 
balance is raised by April 20, the day when the King, 
accompanied by the Queen, will open the new buildings. 
About £10,000 has already been raised. 
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From a pamphlet entitled “A Letter to the Lord 
Ohancellor on the present State of the Law of Lunacy” 
by A Barrister of the Inner Temple. 


. . . To remedy such errors as this, the author proposes 
that “ Instead of the power being vested, as it now is, 
in the hands of any two physicians, surgeons, or apothe-. 
caries, no person whomsoever should be confined in any 
mad-house, lunatic hospital, or licensed asylum, until 
an inquest of twelve men had first determined upon 
the fact, whether the individual was sane or not ; it would 
then become a matter of proof to be supported as well 
by the evidence of medical men, as also by that of the 
friends of the unfortunate sufferer (the latter being 
frequently, from their connection, the better judges, 
whether the subject of inquiry ought to be under any 
actual restraint); counsel if required, on either side, 
should be permitted to attend ; and the supposed lunatic, 
if not in a dangerous state, should always appear before 
the inquest; if, however, it would be imprudent to 
produce the lunatic from any ill consequence which might 
attend the violence of the malady, it ought then be 
compulsory on two medical men, or one medical man and 


- two other persons, to testify such facts upon oath. 


“ This trial by jury might be very easily carried into 
effect throughout the country, by constituting as judge 
upon every such inquiry, the Coroner of the county, 
division, or jurisdiction, within which the lunatic might 
happen to reside, or to have been taken charge of by the 
parish officer. 

“ Independently of the protection which this trial by 
jury would afford to personal liberty, there is another 
cogent reason why. it should be. carried into effect. It 
is, that too heavy a responsibility is at present thrown 
upon the medical profession. . . .” 
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Appointments 


IBaRSBY, BERYL E., M.B. Lond., resident medical assistant and 
clinical pathologist at the Hospital for Sick Ohildren, 
Great Ormond Street. 

BREMER, J. K., M.B. Cape Town, F.R.CS., resident surgical 
officer at the Walsall General Hospital. 

“DICKIE, G. G., M.B. Aberd., D.P.H., assistant medical officer 
of health for Barrow-in-Furness. 

FLACKS, BENJAMIN, M.B. Manc., resident medical officer at the 
City rere Hospital, Leicester. 

H IGGINSON, A. B., M.B. Lpool, third assistant medical officer 
at Shenley Hospital, Middlesex. 

-KINSTRE, W. H., M.B. Edin., D.P.H., medical assistant to the 
medical officer of health for Kingston-upon-Thames. 

LUXTON, R. W., M.D. Manc., M.R.C.P., hon. physician to the 
Christie Hospital, Manchot: 

MACKECHNIE, D. M., M.B. Glasg., senior school medical officer 
and senior assistant ‘medical officer of health for Stoke- 

on-Tren 

McK 1ssockK, WYLIE, M.S. Lond., F.R.O.S., associate neurological 
surgeon to St. George’ 8 Hospital, London. 

MILL, W. A., M.S. Lond., F.R.C.S., surgeon to the ear, nose, 
RANN throat department at St. Thomas’s Hospital, London. 

MILLAR, W. G., M.B. Edin., pathologist and director of the 
clinical research laboratory at the Victoria Infirmary, 


Glasgow 
*NEILSON, D. F. A., B.A. Camb., F.R.C.S., surgeon to the ear, 
T and throat department at St. Thomas’s Hospital, 
ondon. 
NUTT, A. B., M.B. Lond., hon. ophthalmic surgeon to the 
Children’ 8 Hospital, Sheffield 
PARKER, G. E. . Camb., F. R.C. S., hon. assistant surgeon 
to the Woolwich ‘and iiet War Memorial Hospital. 
‘PEACOCK, ROYDON, B.Chir. Camb., F.R.C.S., assistant surgeon 
to the ear, nose, and throat ’ department of St. George’s 
Hospital, London. 
PEARSON, J. E. G., B.M. Oxfd, M.R.C.P., hon. physician to the 
Connaught Hospital London. 
TOWNSEND, ERIO, D. Edin., D.P.H., assistant medical officer 
of henlth for aa tg 
VARTAN, C. K., F.R.C.S., M.R.C.0.G., hon. assistant obstetric 
qurecen to the Woolwich and District War Memorial 
ospi 


Colonial Service.—The following appointments are announced : 


SMITH, H. W., M.R.C.S., medical officer, West Africa ; 

RIGBY, E. P., M.B. Lond., medical officer, Kenya ; 

MuRrcorTT, E. H., M.B. Edin., medical officer, Kenya 

CooKE, E. R. N., M.B. Dubl., medical officer, Kenya ; 

VILAN, P. W., M.B. Lond., D.T.M. & H., D.P.H., medical 

í officer of health, Trinidad : 

LEE, H. B., M.B B. Melb., D.T.M. & H. , Senior specialist, medical 
department, Nigeria ; ; 

FITZMAURICE, Hi. G., L.R.C.P.E. . senior medical officer, 
Nyasaland ; and 

MACKIE, J. B., M.B. Edin., D.P.H., D.T.M., malariologist, 
medical department, Hong-Kong. 


* Subject to confirmation. 


Medical Diary 


March 20 to March 26 
SOCIETIES 


«© ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 


MONDAY. 

United Services. 4.30 P.M., Dr. C. A. Green: Avtiology 
of Acute Rheumatism. 

TUESDAY.—5.30 P.M., general meeting of fellows. 

has Ch 8.15 P.M., Dr. F. Duran-Jordá (head of the 
Spanish epublican "Army Transfusion Service): The 
Preservation of ay for Transfusion. Dr. Dorothy 
Russell and Mr. D. C. Northfield: False Diverticulum 
of a Lateral Veutricle causing Hemiplegia in Chronic 
Internal Hydrocephalus. Dr. S. D. Eliott: Bacter- 
remia following Tonsillectomy. 

WEDNESDAY. 

Comparative Medicine. 5 P.M., Miss A. W.: Greener and 
Prof. F. C. Minots, D.Sc.: Anthrax in Mink. Prof. J. J. 
Wright, F.R.C.V .S.: Nembutal Anresthesia in the Pig. 
Mr. R. Lovell, Ph.D.: Isolation of a Pasteurella from a 
Sample of Udder Secretion. 

THURSDAY. 

Urology. $8.30 P.M., Mr. A. Ralph Thompson : Secondary 
Diseases of the Kidneys. Dr. M. D. Nosworthy : Ansesthetic 
Problems in Urology. 

FRIDAY. 

Disease in Children. 
Robert Debré (Paris): 
Jaundice. 

Kpidemiologu and State Medicine. 8.15 P.M., 
Cullinan: The Epidemiology of Jaundice. 

HUNTERIAN SOCIETY. 

MonpDaY.—8.30 P.M. (Simpson’s Restaurant, Bird-in- cue th 
Court. 78, Cheapside, E.C.), Lord Horder and Mr. W. 
Ogilvie: Misleading Leading Symptoms. 

CHELSEA CLINICAL SOCIETY. 

TUESDAY.—8.30 P.M. (Rembrandt. Hotel, Thurloe Place, 
S.W.7), Mr. E. Carew-Shaw and Mr. C. Hamblen- Tbomas: 
The Medical Treatment of Sinusitis. 


5 P.M. (cases at 4.15 P.M.), Prof. 
Familial Hepatitis and Chronic 


Dr. E. R. 
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ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS. 
FRIDAY.—5.30 P.M. (London School of Hygiene, Keppel 
Street, W.C.1), business meeting. P.M., Sir Owen 
Wiliams and Colonel A. W. Garrett : Factory ‘Construction 
and Health. 


MEDICO-LEGAL SOCIETY. 
THURSDAY.—8.30 P.M. (26, Portland Place, W.1), Dr. Gerald 
Slot, Colonel Walter Parkes, and Captain G. M. Eden: 
The’ Street Accident. 


EUGENICS SOCIETY. 
TUESDAY.—5.15 P.M. (rooms of the Royal Society, Burlington 
House, Piccadilly, W.1), F. Lafitte: The Work of the 
Population Policies Committee. 


LECTURES, ADDRESSES, DEMONSTRATIONS. &c. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S.W.1. 

TUESDAY and THURSDAY.—5 P.M., Prof. A. Gunn: The 
Pharmacological Actions and Tenut Uses of Some 
‘Compounds Related to Adrenaline. (Oliver-Sharpey 
lectures. ) 

UNIVERSITY OF LONDON. 

MONDAY.—5 P.M. (St. Thomas’s Hospital, S.E.1), Dr. W. E. 

Gye, F.R.S.: The Present Position of the Cancer Problem. 
UNIVERSITY OF BIRMINGHAM. 

TUESDAY and THURSDAY.—4 P.M., Dr. Peyton Rous 
York): Present Aspects of the Cancer Problem. (W. 
Withering lectures.) 

UNIVERSITY OF GLASGOW. 

TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church 
Street), Dr. Jobn Marshall: The Eye in the Specific 
Infectious Diseases. 

TAVISTOCK CLINIC, Malet Place, W.C.1. 

MONDAY.—4.30 P.M., Dr. H. Orichton-Miller : 
Evolution. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12. 
Injuries of the 


N ow 


Self and Racial 


MONDA Y.—5.30 P.M., Mr. C. H. Frankau: 
Upper Limb and ‘General Principles in ‘the Treatment of 
Joint Injuries. 

TUESDAY.—4.30 P.M., Dr.-S. Levy Simpson: Diseases of 
Endocrine Glands. 5.30 P.M., Mr. P. H. Mitchiner: 
Injuries to Nerves and Vessels. 

WEDNESDAY.—Noon, clinical and pathological conference 
' (medical). 2 P.M., Dr. J. D. MacLennan: The Bacterio- 
logical Diagnosis’ of Diphtheria. 3 clinical and 
pathological conference (surgical). , C. 
Dodds: Hormones in Relation to Medicine and Pathology. 
5.30 P.M., Mr. C. Max Page: Amputations. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
conference. 3.30 P.M, Dr. P. M. F. Bishop: Amenorrhea. 
5.30 P.M., Mr. G. Jefferson: Head Injuries. 

FRIDAY.—2 P.M., clinical and Prete aca conference 
(obstetrics and gynecology). Mr. Stanford 
Cade: Radium. 5.30 P.M. Rae 2 Tudor Hart: Recent 
Experience in the War in Soan 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynæcological clinics and 
operations. 


MADA VALE HOSPITAL FOR NERVOUS DISEASES, 


THURSDAY.—3 P.M., Dr. Redvers Ironside: clinical demon- 
stration. 


ST. GEORGE’S HOSPITAL, S.W.1. 
TRURSDAY— 5 P.M. , psychiatric demonstration. 


NATIONAL HOSPITAL, Queen Square, W.C.1. 

MONDAY.—3.30 P.M. , Dr. ©. P. Symonds: Cerebral Tumours (2). 

TUESDAY.—3.30 P. M., Dr. Purdon Martin: Acute Infective 
Diseases of the Brain. 

WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: clinical 
demonstration. 

THURSDAY.—3.30 P.M., Dr. Denis Brinton: Vascular Disease 
of Central Nervous System Nas 

FrmDaY.—3.30 P.M., F. Williamson-Noble: Papill- 


cedema. 
Outpatient clinic daily at 2 P.M. 


aa FOR SICK CHILDREN, Great Ormond Strect, 


THURSDAY.—2 P.M., Dr. Ruby Stern: Forms of Meningitis 
and Their Treatment. 3 P. M., Dr. R. Bonham-Carter : 
Gastro-enteritis in Infants. l 

Outpatient clinics daily at 10 A.M. and ward visits at 2 P.M. 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.3. 
WEDNESDAY. —4 P.M., Mr. O. V. Lloyd-Davies : 
Rectal Symptoms and Diagnosis. 


Common 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn Road, W. C. 1. 
FRIDAY.—4 P.M., Mr. W. A. Mill: Earache in the Normal - 


Ear. 
ST. JOHN CLINIC AND vega te OF PHYSICAL 
MEDICINE, Ranelagh Road, S.W.1. 
FRIDAY.—3.30 P.M., Drs. A. T. M. Wilson, E. Wittkower, and 
S. D. Mitchell: The Psychological Aspects of the Rheumatic 
Discaces. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 
Moxpay to SUNDAY.—WEST END HOSPITAL FOR NERVOUS 
DISEASES, Welbeck Street, W.1, afternoon course in 
neurology. —CHELSEA HOSPITAL FOR W OMEN, Arthur Street, 
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National Hosp. See Diseases of the Heart, Westmoreland Stred, 


PITAL, St. George’s Oircus, S.E.1, afternoon course in 
ophthalmology. — BROMPTON HOSPITAL, S.W.3, 5.15 P.M., 
twice weekly, M.R.C.P. course in chest ‘diseases. —MEDIOAL 
SocIETY or LONDON, 11, Chandos Street, W.1, Mon., 


Wed., and Fri, 5.15 P.M., Primary F.R.C.S. physiology 


course. —ROYAL CHEST HOSPITAL, City Road, 
Mon., Wed., and Fri., 8 P.M., .P. course in chest fad 
heart diseases. (Open to non-members. )— BRITISH LEGION 
HEADQUARTERS, 25, Eccleston Square, S.W.1, Thurs., 
8.30 P.M., lecture on bronchiectasis.— PARK HOSPITAL, 
Hither Green, S.E.13, Sat. and Sun. course in fevers.— 
UNIVERSITY COLLEGE, "Gower Street, W.C.1, Fri., 8.30 P.M., 
Mr. Somerville Hastings and Dr. ’D. Stark Murray, Sir 
Henry Brackenbury and Dr. Frank Gray: That the 
Institution of a Whole-time State Medical Service would 
be in the Interests of the Nations’ Health. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
St. James’ Hospital, Ouseley Road, S.W.12. 
WEDNESDAY.—4 P.M., Dr. Colebrook : The Chemo- 
therapeutic Treatment of Streptococcal Infections. 
MANCHESTER ROYAL INFIRMARY. 
FRIDAY.—4.15 P.M., Dr. Norman Kletz: medical cases. 
LEEDS GENERAL INFIRMARY. 
TUESDAY.—3.30 P.M., Dr. H. H. Moll: Hay-fever and Other 
Minor Allergic Diseases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY.—4.15 P.M. (Lock Hospital, 41, Rottenrow), 
Dr. David Watson: Venereal Disease in Women. 


V acancies 


For further information refer to the advertisement columns 


Argyll and Bute District Mental Hosp.—Asst. M.O., £400. 

Bariey Mow Welfare Centre, Frazier Street, S.E. 1.—M. 
guineas per session. 

Bath, Royal United Hosp.—H.S., at rate of £150. 

Bedford County Hosp.—Sen. H. S., and Cas. O., each at rate 
o 

Belgrave Hosp. for Women, Clapham Road, S.W.9.—Two H.P.’s, 
and H.S., each at rate ‘of £100. 

Birmingham, *Monyhull Colony.—Res. A.M.O., £350. 

Blackburn Royal Infirmary.—Res. surg. O., £250. 

Brodor, Municipal General Hosp., St. "Luke's. —Med. supt., 


Bradford City.—Asst. school M.O., £500. 
Bradford Royal Infirmary. —Two H.P.’s and five H.S.’s, each 
at rate of £150. 
Brighton, Borough Infectious Disease Hosp., &c.—Sen. res. 


O., 1% 


Cambridge, Addenbrooke’s Hosp.—H.P., at rate of £130. Also 
hon. surgeon. 
Coventry and Warwickshire Hosp.—Radiographer, £300. Also 


H.S., at rate of £150. 
Devon Mental Hosp.—Jun. asst. M.O., £350. 
Doncaster County Borough Council. — Consultant obstetrician 


and gynecologist, £775. 
Doncaster Royal I nfirmary. —Res. surg . O., and orthopeedic H.S., 
£600. 


at rate of £250 and £150 Pare. 

Durham County Council.—Temp. asst. M.O.H. 

East em Maternity Hosp., 396, Commercial "Road, E.1.— Res. 
M.O., at rate of £150. 

Edgware, ” Middlesex, Redhill County Hosp.—Cas. M.O., £350. 


Also two jun. asst. M.O.’ 8, each at rate of £250. 
Epsom County Hosp.—Res. asst. M. O., at rate of. £250. 


Evelina Hosp. for Sick Children, Southwark, S.£.1.—HS8., at 
rate of £120. 

Exeter, Princess Elizabeth Orthopedic Hosp.—Res. H.S., at 
rate of £150 


Haley ce Mental Hosp.—Med. snpt., £750. Also asst. M.O., 


General ae Office, E.C.1.—M.O.’s for Cable Ships, 1 guinea 
per day. 

Hong Kong University.—Chair of Pathology, £1000—-£2 5-£1250. 

Hosp. or Sick Children, Great Ormond Street, W.C.1.—Two 
H.P.’s and two H.S.’s, each at rate of £50. 

Hosp. of ‘St. John and St. Elizabeth, 60, Grove End Road, N.W.8. 
Res. H.S., at rate of £75. 

Hose of, Se Luke, 14, Fitzroy Square, W.1.—Res. M.O., at rate 
o 

Hull Royal Infirmary.—Second H.S., at rate of £150. 

Indian Medical Service.—Buropean ‘officers. 

Isleworth, South Middlesex Fever Hosp.—Asst. ros. M.O., £250. 

Kensington Royal Borough.—Temp. asst. M.O. for air-raid work, 


[500 
Leicester Royal Infirmary.—Radiotherapeutist, £500. Also 
hon. asst. surgeon, 100 guineas. 
Liverpool, Broadgreen Sanatorium.—Res. asst. M.O., £250. 
Liverpool, Fazakerley Isolation Hosp.—Res. asst. M. O., £250. 
Liverpool Heart Hosp., 34, Oxford Sireet.—H.P., at rate ot £100. 
London Chest Hosp., V 2.—H.P., at rate of £100. 


icloria Park, E.2 
Council.—Part-time radiologist, £350, &o. 


Also physician to inpatients. 
London Count 
.O., £300. Also temp. asst. aurist, 343. 6d. 


Part-time 
@ session. 


Maa None Kent County Mental Hosp.—Second asst. M.O., 


Manchester Ear Hosp., Grosvenor Square.—H.S., at rate of £150. 

Manchester Northern Hosp., Cheetham Hill Road.—Res. surg. O., 
at rate of £200. 

Manchester Royal Children’s Hosp., Pendlebury.—Asst. M.O. 
to outpatients’ dept., at rate of £150. 

fetropolitan Hosp., Kingsland Road, E.8.—Sen. and jun. 
H.P.’s and H.S.’s, each at rate of £100. 


W .1.—Res O., and outpatient M.O., at rate of £130 
and £125 respectively. 
Newpor ee Royal Gwent, Hosp.— Appointments, at rate of 


North Riding of Yorkshire County Council, d&:c.—M.O.H. and 
asst. to county M.O.H., £800. 


Norwich City.—Asst. M.O.H. and asst. school M.O., Ne., £00. 
Oldbury Borough.—Asst. M.O.H., £600. 
Paddington Green Children’s Hosp., WV .2.—H.P., and H.S., each 


at rate of £150. 
Poplar Hosp., East India Dock Road, F..14.—Second res. officer, 
at rate of £175. 


cg ty Frets Green Hosp.—Jun. asst. res. M.O., at rate of 
Rochdale Infirmary and Dispensary.—Cas. H.S., £15 
Rotherham County Borough.—Temporary asst. M. O. ” 2600. 


Royal Air Force.—Commissions. 

Royal Cancer Hosp., Fulham Road, S.V. 
dept., at rate of £100. 

Royal Eye Hosp., St. George’s Circus, 
L.C.C. children’s dept., 
respectively. 

Royal Naval Medical Service.—M.0.’s 

Royal Waterloo Hosp. for Children and Wome n, Waterloo Road, 
S.E.1.—Hon. surg. reg., hon. med. reg., and hon. gynt 
cological reg 

St. Albans and Mia Herts Hosp.—Res. M.O., £150. 

St. Bartholomew’s Hosp., E.C.1.—Hon. instructor for speech 
defects, &c. 

St. John ’s Hosp., Leuisham, S.E.13. es. surg. O., £200. 

St. John’s Hosp. Jor Diseases of the Skin 5. Lisle ‘Street, W.C.. 
Hon. physician. 

Salford PS Hosp.—Hon. asst. neurological surgeon. 

SEIEN . Chad’s Hosp. —H.P. and anæsthetist, 


£15 
South Fondon Hosp. for Women, Clapham Common, 
Clin. asst. to gynæcological out patients. 
Southend Municipal Hosp. —Asst. M.O., £325. 
Southend-on-Sea General Hosp.—Res. obstet. officer, at rate of 


£100. 
Stoke-on-Trent, North Staffordshire Royal Infirmary.——H.S. to 
on egthopædic dept., at rate of £150. 
nley, Kent, Hosp. Convalescent Parkwood.—Rei. 
M.O., at rate of £200. 
at rate of £150 to 
Chelsea, S.W3—- 


3.—Res. H.S. to radiun 


S.E.1.—Refractionist to 
and clin. asst., £80 and £0 


at rate of 
S.WAl— 


Home, 
swan General and Eye Hosp.—Cas. O., 
Victoria Hosp. for Children, Tite Street, 


Ophth. surgeon and second orthopredic surgeon. 
cas. O., at rate of £200. 
Wakefield, Clayton Hosp.—H.S., at rate of £17 
Wakefield’ Mental Hosp.— Asst. M. O., £350. 
West T Omek, Hallam Hosp.—Two asst. M.O.’ s, each at mie 
o 
West London Hosp., Hammersmith, W.6.—Res. cag. Q., a 


rate of £100. Also asst. physician. 
n General Hosp., Harlesden Road, N.W .10.— Res. officer, 
at rate of £100. 
Woolwich and District War Memorial Hosp., Shooters Hitt, S.E.1. 
Res. med. reg. and res. pathologist, at rate of £150. 


Births, Marriages. and Deaths 


BIRTHS 


HILt.—On March 8, at Bath, the wife of Dr. Leslie Chars 
Hil—a daughter. 
Lorp.—On March 8, at Bournemouth, the wife of Dr. 8. L. 
Lord, of Hamworthy, Dorset—a son. 

ROUTH. —Oon March 11, at Exeter, the wife of Dr. Douglas J.L. 
Routh, of Okehampton—a daughter (prematurely). 
SoppY.—On March 9, at Devonshire Place, W.1, the wif 

of Dr. Kenneth Soddy—a son. 
VINOENZI.—On March 9, at Ipswich, the wife of Dr. Julit 
Vincenzi, of Earl Soham—a son. 


MARRIAGES 


CaDAS—LITTLEWoop.—On Marc at St. Peter's Chunb. 
Croft-on-Tees, John Bornand. Gaiaa M.B. Glasg., to Spb: 


Mary Littlewood. 
DEATHS 


CLARK.—On March 11, at Northwood, 
Alexander Olark, LD. S., 
aged 78. 

CoLLIS.—On March 8, at Stourbridge, 
Collis, M.D. Camb., T.D., aged 70. 

CULHANE. — On Feb. 14, at sea, Major A. J. 
M.B. N.U.I., I.M.S. 

PRICE.—On March 10, George Basil Price 
M.D. Lond., F.R.C.P., of Parkstone, 


Middlesex, Char“ 
late of Weymouth Street, W., 


Arthur Jets 
Culha. 


lieut.-col. C.Mu. 
Dorse ti, aged 6i. 


Worcs, 


SHAW. —On March 9, 9, at Clifton, John Edward Shaw, M.B. Edit. 
age 

TURNER.—On March 7, at ag gnats Philip Dymock Tur 
O.B.E., M.D. Lond., aged 

WHELAN. —On March 5, at ERAN y Lawder Thors 


Whelan, F.R.C.S.I., major, R.A.M.C. (retd.). 


N.B.—A fee of 78. 6d. ts charged for the insertion of Notice d 
Births, Marriages and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


PROTECTION OF INFANTS AGAINST GAS 


A PROTECTIVE helmet for babies was demonstrated 
by officials from the Home Office on Monday last in 
London. It is designed to protect infants from birth 
up to the time when the child can wear a respirator 
—which is normally about two years of age—but it 
can be used for children up to four or five. It consists 
of a hood of impervious fabric with a large window 
of non-inflammable cellulose acetate. The hood 
encloses the head, shoulders and arms and is closed 
round the waist with a draw tape. The hood is 
fastened inside a light metal frame which is lengthened 
on the underside with an adjustable tail-piece, so 
as to form a support and protection for the child’s 
back. The tail-piece is turned up at the end to form a 
seat. The infant is secured in the helmet by means 
of a T-shaped supporting strap connected to the end 
of the tail-piece. The frame and strap are adjustable 
to fit different sizes of children. The hood is padded 
on the underside. Air is supplied to the inside of the 
hood by means of a rubber bellows of a concertina 
type. The air passes through a filter and enters the 
hood through an orifice which deflects the air upwards 
away from the baby’s head. 

It is stated that a steady rate of pumping of about 
40 strokes per minute is adequate to keep out gas 
and to supply sufficient air. The space in the hood 
is large enough to allow pumping to be stopped for 
some minutes. There is said to be no limit to the 
time during which a child may remain in the helmet 
if the steady pumping is carried out. At the demon- 
stration two infants, aged three weeks and eight 
weeks, were placed in helmets with no difficulty and 
appeared to be unaffected by the experience. They 
were not taken into a concentration of gas, but it 
was stated that this had many times been done. 

From the physiological standpoint the helmet 
seems to be practical and well thought-out. It 
weighs about 6 lb. and is fairly easily carried by the 
mother. The children shown in the helmet were 
certainly quite comfortable. Older children are often 
not so placid, but it was claimed that even the most 
excitable and fractious child could come to no harm 
in the device, and that temperature and humidity 
inside had been carefully checked and found to be 
satisfactory. It seems likely that this is so, at least 
from the purely physical point of view. What the 
psychological results of enclosing a violently protesting 
child in such a helmet might be is another and 
different matter. The psychological objection to the 
hood would, however, probably be shared by any 
device capable of protecting a child against gas. 

It was stated that 1} million of these helmets have 
been ordered, and that distribution will begin fairly 

shortly. Distribution is to be done principally by 
the use of the facilities available in maternity and 
child-welfare work. 


THE STORAGE OF EGGS 


THE habits of the hen are such that the supply of 
eggs is at a maximum in April and a minimum in 
November, and the prices vary in inverse ratio to 
the supply. If cheap eggs are to be available when 
they are most needed they must therefore be stored 
for over six months. The cold storage of eggs has not 
been much practised in this country of recent years, 
though a large trade in stored eggs is done in the 
United States, but there are now indications of a 
renewed interest in egg storage over here. The advan- 
tages and disadvantages of cold storage and gas storage 
are set out by Mr. T. Moran, D.Sc., in a free pamphlet 
issued by the Department of Scientific and Industrial 
Research. He does not deal with the ‘“ pickling ” 
processes, either with water-glass or the more modern 
organic sealing solutions, presumably because these 
are unsuitable for large-scale use. From the time of 
laying the egg begins to change, more especially if it 
has been fertilised. Hence unfertilised eggs are 


preferred for storage. Even so, and assuming that 
bacteria and moulds do not pierce the shell and its 
membranes, eggs stored in a dry atmosphere will 
dry and contain a larger air-space, whilst the white 
may shrink and liquefy, the yolk membrane and the 
yolk itself weaken, and a slight but unpleasant metallic 
taste develop. Eggs, like milk, also tend to take up 
tastes and odours from their surroundings. These 
defects, apart from rendering eggs unpalatable, may 
affect their physical behaviour when boiled or 
poached. Cold storage at 29°-32° F., with control 
of humidity only, allows increase of the air-cell and 
yellowing of the white; the yolk becomes flabby, 
and a storage taste develops which shows up par- 


‘ticularly in boiled eggs. It is, nevertheless, satisfactory 


for storage not exceeding five months—not long 
enough for a satisfactory carry-over from April to 
November. Partial gas storage, in an atmosphere 
containing 2-24 per cent. of carbon dioxide, with control 
of humidity, is more satisfactory. After nine months 
the yolk is firm and there is no storage taste, but the 
white still becomes rather yellow and the air-cell is 
large. Full gas storage with 60—100 per cent. of carbon 
dioxide.and no control of humidity prevents enlarge- 
ment of the air-cell, since the atmosphere is saturated 
with moisture and the egg cannot dry up, but the 
thin part of the white is watery and the thick part 
considerably shrunken. Both gas-storage methods, 
presumably because of condensation on the shell of 
water containing a relatively high concentration of 
carbon dioxide and because of solution and re-deposi- 
tion of calcium carbonate, cause some roughening of 
the shell. Ozone, up to one part in a million, slightly 
delays the appearance of storage taste in the yolk 
but higher amounts tend to produce a metallic or 
cucumber taste. For most purposes eggs stored by 
these methods for nine months or even longer should 
be above reproach, but the person of critical taste 
will probably still prefer his boiled or poached egg 
to be new laid. 


THE MEDICAL CURRICULUM IN GERMANY 


Last week the president of the Royal College of 
Physicians, speaking unofficially, quoted the old 
saying ‘‘ you can’t get the terriers too soon to the 
rats.” The new scheme for medical education in 
Germany announced in our issue of Jan. 14 (p. 103) 
seems to be giving it practical application. From 
further particulars now available (Med. Klinik, Jan. 27, 
1939, p. 132) it seems that the course of the German 
student is really to be shortened by some two years, 
for not only is the time of study reduced from 11 to 
10 half-years but the year’s practical work, formerly 
done at the end of the course, is now to be included 
in this period. The time occupied by the final 
examination is also to be reduced. But if the student 
has less time he has more to do; for subjects which 
were formerly optional have now been made com- 
pulsory—notably eugenics, radiology, nature-cure 
methods, and occupational diseases. The student 
must also spend six weeks in agricultural or 
factory service ‘‘so that he may gain practical 
experience of living with people in other occupations 
and under other social and working conditions which 
will be of great value to him later as doctor.” It 
is stated that these changes aim at giving the young 
doctor an earlier financial independence. According 
to the Manchester Guardian’s Berlin correspondent 
(March 11) compulsory military and labour service 
occupy over 24 years and the medical graduate has 
often been nearly 30 before he could earn his living. 
Figures quoted in the Münchener Medizinische 
Wochenschrift (March 10, 1939, p. 391) suggest that 
there may be other considerations which are at least 
as pressing as the wish to give the doctor an earlier 
professional start. In Prussia for the year 1931-32 
there were 2910 candidates for the premedical 
om but in 1936-37 the number had fallen 

o 1590. 
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GRANCHER OR B.C.G.? 


IN Nordisk Medicin for Jan. 7 (p. 59) Dr. Teofilip 
Nyrén compares the results obtained in Sweden by 
the Grancher system of transferring children from 
tuberculous homes to healthy foster homes with those 
of B.C.G. vaccination. Between 1915 and 1937, 
the Swedish National Association against Tuber- 
culosis was helped to board out 3297 tuberculosis- 
threatened children under the age of two years in 
healthy foster homes, and Nyrén has now obtained 
information as to the fate of 3013 of them. He 
found that the earlier in life the children were removed 
from tuberculous homes the better was the prognosis. 
Of the 290 children known to have died, 120 had died 
of tuberculosis. Of 272 infants who had been 
removed from infection directly after birth and who 


had not been exposed to contact with tuberculous — 


cases during the first two years of life, 21 had died, 
including 3 from tuberculosis, and 11 others showed 
signs of tuberculosis. Turning to the rival system 
of B.C.G. vaccination practised in the north of 
Sweden under the auspices of the Swedish National 


Association since 1927, and in Gothenburg under the | 


direction of Prof. Wallgren, also since 1927, Nyrén 
finds that the results of B.C.G. vaccination are on the 
whole better. He thinks, however, that wherfa child 
is found to be already tuberculin-positive, the Grancher 
system is to be preferred. But new-born infants 
and children from tuberculous homes and with a 
negative tuberculin reaction several weeks after 
birth should, in his opinion, be given the benefits 
of B.C.G. vaccination by the intracutaneous route, 
followed by isolation from any infectious case of 
tuberculosis till they have become tuberculin-positive. 
For not only is the B.C.G. system the more humane 
of the two, but it also is a guarantee, to a certain 
extent, against infection from unknown cases of 
tuberculosis—a guarantee which the Grancher system 
cannot always give. 


SEX IN ADOLESCENCE 


SMALL books on sex for the young are now so 
numerous that there can be little reason why anyone 
should grow up either ignorant or misinformed about 
this subject. Prof. Corner’s 1 is as good as most, being 
quite free from sentimentality if perhaps a trifle 
earnest in its manner of presentation. According 
to Dr. Corner sex has presumably arisen in order 
that all living creatures (except the lowest forms of 
life) should have more than one line of ancestry. 
He supplies short chapters on the human reproductive 
system, sex attraction, attainment of maturity, sex 
in girls, sex conduct and sex disorders, Thus 
the subject is approached both from the biological 
and the ethical standpoint, but the author, although 
he is a recognised authority on parts of his subject, 
does not probe too deeply into any one section of it, 
being content with a short and simple pronouncement 
on each point that arises. Sublimation of the sex 
impulse during adolescence is, he thinks, to be 
achieved by hard work and exercise, but it is open 
to doubt whether the traditional advice to ‘‘ put on 
a couple of sweaters and take the dog for a run” 
is always a complete answer to the individual problem. 
A list of books and materials for further study of the 
subject is appended. 


STANDARDISATION OF HMO- 
GLOBINOMETERS 


THE committee of the British Standards Institution 
which prepared the British standard specification for 
hzmacytometer counting chambers and hæmacyto- 
meter dilution pipettes has now prepared a draft 
British standard specification for hemoglobinometers. 
The draft specification has two notable features: firstly 


1. Attaining Manhood. A Doctor Talks to Boys about Sex. 


By George W. Corner, 
University of Rochester. 
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it provides a definite colorimetric basis for the standard 
colour tubes, and secondly it ensures that any 
graduated hemoglobinometer tube complying with 
the specification may be used with any colour tube 
complying with the specification. 

The institution is now circulating copies of this 
draft specification for comment, and hopes that the 
draft will receive the widest possible consideration so 
that the specification when finally published mar 
command the maximum measure of agreement. A 
copy of the draft specification may be had, post free, 
from the director, British Standards Institution, 
28, Victoria Street, London, S.W.1, to whom also 
suggestions for amendments should be sent. All 
comments submitted will receive careful consideration 
when the draft is being revised for publication. 


A VARIETY OF EXPERIENCE 


IT must be given to few doctors to have enjoyed 
the variety of experience, professional and otherwise, 
which has fallen to Dr. Dickie’s lot. Born in Aber- 
deen, the son of a distinguished man of science, he 
began early to feel the itch to write and if his style is 
epistolary rather than literary there is no lack of 
interesting material in his latest book.+ Country 
readers will envy him the opportunities of first-class 
fishing and shooting which have come his way, and 
will be anxious to try his tip for starting a jibbing 
horse. Others, perhaps, will be more absorbed in 
his experiences as general practitioner, Indian railway 
doctor, commandant of the Star and Garter Hospital, 
or as film-actor. Less enviable must have been his 
sensations during the great Indian earthquake of 
1897; when called upon to deal with an elephant 
with a carbuncle ; or when being chased in a buggy 
at night by three angry wild elephants, one of which 
was wounded. The comment on modern methods of 
warfare made by one of his Gurkha patients is 
timely: ‘‘ The Gurkha yields to no man in a hand- 
to-hand fight, but when a great devil bomb... 
comes out of the sky and kills hundreds of men at 
once, it is not war!” The book is freely illustrated 
with good photographs. 


NEW PREPARATIONS 


‘ DESIBYL ” CAPSULES are described as hermetically 
sealed capsules containing desiccated whole bile ina 
readily soluble form. They are intended for us 
when a natural bile preparation is required either to 
replace bile lost through fistule, as a cholagogue, asa 
choleretic, or for its bacteriostatic and digestive 
actions. Each capsule is said to be approximately 
equivalent to 5 c.cm. of fresh natural bile, and the 
suggested dose is two or three daily after meals. The 


makers are Parke, Davis and Co., Beak Street, 
Regent Street, London, W.1. } 
STILBGSTROL AND STILBGISTROL DIPROPIONATE | 


B.W. AND Co.—Burroughs, Wellcome and Co. (Snow 
Hill Buildings, E.C.1) now prepare a ‘‘ Tabloid” 
stilbeestrol to be taken by mouth and a ‘‘ Trypoloid” 
stilboestrol for intramuscular injection. To medical 
practitioners wishing to make clinical trials they al» 
issue stilboestrol dipropionate for oral and intra- 
muscular administration. This compound is still in 
the experimental stage, but laboratory evidene 
suggests that it may havea more sustained cmstrogenic 
action than stilbcestrol. È 


“O DEATH, WHERE IS THY STING?” 


C.W.C. writes: An elderly charwoman, in 
reply to the usual query as to the whereabouts of 
her trouble, explained that she was really too 
embarrassed to answer precisely “ but if you under- 
stand my meaning, doctor, I have something thè 
matter with the termination of Nature.’’—a termino 
logical inexactitude which, however, sufticiently 
indicated the seat of the mischief. i 


1. Comedy and Drama of a Doctor’s Life. By J. L. Dickie 
London: Heath Cranton. 1939. Pp. 192 Ja HP®" 


THE LANCET] 


rG [mMaARcH 25, 1939 


ADDRESSES AND ORIGINAL ARTICLES 


THE CLASSIFICATION OF BUCCAL 
NEOPLASMS 
IN RELATION TO TREATMENT AND 
PROGNOSIS * 


By A. J. GarDHAM, M.S. Lond., F.R.C.S. 


ASSISTANT SURGEON, UNIVERSITY COLLEGE HOSPITAL, LONDON ; 
SURGEON TO OUTPATIENTS, HAMPSTEAD GENERAL HOSPITAL 


TuIs lecture is founded on experience gained in the 
care of 84 personal cases of carcinoma of the mouth 
and on observations made on a large number of others 
by the courtesy of my friends and colleagues at 
University College Hospital. Since the number of 
eases dealt with is comparatively small and their 
classification divides them into a large number of 
groups, I have avoided any attempt at a complete 
statistical review and have used individual cases or 
groups of cases purely for purposes of illustration. 

The wide variations which these growths show in 
their reaction to treatment are very impressive, 
Consideration of late results lends no support to the 
popular conception that these variations depend 
largely on the time at which the patient seeks advice, 
for many of the most relentlessly malignant growths 
in my series are to be found among patients who 
reported for treatment within a few months of their 
first symptom. 

PATHOLOGY 


My object in reviewing my experience is to attempt 
to provide more reliable standards by correlating 
variations in malignancy with gross pathological 
characteristics. I am leaving aside to a large extent 
questions of microscopic pathology, as this has 
already received a great deal of attention under 
eyes more practised than my own. 

The pathology of new growths in the mouth 
may be considered under five headings :— 


1, Site of origin of the growth.—It is well known 
that growths of the lip pursue a benign course purely 
by virtue of their site of origin. It is less generally 
realised that there are four other types of growth 
of which the course may be predicted according to 
the point from which they arise. Growths of the 
cheek resemble those of the lip up to a point, but 
statistics regarding their curability vary very widely. 
This is probably explained by the observation that 
the malignancy of these growths depends more on the 
stage of advancement and less on other pathological 
characteristics than is the case with other growths 
of the mouth ; hence it is safe to apply the standards 
of carcinoma of the lip to growths of the cheek which 
have not extended beyond the soft tissues, whereas 
those which are more widespread react quite differently. 
This has certainly been my experience, for referring 
to the small growths in my series I find that 4 out of 
5 of them remained healed for four years or more, 
whereas no patient with a large growth survived 
longer than two years. 

A less common growth which runs a stereotyped 
course and exhibits a particular reaction to treatment 
by virtue of its site of origin is carcinoma of the 
floor of the mouth. I propose to describe this growth 
more fully, for it forms a very well-defined type which 
is often not recognised, although it was mentioned 


* Hunterian lecture delivered to the Royal College of Surgeons 
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by Butlin many years ago. The lesion starts always 
in the region of the orifice of the submaxillary duct . 
and spreads widely but superficially in the floor of 
the mouth, finally attacking the mucous membrane 
covering the lower alveolus. At the same time it 
spreads upwards on the surface of the hyoglossus 
towards the dorsum of the tongue, where in moderately 
advanced cases a dimple marks the point to which 
the tumour has extended. The anatomical situation : 
of these growths suggests that early invasion of the 
submaxillary lymph-glands is a probability, but in 
fact glandular invasion is nearly always late, and 
as regards both its local reaction to treatment and its 
metastasising power this growth is very benign. 
It is interesting to note that in the year in which I 
was born there died a man who had been operated 
on by Christopher Heath twenty-four years earlier 
for this condition. The specimen is in the museum 
of University College Hospital. | 

The anterior part of the tongue does not impose any 
particular course on the tumours which arise in it, 
and estimates of the malignancy of such growths 
must be made on other grounds. Even in the posterior | 
third both squamous-cell carcinoma and lympho- 
epithelioma occur, and it is by the manner in which 
the tumour spreads rather than by its site of origin 
that the most reliable indications are to be obtained. 
There is, however, a tumour of the squamous type 
which originates near the epiglottis and is peculiar 
in that it tends to remain localised in this region with- 
out metastases. The tumour is rare, and my personal 
cases contain no example of it; but recognition of 
the type is important, for a particular form of. 
treatment is applicable to it. 

The only other type of growth in the mouth which 
runs a course which is decided purely by its site of 
origin is carcinoma of the lower alveolus. This 
tumour forms an interesting contrast to carcinoma of 
the floor of the mouth, for the two growths originate 
within a centimetre of one another and are almost 
exactly opposite in all their characteristics. The 
tumour of the alveolus, which is a squamous carcinoma, 
shows no tendency to spread superficially, and the 
external signs are limited for many months to a 
narrow fissured ulcer on the surface of the alveolus. 
The edges of the ulcer are not everted, and on first 
inspection it is almost impossible to believe that it 
is malignant (fig. 1). The spread of this tumour is 
entirely into the bone of the lower jaw, and radio- 
grams taken when the ulcer is still very small may 
show considerable destruction of its substance. At 
a later stage infiltration is made obvious by expansion 
of the jaw, but at all times it is much more widespread 
than the physical signs or the radiograms suggest 
(fig. 2). This growth is probably more malignant 
than any other which occurs in the mouth, and among 
5 personal cases the longest period of survival is 
two years, 


2. Method of spread.—In some cases valuable 
information regarding malignancy may be gained by 
observation of the method by which a tumour spreads. 
Thus the only common factor which I have been able 
to discover among growths of the anterior part of the 
tongue which have reacted favourably to treatment 
is preservation of mobility of the organ. This means 
nothing in early growths, but ulcerated tumours 
2-3 cm. in diameter which have not interfered with 
free protrusion account in my series for a very high 
proportion of the true lingual tumours which have 
proved to be of low malignancy, and in 4 out of 5 
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patients with large growths who survived more than 
five years it is positively stated in the notes that 
protrusion was not impaired. 

Mobile tumours of the tongue which are not ulcer- 
ated commonly belong to another class, which is 
characterised by wide submucous spread. Tumours 
showing this type of spread have occurred in my series 
not only in the posterior third of the tongue but also 
in the tonsil, the nasopharynx, and the upper jaw. 
They are not squamous epitheliomata but apart 
from this have shown no uniformity in microscopic 
structure. All of them have shown a ready response 
to irradiation in the primary growth and the immediate 
metastases, combined with a strong tendency to the 
formation of remote metastases within five years 
of their onset. All have been fully described and are 
generally recognised except that involving the upper 
jaw. This tumour is rare. My series contains only 
2 cases, and study of the literature reveals only a 
few reports of other examples. The site of origin 
of the tumour is doubtful; but, since pain in the 
second division of the fifth nerve generally precedes 
any other symptom or physical sign, it is presumably 
in the pterygomaxillary region. In course of time 
it produces a symmetrical enlargement of the whole 
upper jaw, including as a rule the upper alveolus 
(fig. 3). The spread is submucous until the late stages, 
and when ulceration finally occurs it is by the tumour 
bursting through the mucosa rather than involving it. 
By this means a mushroom-shaped protrusion is 
formed which is quite unlike the friable ulcer which 
results from a true epithelioma. In spite of its rarity 
this tumour should be classified alone, for its reaction 
to treatment is characteristic and quite unlike that 
of other tumours of the jaw. 

3. Time of appearance and rate of spread of glandular 
metastases in relation to the primary growth.—It is 
well known that attempts at radical cure of carcino- 
matous glands in the neck, when no primary focus 
can be found, are seldom or never successful. In 
my experience the same is true if metastases appear 
while the primary growth is still small and early, 
or if they advance at a rate disproportionate to that 
of the extension of the primary growth. In this 
particular, time relations have proved to be a much 
more reliable indication than extent of involve- 
ment. In my series surgical treatment of glands 
classed as doubtfully operable on account of extent 
have produced immunity from recurrence for more 
than four years in 2 cases, whereas attempts at 
radical excision of easily operable glands which had ap- 
peared unduly early have proved uniformly disastrous. 

4, Reaction to treatment.—Small early tumours have 
in some of my cases declared their true nature by not 
reacting to adequate interstitial irradiation. No 
tumour which involves compact bone is to be expected 
to react to such treatment; but, when a small early 
growth in soft tissue has not healed as a result 


of interstitial irradiation or has recurred within 7 


a few months, it has generally proved to be a lesion 
of high essential malignancy and equally resistant 
to other forms of treatment. In estimating the 
significance of early recurrences it is important to 
observe whether they are in the centre or at the 
periphery of the treated area. In the first case they 
imply that the growth is capable of surviving in the 
midst of fully irradiated tissues and are nearly 
always a sign of high essential malignancy ; in the 
latter they may only indicate that the original 
irradiation was unduly circumscribed. At the other 
end of the scale unduly rapid regression under the 
influence of irradiation has also proved to be a most 
unfavourable sign as regards ultimate prognosis, and 
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the conceptions of the past regarding the malignancy 
of rapidly growing tumours unfortunately remain 
true in spite of the possibility of securing disappearance 
of the primary lesion. 

The effect of preliminary indirect treatment has 
sometimes proved of service in estimating malignancy. 
Thus a tumour which regresses after extraction of 
septic teeth and removal of irritation by tracheotomy 
or gastrostomy may usually be classified as com- 
paratively benign. Tumours which extend rapidly 
in spite of such measures are very malignant. 

5. Microscopic appearances.—The available informa- 
tion on this subject has been admirably laid out 
by Broders and Phillips and other workers. I 
have nothing to add to their observations except 
to emphasise that a high degree of differentiation 
is not sufficient by itself to classify a tumour ag 
benign. 


RELATION BETWEEN ESSENTIAL MALIGNANCY 
AND TREATMENT 


The preceding classification often makes it possible 
to estimate fairly accurately the essential malignancy 
of a ‘tumour before treatment is instituted. The 
importance of doing so is much greater since the 
advent of irradiation than it was when operation was 
the only available means of treatment, since, on the 
one hand, irradiation may be used as a means of 
palliation for incurable tumours which would formerly 
have been subjected to desperate attempts at radical 
treatment, and, on the other hand, its effect on normal 
tissue may be so powerful and so persistent that 
one hesitates to use it when prolonged survival is 
expected. 

In a few cases, such as infiltrating carcinoma of the 
lower jaw, prompt realisation of the high malignancy 
of an apparently localised growth may make curative 
radical treatment a possibility. For the rest, the 
after-history of my cases suggests that evidence of 
very high malignancy should be regarded as an 
indication for restricting the scope of treatment 
so as to aim deliberately at palliation. The five- 
year survivals among cases with growths which may 
be classified as highly malignant are negligible, 
however early the lesion and however extended the 
treatment ; and my case-records show many instances 
in which attempts to match the malignancy of the 
growth by the radical nature of the treatment have 
ended disastrously in widespread diffuse recurrence, 
This has happened particularly often in attempts to 
treat glandular metastases by operation when their 
size or rate of advance was disproportionate to that 
of the primary growth. 

A further example of the virtue 
in the face of high malignancy is to be found in 
relation to submucous infiltrating growths of the 
nasopharynx, the posterior third of the tongue, and 
the upper jaw. Judging from my own and other 
collected cases, five-year survival in patients suffering 
from these growths is exceptional ; for, if there is no 
local recurrence, death from distant metastases is 
the rule. In these cases the prospects of complete 
cure are too small to justify heroic attempts at com- 
plete eradication of the local lesion and long-term 
palliation by conservative irradiation is the correet 
aim, Irradiation in doses which do not cause 
immediate damage to normal soft tissues may be 
freely used in the treatment of all growths of high 
malignancy, for late effects seldom come into the 
picture. In growths of low malignancy, when long 
hfe can be expected, the need for caution is sreater 
than is commonly supposed, as I shall hope to 
demonstrate in a moment. 


of conservatism 
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OTHER FACTORS OF IMPORTANCE IN TREATMENT 


Accessibility of a growth has no essential relation 
to its reaction to treatment; and some inaccessible 
lesions, once they are approached, react quite as 


readily as carcinoma of the lip, whereas others which — 


are superficial and readily accessible to any form of 
treatment are practically hopeless from the beginning. 
Inaccessible growths are, however, separated from the 
surface by a mass of normal tissue into which the 
growth generally has no tendency to spread, and 
no form of treatment can be applied to them without 
damaging these normal tissues to some extent. The 
damage caused by operation is comparatively easy 
to assess, for it is largely a matter of immediate 
mortality and subsequent deformity. In this 
particular my experience confirms the finding that 
the mortality and complications associated with 
approach through the middle line are significantly 
less than those which result from lateral approach 
across the lymphatic fields. The damage caused to 
normal tissue by irradiation is more difficult to 
assess, but evidence is rapidly accumulating that it 
is More serious and much more permanent than we 
have been accustomed to believe. It is largely a 
question of liability to subsequent necrosis and of 
increased susceptibility to independent malignant 
growths. It is most easy to demonstrate the import- 
ance of these factors by examining the late results in 
a growth of comparatively low malignancy, and for 
this purpose I wish to quote in some detail my 
experience with carcinoma of the floor of the mouth, 
which is the only common inaccessible growth in 
which prolonged survival is the rule. 

Up to three years ago I employed a routine treat- 
ment for these growths in which I used interstitial 
irradiation either alone or in combination with a 
surface application. By this method I treated 9 
cases, some of them apparently very advanced. 
Of these patients 1 died three years after treatment 
with necrosis of the jaw, and, since no microscopical 
examination was made, it is possible that growth 
was present. Of the remaining 8 not one has died 
of the primary lesion or of metastases from it; 2 
were treated less than five years ago and are alive 
and well. Of the 6 treated more than five years ago 
1 has died of an intercurrent disease the nature of 
which is not known; 2 have developed necrosis of 
the jaw, apparently spontaneous (one six and the 
other seven years after treatment), neither of them 


Fic. 1—Squamous carcinoma of lower jaw shown super- 
ficially by a narrow fissured ulcer. 


having suffered any symptoms in the intervening 
time (fig. 4). The 3 remaining patients all developed 
and died of independent primary growths: one in the 
upper jaw, one in the larynx, and one in the bronchus ; 
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hence, although the results of treatment appear at 
first sight to be extremely satisfactory, they are 
actually very bad as regards prolongation of useful 
life. ‘The poor results are not due to failure to cure 


Fie. 2—Radiogram of squamous carcinoma of lower jaw, 
showing extensive destruction of bone. (Same case as fig, 1.) 


the primary growth, and at least two of them were 
caused by the influence of irradiation on normal 
tissues and could have been avoided by using operative 
methods. The three independent primary growths 
prove nothing, but similar cases have been reported 
with increasing frequency in the past few years, 
and it may at least prove to be a profitable speculation 
whether the increase is connected with the widespread 
use of irradiation in the past decade. 

It therefore appears that accessibility is a problem 
which is very intimately connected with the possibility 
of undue damage to normal tissues. Such damage 
can occur also in accessible tumours treated by 
irradiation, but it generally does so as a result of 
overdosage. My experience, which is confirmed by 
so great an authority as Berven of Radiumhemmet, 
is that increase of the dose of irradiation to a point 
at which it causes serious and immediate damage 
to normal soft tissue never increases the hope of 
eradicating a resistant growth. Following the principle .- 
that normal tissue must never be over-treated what- 
ever the malignancy of the growth, I have escaped 
late necrosis as a complication of localised irradiation 
of accessible tumours, and only one of my patients 
so treated has died of an independent primary growth ; 
hence, as far as it is safe to base conclusions on so 
limited a number of cases, it does not appear that 
fear of damage to normal tissue is an important factor 
provided that the growth is accessible and is not in 
close relation to bone or cartilage. 

Radiosensitivity.—The decision between operation 
and irradiation must not be made purely on the 
grounds of radiosensitivity. Neoplasms which are 
extremely radiosensitive are nearly always unsuit- 
able for operation on account of their rapid growth 
and tendency to widespread metastasis, but it has 
been abundantly proved that the radiosensitivity 
of these lesions does not in any way affect their high 
essential malignancy, and long-term palliation is the 
best that can be hoped for in most cases. Growths 
which give the best ultimate results with irradiation 
are those which have a lower degree of radiosensitivity 
and at the same time a lower essential malignancy ; 
hence, if irradiation is reserved for highly radio- 
sensitive growths, those which give the best ultimate 
results are excluded. 

M 2 
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_ General condition of the patient is not a factor of 
importance in superficial lesions. When the choice 
lies between operation and irradiation for inaccessible 


Fig. 3—Submucous infiltrating tumour of upper jaw 
A, before treatment; B, six weeks later after mass 
irradiation. 


growths, pulmonary and cardiac complications weight 
the balance heavily in the direction of irradiation, 
partly because they increase the risk of operation 
and partly because the late ill effects of irradiation 
crite not be considered when expectation of life is 
short. 


CONCLUSIONS 


Most of the growths which I have mentioned fall 
easily into one of three classes according to their 
malignancy and their accessibility, and I propose to 
refer to them as classes A, B, and C. 


Olass A consists of neoplasms which are accessible 
and do not show any of the characteristics of high 
malignancy which I have tabulated. It includes 
most carcinomas of the lip and most small carcinomas 
of the cheek. In these growths both operation and 
irradiation give excellent results. Irradiation pro- 
duces less deformity and appears not to endanger 
` normal tissue if it is used with discretion and provided 
that direct involvement of bone is absent. l 


There is no doubt that some growths of the anterior 
two-thirds of the tongue belong to class A; but, 
until we are better informed regarding the charac- 
teristics which denote low malignancy in this situation, 
all growths of the tongue in front of the foramen 
cæcum must remain unclassified and treatment must 
be based on the assumption that wide impalpable 
extensions exist in every case. That this is not so 
is shown by the cures in Butlin’s first series of cases 
and by the occasional modern case—I have only one— 
in which treatment has been very strictly limited 
on account of poor general condition and the patient 
has continued to live free from recurrence for many 
years. The small variations produced in the pro- 
portion of five-year cures by extension and contraction 
of the scope of treatment suggest that this proportion 
is decided more by the nature of the growth than by 
the therapeutic methods applied to it; but for the 
moment, while it is possible to say with certainty 
that many growths of the tongue belong to class C, 
it is only possible to guess at the proportion which 
belongs to class A. Hopes that irradiation would 
bring a larger proportion of cases into the curable 
class have not materialised to any great extent. 
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The curable growths are the same whichever method 
is used, and I think at least two-thirds of them 
belong to class A. For the rest operation is the better 
means of palliation if there is no great difference 


_ between the sensitivity of the growth and that of its 


surroundings. In all other circumstances irradiation 
is better, for reasons which I shall state when dealing 
with class C. 


When no metastases are present in class A, [ do 
not use prophylactic irradiation in the neck, for 
there is no real evidence that it diminishes the risk 
of invasion of glands, and we are completely unin- 
formed as to the effects of irradiation on the power 
which normal tissues undoubtedly possess of resisting 
the invasion by growth. I prefer regular observation 
to any form of prophylactic treatment, even dis. 
section, for I believe that glands which increase so 
rapidly that they become unsuitable for operation 
in the three months which elapse between one routine 
observation and the next are unsuitable for operation 
from the beginning and can produce disastrous 
results even if dissection is made before they are 
palpably enlarged. I therefore reserve operation 
for glands which appear comparatively late and 
develop slowly. Rapidly extending glands place 
the original tumour outside class A, and I shall 
deal with them later. 


Class B consists of growths which are inaccessible 
but again show none of the characteristics of high 
malignancy. ‘To this class belong carcinoma of the 
floor of the mouth, carcinoma of the epiglottic region, 
and a proportion of pharyngeal and antral growths. 
These are curable by irradiation unless they actually 
invade bone; but, since they originate and spread 
in close proximity to bone and lie far from the surface 
of the body, I believe that the damage inflicted on 
normal tissue in the course of their cure by this method 
is unjustifiably great. Carcinoma of the floor of the 
mouth and of the epiglottic region can both be 
exposed by a median approach which involves little 
danger to life, and the operation for the removal of 
localised antral growths is equally benign. Carcinoma 
of the pharynx is a separate problem. My experience 
of it is small, but I believe that localised growths 
do occur in this situation, and that the effect of 
preliminary ‘indirect treatment by removal of sepsis 
and irritation is a valuable guide to the degree of 
malignancy. That operation in suitable cascs is 


Fie, 4—Radiogram of necrosis of the jaw of apparently 
spontaneous onset six years after interstitial irradiation 
of carcinoma of the floor of the mouth, 


THE LANCET] 


feasible and need place no undue strain on the vitality 
of the patient has been abundantly proved by the 
work of Mr. Wilfred Trotter, and I cannot believe 
that irradiation across masses of normal and sensi- 
tive tissue will ultimately prove to be the correct 
treatment for localised growths of the pharynx. 
Growths of classes A and B which have been 
allowed to extend so.that bone is involved before 
they are treated give the only opportunity for 
successful use of heroic and mutilating operations 
in the mouth and jaws. I believe that such operations 
should only be employed when there are reasonable 
grounds for supposing that the wide extensions are 
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Fie. 5—Photographs of a patient three weeks after 
resection of the jaw from the middle line anteriorly to 
the angle posteriorly. The extent of mobility of the 
jaw is also shown. 


due to neglect to seek advice and not to rapid progress 
and high essential malignancy of the growth, for these 
are the only circumstances in which results are obtained 
which are a fair reward for the sufferings of the patient. 


Olass O includes growths which exhibit the signs 
of high malignancy which I have described. It is 
an important and varied group, and statistics show 
how large a proportion of cases of carcinoma of the 
mouth belong to it. Operations designed for treat- 
ment of these cases must necessarily be extensive and 
mutilating, -and I believe that they are seldom 
justifiable, | 

Infiltrating carcinoma of the lower jaw must, 
however, be considered separately, partly because 
it is impossible even to impede the progress of the 
growth by irradiation without risking immediate 
necrosis of the jaw, and partly because the limitation 
of spread of the growth to a single organ makes 
operation a simple and comparatively benign method. 
My experience does not justify me in asserting that 
operations can cure, however extensive they are, for 
only one of my patients has survived, and he was 
treated only two years ago. I now employ a much 
more extended operation and am hopeful of its results, 
for in spite of its extent I do not think it need prove 
either severe or disabling. The small amount of 
ulceration in the original lesion makes it easier to 
avert severe sepsis, and grafts may be used with a 
fair prospect of success to replace the large piece of 
jaw which must be resected. Fig. 5 shows a patient 
some three weeks after resection of the jaw from the 
middle line anteriorly to the angle posteriorly, and 
the movement of the jaw was roughly the same as 
that shown in the photograph from the time of 
operation. A graft of rib together with its periosteum 
‘was used in this case. 

Growths which spread submucously are practically 
identical in their reaction to treatment with those 
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showing anaplastic structure under the microscope. 
Both generally destroy life in less than five years, 
and death is often due to remote metastases. These 
growths follow the general rule in their association 
of extreme radiosensitivity with high essential 
malignancy. The long-term palliative results which 
can be obtained by the use of mass irradiation in 
these cases are very striking. Fig. 3 shows an 
infiltrating tumour of the upper jaw and illustrates 
the effect of six weeks’ treatment. This patient died 
five years after the onset of her symptoms, the cause 
of death being uncontrollable local recurrence. 
Irradiation may be freely used for the treatment of 
these tumours even when they involve bone, since 
the dose required to secure regression is small, the 
absence of sepsis from ulceration is a partial safe- 
guard against immediate complications, and late 
complications are not a factor of importance on 
account of the short expectation of life. 

Tumours which show their malignancy by early 
appearance and rapid spread of metastases are a 
difficult problem. If these or other tumours of 
high malignancy are subjected to extensive operation 
they are very liable to develop diffuse recurrence 
in the field of operation, This suggests that growth 
is present not only in the primary lesion and the 
glands but also in the lymphatics between and among 
them ; hence any cutting operation is likely to 
accelerate rather than to retard further spread of the 
growth. Irradiation gives little hope of permanent 
cure, but satisfactory palliation is sometimes obtained, 
and, even if it does not impede the progress of the 
growth, it is unlikely to do harm and in this respect 
is greatly preferable to operation. Even cases in 
which small lesions have proved to be resistant to 
adequate interstitial irradiation should not, in my 
opinion, be subjected at once to extensive supposedly 
radical operations, since they also are often highly 
malignant and very liable to diffuse recurrence. 
Such cases are not very common, and I am not sure 
how it is best to handle them, but I believe that it 
is most profitable to treat them by a localised 
diathermy excision, embarking on more radical 
steps only in those cases which do not show a tendency 
to very early recurrence. J have no doubt that 
diffuse recurrence is a worse fate than death from an 
untreated lesion, and I believe that the victims of 
really fast-growing carcinoma who are subjected 
to attempts at radical operation run so great 
a risk of developing this complication that it is better 
to exclude them altogether from surgical treatment. 

I do not anticipate that the conclusions which I 
have reached represent a permanent standpoint. I 
suspect that they are unduly sweeping in places, and 
I have no doubt that they will ultimately prove 
inaccurate in others, I feel, however, that treat- 
ment in this branch of surgery, as in many others 
in which rapid advances have taken place, has 
suffered from lack of a static period in which avail- 
able data can be collected and reviewed, and that 
it is essential to clear thinking to create artificially 
such a period and to use it for the proper evaluation 
of the methods which we possess at the moment. 
It is with this object in view that I have ventured to 
suggest the lines on which I believe the attempt can 
be made. | 


AUSTRALASIAN OPHTHALMOLOGICAL SOCIETY.—The 
first meeting of this society will be held in Melbourne 
from April 19 to 22 under the presidency of Sir James 
Barrett. Miss Ida Mann will attend the meeting as 
representative of the Ophthalmological Society of the 
United Kingdom and of the British Medical Association, 
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ANGINAL SYNDROME DUE TO 
HYPOTHYROIDISM 


By G. E. BEAumont, D.M. Oxfd, F.R.C.P. 


PHYSICIAN TO THE MIDDLESEX HOSPITAL, LONDON ; AND 


J. D. ROBERTSON, M.D. St. And., Ph.D., M.R.C.P. 


OLINICAL CHEMICAL PATHOLOGIST TO THE HOSPITAL 


It does not appear to be generally recognised that 
typical symptoms ‘of angina pectoris (including 
angina of effort) may be due to hypothyroidism and 
can then be relieved by thyroid extract. We have 
observed a patient for three years who affords a 
good example of this condition, which has seldom 
been described. 

CASE-RECORD 


The patient was a clerk, aged 44, who gave a history 
of measles as a child, influenza, and lumbago, but 
no serious illnesses. Anginal symptoms were first 
noticed in 1929. The pain was felt deep to the upper 
part of the sternum. It was then not very severe and 
came on after walking. It was relieved by eructation. 
For the next three years there was freedom from pain. 
Early in 1935 the pain was severe, and the patient 
could only walk a short distance in comfort. He 
attributed it to “a wind-pocket near the heart.” 
He then consulted his doctor. The electrocardio- 
gram showed no abnormality beyond left axis-devia- 
tion, the barium meal was normal, and the blood 
Wassermann reaction was negative. In May, 1935, 
he was sent to consult a cardiologist, who diagnosed 
“angina of effort.” The heart was normal radio- 
graphically, and no further abnormality was found 
electrocardiographically. 

On Nov. 4, 1935, the patient was examined by 
one of us (G. E. B.), for he was now almost totally 
disabled by the pain, which came on by day and by 
night, on walking, on eating, and even on sitting 
quietly in a chair. The pain prevented him from 
sleeping for several hours at a time. It was referred 
to an area deep to the upper part of the sternum, 
at the level of the second and third costal cartilages. 
It resembled a sensation of pressure, but there was 
no constriction round the chest. During the attacks 
the patient sweated and felt short of breath. They 
were usually relieved by trinitrin tablets. His 
habits were temperate ;- he smoked about a dozen 
cigarettes a day and took no alcohol. He had given 
up OERE for six weeks, without obtaining any 
relief. 

His general condition was good, height 5 ft. 54 in., 
and weight (clothed) 9 st. 134 lb. (highest known 


Fia. 2—Electrocardiograms in angina due to hypothyroidism. (A) T, normal, T, biphasic, T, inverted (Dec. 5, 


1935). 


(B) T, upright, T, slightly inverted, Q, pronounced, T, sharply inverted (Jan. 3, 1936). 
T, upright, Q, slight, T; small and upright (April 29, 1938). 


weight, 10 st. 8 1b.) His hair was normal, his 
complexion rather ruddy, and his skin not dry. 
There was nothing in his appearance to suggest 
myxcedema. He was alert mentally and physically. 
No abnormal physical signs were found. The heart 
was not enlarged, clinically or radiologically (fig. 1); 
the pulse was regular and the pulse-rate 60, and the 
blood-pressure was 125/70. 

He was admitted to the Middlesex Hospital on 
Nov. 24, 1935, for further investigation. His basal 
metabolic rate 
(B.M.R.) was 
— 33 (Aub 
Dubois stan- 
dard) on 
Dec. 3, 1935. 
The blood 
Wassermann 
reaction was 
negative. 
Cholecysto- 
graphy and a 
barium swal- 
low both gave 
norma! results. 
The blood- 
sugar curve 
was slightly 
low. The fast- 
ing blood- 
sugar was 
100 mg. per 
100 c.cm. 
After 50 g. of 
glucose by 
mouth the 
blood-sugar 
did not rise 
above 125 mg. per 100 c.cm. During the test no sugar 
and no acetone bodies were found in the urine. 
blood-count gave the following figures :— 


l 


Fie. 1—Radiogram of heart in angina 
due to hypothyroidism. No enlarge- 
ment is evident. 


Red cells .. .. 5,950,000 Polymorphs .. 73% 
White cells 5600 Lymphocytes .. 24% 
Heemoglobin 102% Monocytes .. ~- 1% 


Eosinophils .. ne 


The red cells were normochromic and slightly micro- 
cytic. <A fractional test-meal gave a high climbing 
curve (probably due to pylorospasm). Radiography 
of the chest revealed no abnormality in heart, aorta, 
or lungs. An electrocardiogram on Dec. 5, 1935, 
showed left axis-deviation, T, normal, T, biphasic, 
and T, inverted (fig. 2A). The patient’s temperature 
was subnormal. 

In view of the fact that a few cases of angina due 
to myxcedema had previously been treated as 
described later, we decided to try the effect of thyroid 


C 


(C) T, and 
All three electrocardiograms show left axis-deviation. 
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extract. A daily dose of gr. 4-was followed by much 
improvement, the patient being completely free from 
pain for five days. By Dec. 12, 1935, however, the 
B.M.R. had risen to—1 (Aub Dubois) and the patient 
was worse than on admission. The thyroid extract 
was omitted, and some relief was obtained with 
trinitrin tablets, Luminal, aspirin, and Nepenthe. 
By Dec. 24, 1935, the B.M.R. had fallen to —12 
(Aub Dubois) and the patient was considerably 
better. An electrocardiogram (E.C.G.) on Jan. 3, 
1936, showed T, upright, T, slightly inverted, Q,; 
pronounced, and T, sharply inverted (fig. 2B). The 
electrocardiographic findings were those associated 
with ischemic changes in the myocardium, such as 
might be due to repeated attacks of coronary spasm. 
The patient was now comparatively comfortable and 
very sanguine about his recovery with thyroid treat- 
ment. He left the hospital on Jan. 4, 1936, and 
was ordered thyroid gr. 4 every third day. B.M.R. 
determinations and electrocardiograms have been 
subsequently made by us at intervals during the 
next two years and ten months. The B.M.R. read- 
rns and thyroid dosage are shown graphically in 
g. 3. 


PROGRESS REPORTS 


Feb. 5, 1936.—Patient is working and has had 
very good days and nights. No anginal pain since 
his return from hospital. Walks half a mile at a time. 
No trinitrin tablets for six weeks. Still taking 
luminal gr. 4 thrice daily and aspirin gr. 10 and 
nepenthe 20 minims at night. Thyroid gr. } every 
third day B.M.R.- —18 .(Aub Dubois). E.C.G. 
shows T, and T, upright, Q; T, present, but T, less 
pointed (E.C.G. improving). 

April 4.—Patient has been feeling ‘‘ better every 
day.” Full work in office. Can walk a mile or so. 
No pain. Taking luminal gr. 4 twice daily, but no 
aspirin and no nepenthe. Thyroid gr. + every other 
day. B.M.R. —16 (Aub Dubois). Pulse-rate 58. 
Blood-pressure 120/80. E.C.G. shows T, upright, 
T, inverted, Q, not present, and T, slightly inverted 
(E.C.G. improving). 

June 5.—Patient reported on May 4, 1936, that 
he was feeling ‘‘ better every day.” Taking thyroid 
gr. 4 two days out of three. After May 14, 1936, 
not so well, some pain. Increased thyroid to gr. } 
daily. Still some attacks of pain by day and night. 
Taking luminal gr. 4 twice daily and occasionally 
trinitrin. B.M.R. —22 (Aub Dubois). Pulse-rate 56. 
Blood-pressure 120/70. E.C.G. shows T, upright 
but flat, T, inverted, Q, again present, and T, more 
deeply inverted but blunt (E.C.G. 
worse). 

June 20.—Has had two bad 


weeks with attacks of pain by day yy 
and night. Thyroid gr. 4 thrice SYMPTOMS N N 
daily. Has discontinued luminal. $ Š 


B.M.R. —25 (Aub Dubois). Pulse- 
rate 60.  Blood-pressure 104/70. 
E.C.G. shows T, upright, T, bi- r 
phasic, Q, present, and T, sharply Skj) -5 
inverted (E.C.G. worse). 


) 


August 22.—Patient feels not ~> ze 
very good. The days are much §& |X 
better than the nights. Has in- 2| S -15 
creased thyroid, first gr. } thrice & |? 
daily, then gr. 4 four times daily, %2 |S§-20 
and then gr. 1 thrice daily. The N N 
last-mentioned dose made him a$ $-25 
much worse, with pain by night S§ KR 
and day, radiating to the region | |&-39 
of the right carotid artery. He is È J|} 
now taking thyroid gr. 1 daily. Ye Y_ 35 


B.M.R. —24 (Aub Dubois). Pulse- 


rate 60. Blood-pressure 112/70. alta 

E.C.G. shows T, flat, T, upright, P 

Q, marked, T, flat (E.C.G. slightly 3 12 

better). e 
Dec. 5.—Patient reported on 


Oct. 1, 1936, that he felt fine— 
like his old self. On Nov. 4, 1936, 


he was walking 2-24 miles a day. In December he 
said, ‘‘ What a transformation in a year.” He was 
then taking thyroid gr. 4, $, and ł daily. B.M.R. —20 
(Aub Dubois). Pulse-rate 56. Blood-pressure 116/76. 
E.C.G. shows T, flat, T, biphasic, Q, slight, T, slightly 
inverted (E.C.G. better). 

May 15, 1937.—He feels remarkably well. No 
pain. Thyroid gr. ¢ thrice daily. B.M.R. —5 
(Aub Dubois). Pulse-rate 54. Blood-pressure 114/76. 
E.C.G. shows T,, Ta and T, upright, and Q, slight 
(E.C.G. better). 

Oct. 29.—He says that he “feels A1” and ‘sings 
in the bath.” Thyroid gr. ? daily in three divided 
doses. Patient tried reducing the thyroid and the 
pain returned. B.M.R. —25 (Aub Dubois). Pulse- 
rate 56. Blood-pressure 112/68. E.C.G. shows T, 
upright, T, flat, Q, slight, and T, inverted (E.C.G. 
slightly worse). 

April 29, 1938.—He says, ‘“‘ I have made a wonder- 
ful recovery.” No pain. Thyroid gr. } four times 
a day. B.M.R. —18 (Aub Dubois). Pulse-rate 64. 
Blood-pressure 128/80. E.C.G. shows T, and T, 
as good upright waves, Q, slight, and T, small and 
upright (fig. 2c) (E.0.G. better). Weight (clothed) 
9 st. 112 Ib. 

Nov. 7, 1938.—He feels very well. Has climbed 


199 steps. No limitation to walking, and has run, 
playing children’s cricket. Thyroid gr. } four times 
a day. B.M.R. —16 (Aub Dubois). Pulse-rate 56. 


Blood-pressure 128/74. E.C.G. shows T, rather 
flat, T, upright but small, Q; slight, and T, small and 
upright (E.C.G. slight change), Weight (clothed) 
9 st. 123 Ib. 

All electrocardiograms show left axis-deviation. 


DISCUSSION 


Since Ord (1880) described the heart of a myxcede- 
matous patient as being flabby and dilated, the 
cardiac manifestations of hypothyroidism have been 
noted by several observers, including Zondek (1918), 
Assman (1919), Fahr (1925 and 1927), and White 
(1937). The fully developed syndrome includes : 


(1) Heart markedly dilated to the left and right. 
(2) Dyspnoea on exertion. 
(3) Anasarca. 
(4) Passive congestion of the lungs and liver. 
(5) Sluggish action of the heart. 
_ (6) Abnormalities in the electrocardiogram, includ- 
ing a uniform flattening or inversion of all the T waves. 
(7) Normal blood-pressure. 
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Fic. 3—Chart showing effect of thyroid therapy on a case of angina due to 


hypothyroidism. 
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Under adequate treatment with thyroid extract 
there: resulted : 


(1) A return of the size of the heart towards the 
normal with the relief of the cardiac decompensation. 

(2) A livelier action of the heart. 

(3) Gradual increase of T deflections to normal. 

(4) No change in blood-pressure. 


The cause of the dilated heart is by no means 
clear, and it is quite independent of the electrocardio- 
graphic changes which appear in myxcedematous 
patients who do not show any cardiac enlargement. 
Besides the above, several other isolated observations 
have been made on cardiovascular changes which 
cleared up on adequate thyroid therapy. These 
included incomplete heart-block (Luten 1920) and 
complete heart-block with Adams-Stokes syndrome 
(Willius 1924), 

There is another symptom which has received 
scanty attention—namely, angina pectoris. Appar- 
ently there are two distinct types of angina pectoris 
in myxcedema : 

(1) A type which comes on only during treatment 
with thyroid and is not uncommon. It is believed 
to be due to the raising of the metabolism and blood- 
flow too rapidly, thus preventing the heart, from 
keeping pace with the increased demands put on it. 
Support for this view is given by the morphological 
changes in the heart in experimental myxcedema in 
animals, as shown by Webster and Cook (1936), and 
in the necropsy findings of patients with spontaneous 
myxedema (Sturgis 1926). Extensive atheroma of 
the aorta was found with arteriosclerosis of the smaller 
arteries all over the body, including the coronary 
vessels, Angina after thyroid therapy in myxedema 
has been noted by White (1937), Christian (1937), 
Fahr (1932), Blumgart, Cargill, and Gilligan (1930), 
Sturgis (1926), and Means, White, and Krantz (1926). 

(2) A type which comes on in myxcedema before 
the administration of any thyroid and is relieved by 
adequate doses of thyroid. It may be the most 
prominent symptom of the myxedema, The cause 
of the angina is uncertain but several explanations 
have been given: (a) a myxodematous infiltration 
of the nerve-cells of the supporting connective tissue 
(Hertoghe 1914); (b) the anemia which often accom- 
panies myxcedema (Sturgis and Whiting 1925 and 
Sturgis 1926) ; and (c) hypotonicity of the myocardium 
(Laubry, Mussio-Fournier, and Walser 1924). 

Only a few instances of this second type of angina 
have been recorded : 

Sturgis (1926) reported a male, aged 57, with 
typical features of myxoedema and with anginal 
attacks relieved by nitroglycerin. The B.M,R. 
was —37. The symptoms disappeared completély 
with thyroid treatment, but when the B.M.R. rose 
to —7 they reappeared. They again disappeared 
with a metabolism of —17 to —13. The heart was 
dilated. 7 

Ziskin (1930) recorded a case of a woman, aged 
43, with myxcedema, severe anginal attacks, and a 
B.M.R. of —28. The heart was very slightly enlarged. 
With adequate thyroid treatment the anginal 
symptoms disappeared. | | 

Beach (1935) recorded the case of a woman, aged 62, 
who was diagnosed as suffering from angina pectoris, 
always worse in cold weather. Her symptoms were 
partially relieved by taking as many as 21 trinitrin 
tablets (gr. 1/100) daily. She presented typical 
symptoms of myxoedema, differing thereby from our 
case. A remarkable improvement was obtained by 
the administration of thyroid gr. 2 thrice daily. Sub- 
sequently her B.M.R. varied from —4 to —10. 
The electrocardiogram showed right axis-deviation, 
with T, negative and T, and T, iso-electric. The 
electrocardiogram returned to normal with treatment. 


The patient was kept free from all anginal attacks 
for several years with thyroid and was subsequently 
lost sight of. 

Benestad (1937) described two cases, one a man 
aged 65, and the other a woman aged 34. Their 
B.M.R.’s were —46 and —16 respectively, and in 
both cases the heart was enlarged. The symptoms 
disappeared with thyroid treatment, relief being 
obtained in the first case with a B.M.R. of —27 and 
in the second at +1 to —3. 


In all previously reported cases myxcedema was 
clinically obvious before the B.M.R. was estimated. 
In our case there was no clinical evidence of 
myxedema, and this led to the initial diagnosis of 
angina of effort. In the treatment of this case it 
was important to determine with some nicety the 
proper dose of thyroid. Sufficient thyroid had to be 
given to raise the patient’s metabolism above the 
myxcedema level to free him from anginal attacks, 
On the other hand, if sufficient thyroid was given 
to raise the metabolism above a certain height (m 
the region of —1 to +1), the anginal attacks 
reappeared (December, 1935). It appears that 
anginal symptoms in myxedema may result either 
from spasm or sclerosis of the coronary arteries or 
from myxcedematous changes in the cardiac nerve. 
cells and muscle. With the former angina comes on 
after overdosage of thyroid, and with the latter the 
anginal symptoms are relieved by adequate thyroid 
treatment. The response of our patient to thyroid 
therapy suggests that both arterial and neuro. 
muscular changes had taken place in the heart. On 
this hypothesis the anginal pains which were tempor- 
arily relieved by thyroid at the beginning of the 
treatment were due to myxcedematous changes in 
the cardiac nerves and muscle, Those which rapidly 
ensued with the continuance of the same dose of 
thyroid resulted from the arterial changes producing 
their effect as the B.M.R. rose to about —1, owing 
to the thyroid dose being too great. For a few days 
in July, 1936, the patient again took too much 
thyroid, with a recurrence of anginal symptoms due 
to the arterial changes. During the summer of 1936, 
with the B.M.R. about —25, the anginal symptoms 
could be explained on the supposition that the 
myxcodematous changes in the neuromuscular tissues 
of the heart had not yet. completely responded to 
thyroid treatment. A year later, after continuous 
thyroid administration in small doses, although the 
B.M.R. again fell temporarily to about —23, the 
anginal symptoms did not recur. This was possibly 
because the myxcedematous changes in the cardiac 
muscle and. nerves had improved as the result of 
the thyroid treatment. They would probably have 
reappeared if the B.M.R. had been allowed to remain 
at this low level for a further period. It seems probable 
that the optimal B.M.R. in this case is between 
—10 and —17, 


SUMMARY 


(1) A case is described which was originally 
diagnosed as angina of effort. No clinical evidence 
of myxcedema was found, but the B.M.R. was —33. 
Similar cases of the anginal syndrome associated with 
a low B.M.R. which we have been able to trace have 
all shown clinical evidence of myxcedema, 

(2) Under adequate treatment with thyroid the 
patient was enabled to return to work and lost his 
anginal symptoms, 

(3) With either over- or under-dosage of thyroid 
there was a recurrence of his symptoms, 

(4) This case emphasises the fact that subtotal 
thyroidectomy for the relief of angina may incur 
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the danger of increasing the symptoms unless 
myxedema and ‘masked hypothyroidism’ have 
been excluded. 
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CYCLOPROPANE ‘*SLEEP’’ WITH 


PERCAINE SPINAL ANASTHESIA 
IN MAJOR ABDOMINAL OPERATIONS 


By Harotp Dopp, F.R.C.S. 


HON. SURGEON TO THE KING GEORGE HOSPITAL, ILFORD; AND 


J. T. HUNTER, M.R.C.S. 


HON. ANASTHETIST TO THE HOSPITAL 


Waar is the best anzsthetic for major operations 
on the abdomen, especially the upper abdomen ? 
For eight years we have sought a method that is 
safe for the patient, allows radical surgery, and 
satisfies the anesthetist. We have tried gas-oxygen 
and ether with and without the passage of an endo- 
tracheal tube either nasally or orally ; open ether and 
chloroform-ether mixtures with and without Magill 
endotracheal tubes; and local infiltration of the 
recti muscles with Novocain (procaine) with and 
without inhalation anesthetics, 

These methods were satisfactory to a point, but 
for one reason or another something better was 
desired. In latter years Percaine spinal anesthesia 
has been used with promising results, justifying 
further investigation to overcome the inevitable 
fall in blood-pressure, the nausea, retching, and 
vomiting during the intra-abdominal manipulation, 
and the psychological shock in the more nervous 
patients. 

The nausea, retching, and vomiting occurred 
during the manipulation of the stomach or the 
duodenum, or in fact any of the viscera in the upper 
abdomen. It was particularly noticeable during 
exploration of the gall-bladder and bile-ducts and 
during rapid changes in the blood-pressure, such 
as a fall during the above examinations and a rapid 
rise after the intravenous injection of ephedrine. 

These complications were alleviated by the admini- 
stration of a mixture of carbon dioxide (5-15 per cent.) 
with oxygen for two or three minutes. But though 
` this usually stopped the nausea, it caused a deteriora- 
tion in the patient’s psychological condition. 

The psychological shock due to the patient’s 
instinctive distaste of consciousness during his 
operation was a persistent and undesirable feature. 
Attempts were made to minimise it with various 
combinations of pre-anesthetics, such as Omnopon 
and scopolamine (hyoscine), Nembutal, Avertin, and 
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rectal paraldehyde, but no preparation was consistently 

satisfactory. Some patients remained alertly appre- 

hensive throughout the operation, and for them 
nothing short of general anzsthesia was effective. 


A visit to the Lahey Clinic in Boston, U.S.A., 
revealed that abdominal operations there were 
carried out under spinal analgesia produced by 
Pantocain (Decicain), often combined with cyclo- 
propane general anesthesia. The patients never 
had any of the complications just described ; so we 
conducted a series of operations under combined 
Spinal percaine anesthesia supplemented by cyclo- 
propane general anzsthesia. The observations began 
on Jan. 1, 1937, and were so satisfactory that we 
decided to report our favourable experience. 


THE PRE-AN XZSTHETIC 


Before induction the patient receives what we call 
the ‘triple injection ”°”—namely, omnopon gr. }, 
scopolamine gr. 1/150, and Coramine 0:85 c.cm. 
(half an ampoule). 

This makes most patients drowsy and puts a few 
to sleep, but on some it seems to have little effect. 
This dose of omnopon and scopolamine was chosen 
because we have found that larger amounts—e.g., 
omnopon gr. %, scopolamine gr. 1/100—depress the 
respiratory and cardiac centres, in some cases to a 
pronounced degree, particularly in patients over 
60, rendering some comatose, and that sometimes 
apparently normal persons are hardly affected or 
react unusually to opium by vomiting or by shallow 
and infrequent respiration., 

The coramine, a central cardiac and respiratory 
stimulant, is added to neutralise the depression of 
the respiration. We find the smaller doses mentioned, 
plus an individual explanation and assurance to the 
patient about the impending operation, consistently 
satisfactory. The mental tranquillity attained by 
heavy narcotisation is not commensurate with the 
risks of difficulty during the operation and of post- 
operative vomiting and pulmonary complications. 


THE SPINAL ANÆSTHETIC 


The agent used was a solution of 1 in 2000 percaine 
throughout. It was given by two techniques, each 
tried for six months. 

Technique 1 (the “ head-down foot-down ”’ method) 
was developed from Howard Jones’s technique 
(Jones 1930). The dose varied according to the level 
of the operation, 16 c.cm. (the maximum) being used 
for a gastric or gall-bladder lesion and 8 c.cm, for 
operations on the anus or the legs. 


<- The puncture was made with the patient in the 
right or the left lateral position, the side of the 
operation always being uppermost—e.g., for a grid- 
iron appendicectomy the patient lay on the left side. 
After injection of the anzsthetic the stylet was 
reinserted into the needle, the patient was turned 
on to his face, the head-piece of the operation table 
was lowered slightly, and the table as a whole was 
tilted foot-down, so that the patient was in a head- 
down foot-down position, the highest point being 
the second and third dorsal spines. The amount of 
tilt was just short of enough to slide the patient off 
the table. This position was maintained for 5-15 
minutes; after 5 minutes the duration seemed to be 
immaterial, the result being invariably satisfactory. 
The needle was kept in the theca until just before 
the patient was turned face upwards; this prevented 
the percaine from leaking from the puncture into the 
perithecal tissues before anesthesia was effected. 
The head was kept low throughout, a vital point. 
When the operation was on a strictly localised area, 
such as a gridiron appendix, the kidney, or an inguinal 
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hernia, after the injection the patient was kept in 
the lateral position and not turned on the face, the 
table being again arranged with the head and the 
feet down. A very satisfactory hemi- or quadri- 
anesthesia followed; the muscle power and some 
sensation were still present in the lower side. 

After 5-15 minutes the patient was placed in the 
position for operation, the aepo pane was started, 
and the operation began shortly afterwards. 


Technique 2 was begun in July, the head-down 
foot-down method being discontinued for the four 
following reasons : 


(1) There was some difficulty in making the 
puncture with the patient lying in the lateral position, 
particularly in fat and elderly patients, except by 
those especially skilled. 

(2) The lifting and moving entailed were sometimes 
irksome because of the patient’s weight, the shortage 
of nurses, and the psychical trauma. 

- (3) Some patients with stiff spines did not give a 
good head-down foot-down position. 

(4) The method was unsuitable for perforated 
peptic ulcers and general peritonitis, the movement 
being detrimental to the patient. : 


Technique 2 was based on that of Etherington 
Wilson (1934), the percaine still being a solution of 
1 in 2000 and the dose 16-5 c.cm. for the high levels, 
with a corresponding reduction for lower operations. 
The injection was made with the patient in the 
sitting position, and the time of sitting up was 65 
seconds for the high procedures and for small doses 
the last two figures of the dose—e.g., 40 seconds 
for 14-0 c.cm. and 20 seconds for 12-0 c.cm.—the 
time being reckoned from the moment the injection 
was started. 

This method also gave satisfactory results, although 
the anesthesia was not quite perfect and the patient 
was never flaccid, some muscle tone usually remaining 
and both sensation and contractility apparently 
returning after 14-2 hours. 

In both techniques the puncture was made between 
the second and third lumbar spines, or the fourth and 
fifth for the bladder and anus, or the first and second 
for the breast. 


THE CYCLOPROPANE ADMINISTRATION 


The machine used on all these cases was a Heide- 
brink continuous-flow machine with a closed-circuit 
absorber. After the spinal anzsthetic had been 
administered and the patient replaced in the dorsal 
decubitus, the circuit was filled two-thirds full of 
oxygen and the mask applied to the patient’s face, 
care being taken to avoid leakage of air under the 
face-piece. Cyclopropane was run into the circuit 
at the rate of 500 c.cm. a minute, until the required 
depth of anesthesia was obtained. This was usually 
1500-2000 c.cm., varying from case to case. 

Very light surgical anesthesia was all that was 
required, The lid-reflex was present throughout. 
In many cases it was necessary to add 250-300 c.cm. 
of cyclopropane from time to time, to maintain the 
necessary level of anesthesia. Oxygen, about 
450 c.cm. a minute, was generally necessary. Endo- 
tracheal tubes were never used. 

The advantages of this method were as follows :— 

(1) Nausea, retching, and vomiting during opera- 
tion never occurred. 

(2) Cyclopropane and oxygen, without the admini- 
stration of any other drugs, were sufficient to raise 
the blood-pressure at least 10 mm. Hg. 

(3) The breathing throughout was slow and smooth, 
maintaining tranquillity, which is so essential in 
upper abdominal surgery. 
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(4) Major thoracic postoperative complications 
were absent, because cyclopropane is non-irritating 
in such low concentrations. A few patients had a 
transient cough, but not sufficient to justify the 
label of ‘‘ chesty ’’ or pneumonia. 

(5) There was a rapid return to consciousness 
with normal breathing permitting early aeration of 
the lungs. 

(6) Cyclopropane has been proved non-toxic to 
the liver and has no ill effects on the kidneys. 


In the dosage suggested, the concentration remains 
about 10-15 per cent. cyclopropane and 85-90 per 
cent, oxygen, and no toxic cardiac symptoms will 
be produced. No patient had any cardiac arrhythmia 
or sudden change in rate which could be attributed 
to the cyclopropane. There has been occasional 
but not severe vomiting. 


SEDATION AFTER OPERATION 


‘The postoperative sedative was morphine gr. $ 
and coramine 0°85 c.cm., called the “ twin injection.” 
The morphine was never given without the neutralis- 
ing cardiac and respiratory tonic, nor was it ever 
given in doses larger than gr. }. If necessary, it 
was repeated after two hours, but heavy narcotisation 
was avoided. 

During the last two months heroin gr. 1/12 was 
substituted for the morphine apparently with satis- 
factory results; there was no specific objection to 
the morphine, nor was any advantage in heroin 
observed. , 

Before the postoperative dose was fixed, morphine 
gr. } or omnopon gr. $ was occasionally used, and 
sometimes alarming depression of the cardio-respira- 
tory centres followed, occasioning great anxiety 
by the poor pulse and feeble respiration, and in one 
case of carcinoma of the breast a fatal coma followed. 
No such concern has arisen in hundreds of major 
operations since the adoption of the twin injection 
described above. 


ANALYSIS OF OPERATIONS 
The operations were as follows :— 
Radical amputations of the breast for carcinoma 


Posterior gastro-enterostomies si * ` a 

Partial gastrectomies ea es we ats 

Cholecystectomies and explorations of the common 
bile-duct .. ee se bag ae ka 

Laparotomies and bowel resections (carc. coli) 

Appendicectomies ‘ 

Heemorrhoidectomies 


Kidney and ureter operations 

Bladder and prostate operations 

Testicle operation i ace ee 
Inguinal herniotomies (double or unilateral) 
Femoral herniotomies g Fa Ja 


e e e Ld 
al fas 
Olima QNY 


Excision of cartilage of the knee .. aXe te 
Ligature and injection of varicose veins .. ate 
Total 
Technique 1 was used in 46 operations and 


technique 2 in 24, 

The results have been good. Three deaths occurred 
in the 70 cases and were due to (1) parotitis and 
general debility four weeks after a complete gastree- 
tomy (technique 2) for a high ?malignant gastric 
ulcer; (2) haemorrhage, 72 hours after a partial 
gastrectomy (technique 2) for a gastric and duodenal 
ulcer, due to a change in the method of suturing, 
which has since been abandoned; and (3) a sub- 
phrenic abscess three weeks after a partial castrect omy 
(Billroth I by technique 1) for a gastric ulcer. These 
deaths after partial gastrectomy were out of a series 
of 30 patients ; the others are not included, because 
cyclopropane was not used. 
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COMMENTS 


The fall in blood-pressure was common to both 
techniques; perhaps it was rather more frequent 
and more pronounced in technique 1. In few cases 
was preliminary ephedrine used, but in our experience 
the effect of gr. 4—2 is so uncertain that its use is not 
justified. Charts recording the blood-pressure and 
pulse-rate of every case were kept, and, when the 
systolic pressure fell to 80 mm. Hg, ephedrine gr. $ 
was injected intravenously and approximately restored 
the normal level in 30 seconds. These intravenous 
injections of ephedrine were developed by us in 
1933 and have been used continuously since, with 
consistently good results. Ephedrine is never admini- 
stered subcutaneously or intramuscularly, for with 
a depressed blood circulation its action is slow and 
uncertain. Cyclopropane tends to keep the blood- 
pressure from falling. 

Patients have expressed satisfaction with the 
pleasant sleep induced, and the elimination of psychical 
trauma tends to prevent the development of shock. 

The absence of severe pulmonary complications 


is attributed to the care taken before operation ; 
`a 
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TIME 
Blood-pressure chart during partial gastrectomy on a man 
of 45. The thick line (top) represents the systolic 
pressure, the thinner line the diastolic pressure, and the 
interrupted line the pulse pressure. Before operation the 
patient had omnopon gr. 1/3, scopolamine gr. 1/150, and 
coramine 0°85 c.cm. The anæsthetic was 14°5 c.cm. 
of 1 in 2000 percaine (injected at the 3rd—4th lumbar 
interspace with the patient in the head-down, foot- 
down position) plus cyclopropane and oxygen in the 
quantities shown. 


maintenance of blood-pressure throughout the 
operation, thus avoiding a pre-shock condition ; 
rapid return of consciousness, with the cough reflex, 
when the operation is finished; rarity of vomiting 
(a few patients vomited after operation, but these 
were exceptional and always provoked comment 
for this reason); periodic (four-hourly) ventilation 
of the lungs with O, and CO, during the first twenty- 
four hours; and cautious postoperative use of 
morphine and hyoscine. | 

The spinal anesthesia, techniques 1 and 2, allows 
radical surgery with a good exposure. With technique 2 
the injection is easier, but the anesthesia and muscle 
relaxation tend to wear off sooner than with tech- 
nique 1. In the 1938 programme modifications have 
been introduced to overcome this. 

The 1 in 2000 solution of percaine was used with the 
object of reducing the amount of toxic drug and 
of enhancing the factor of an anesthetic medium 
lighter than cerebrospinal fluid, thereby exploiting 
further Howard Jones’s principles. Both expecta- 
tions were realised, and quadrilateral and hemi- 
anæsthesias were made possible. A further hope, 
which was not fulfilled, was that the vasoconstrictor 
nerves might be more resistant to the 1 in 2000 solution 
than to a 1 in 1500 solution, and that the fall in blood- 
pressure would be lessened. 

The radical amputations of the breast were smoothly 
and expeditiously performed with this combination 
of anesthetics. Pantocain was injected above the 
clavicle, because the suprasternal, supraclavicular, 
and supra-acromial nerves are not included in spinal 
anesthesia. 

Postoperative headaches after spinal anssthesia 
are a tiresome complication. The technique described 
here does not abolish them; they occur in 5-10 per 
cent. of cases, but they yield to the following remedies, 
tried in this order :— 

(1) A.P.C. (aspirin, phenacetin, caffeine) tablets 
and ephedrine gr. $ by mouth four-hourly for two 


ys. 

(2) Sodium chloride, 20 c.cm. of a 30 per cent. 
solution, injected intravenously and repeated once 
more if necessary. Patients are warned that an 
initial aggravation with a sensation of heat and hot 
flushing for 20-30 minutes will occur, after which 
relief follows. 

(3) The patient is placed in the extreme Trendelen- 
burg position for 30-60 minutes once or perhaps twice. 


We have never seen these measures fail to give 
relief. 
SUMMARY 


(1) A combination of percaine spinal with cyclo- 
propane general anzsthesia was used in seventy 
major operations, mostly abdominal. 

(2) The pre-anazsthetic used throughout the series 
was omnopon gr. 4, scopolamine gr. 1/150, and 
coramine 0-85 c.cm. | 

(3) The spinal anesthetic was a 1 in 2000 solution 
of percaine. 

(4) The general anssthetic was cyclopropane 
delivered through a MHeidebrink continuous-flow 
machine, Oxygen was usually necessary. 

(5) The advantages of this method are the tranquil 
respiration, a rapid return to consciousness, and the 
absence of nausea and vomiting during the operation 
and of major thoracic postoperative complications. 
Cyclopropane tends to keep the blood-pressure from 
falling and has no toxic effect on the liver or the 
kidneys. 

(6) The postoperative sedative was morphine 
gr. } (or alternatively heroin gr. 1/12) and coramine 
0:85 c.cm, | 

M 
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(7) Three patients died: one after a complete 
gastrectomy ; two after a partial gastrectomy. 

(8) The addition of cyclopropane ‘‘sleep’’ to 
spinal anesthesia is an undoubted improvement, a 
pleasant and effective anzsthetic for the patient, and 
a material aid to the surgeon in operations on the 
upper abdomen. 
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PULMONARY TUBERCULOSIS 


DISAPPEARANCE OF TUBERCLE BACILLI FROM 
SPUTUM DURING TREATMENT 


By B. R. CLARKE, M.D. Belf. 


MEDICAL SUPERINTENDENT, FORSTER GREEN HOSPITAL, 
BELFAST ; AND 


D. W. Watuacer, M.B. Belf., D.P.H. 


RESIDENT MEDICAL OFFICER, MUSGRAVE CLINIO, BELFAST 


WE have investigated the results of repeated sputum 
tests in 791 cases discharged from the Forster Green 
Hospital between Jan. 1, 1932, and May 31, 1938. 
The investigation includes all tuberculous patients 
with a positive sputum on admission who were treated 
in hospital for more than a hundred days, with certain 
exceptions enumerated below. Therefore it excludes 
a considerable number of far advanced cases in which 
the patient remained in hospital a short time or 
died soon after admission ; also a small number of 
“early cases ” in which the patient remained in hospital 
less than a hundred days. Eighteen cases in which 
tubercle bacilli were isolated from the sputum by 
culture only are excluded from the series. Forty-one 
other patients, who on admission showed tubercle 
bacilli only after petroleum ether concentration, are 
considered in a separate series. Four other cases are 
excluded which were negative on admission, direct 
and on concentration, but showed tubercle bacilli 
before discharge. 


Procedure as regards sputum tests.—Three smears 
were examined on successive days unless the first 
or second smear was positive, and if all these were 
negative a petroleum ether concentration test was 
done. The same procedure was carried out at the end 
of every three months as long as the patient remained 
in hospital. In some cases it was not possible to do 
a test before the patient was discharged, because the 
patient had ceased to have sputum, even after 
a laryngeal-reflex test. 


CLASSIFICATION AND TABULATION OF RESULTS 


Three main groups have been differentiated 
according to the severity and extent of the lesions 
as seen on the initial radiogram. 


Group A.—Discrete or limited areas of mottling 
in one or both lungs, without cavity (table I). 

Group B.—Discrete or limited areas of mottling 
in one or both lungs, with cavity (table II). 

Group C.—All cases with extensive and heavy 
areas of mottling, with or without cavity (table ITI). 


A separate subdivision of these three groups has 
also been made in accordance with the treatment 
adopted (tables IV and YV). 


Group 1.—Artificial pneumothorax 
some degree of collapse. 

Group 2—Phrenic avulsion or crushing. 

Group 3.—All other cases. 


(A.P.) with 


The results have been tabulated in two ways: 
(1) at the end of six months’ treatment (for simpli. 
fication, those patients who remained in hospital 
more than a hundred days but less than six months 
are included with those who remained six months); 
and (2) on discharge from hospital. In the case of 
those patients who remained six months or lew, 
the result at the end of six months and the result 
on discharge are, of course, the same. 
patients who remained in hospital more than ax 
months the result at the end of six months and the 
result on discharge may differ. Very few of the 
patients remained in hospital more than _ twelve 
months, and none remained more than two year. 
The cases with no sputum after treatment are show 
as “T.B. negative direct.” The cases shown s 
“ T.B. positive on concentration ” were all TB. 
negative on three consecutive tests before th 
concentration test was done. 


Analysis of the group (41 cases) T.B. positive on 
concentration only.—Of these cases 23 belong to 
group A, 7 to group B, and 11 to group C. Artificial 
pneumothorax was done in 6 cases and phrenic 
avulsion or crushing in 6 cases. The results on 
discharge were ‘as follows: 1 case T.B. positive by 
direct smear ; 5 cases T.B. positive on concentration; 
12 cases had no sputum before discharge from 
hospital; and the remaining 23 cases were T.B. 
negative after concentration. Thus it appears that 
the chances are good in this group for the disappear- 
ance of tubercle bacilli, and that collapse therapy i 
only indicated in a minority. 


TABLE I—GROUP A, DISORETE OR LIMITED ABREAS 0? 
_MOTTLING IN ONE OR BOTH LUNGS, WITHOUT CAVITY 
(106 cases) 


After 6 months 


Sputum or on discharge On discharge 
before 6 months 
~ TB- (D.) a 27 28 
T.B.— (C.) oe 36 | % 47 las 
T.B. + (C.) vie 8 7 
T.B.+ (D.) 35 33% 24 23% 


TABLE I/—GROUP B, DISCRETE OR LIMITED AREAS OF 
MOTTLING IN ONE OR BOTH LUNGS, WITH oavrty (l'i 
CASES) 


T.B. — (D.) sá 34 48 
T.B. — (C.) a 45 loon 64 bs 
T.B. + (C.) 15 J 13 
T.B. + (D.) 80 46% 49 28% 


TABLE IIJ—GROUP 0, EXTENSIVE AND HEAVY AREAS Of 
MOTTLING, WITH OR WITHOUT CAVITY (5]1 CASES) 


T.B.— (D.) a 58 76 
T.B. — (C.) re 46 hes 90 bs 
T.B. + (C.) a 25 27 
T.B. +. (D.) 382 75% 318 62% 


(D.)= direct ; (C.) = concentrated. 


COMMENTS 


The results of repeated sputum examination sho" 
that there is a very considerable chance of tubercle 
bacilli disappearing from the sputum after a few 


‘months’ treatment in “ early cases,” with or without 


cavity. Two-thirds of group A and more than half 
of group B became T.B. negative on direct examini- 
tion within six months. The results appear to show 


In the case of ` 


im i O sll 
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the advantage of A.P. in rendering the sputum 
negative, especially in view of the fact that the more 
severe cases in groups A and B had this treatment. 
Naturally group C shows inferior results, and it is 
here that the results of A.P. show the greatest 
superiority over the other groups. The effect of 
phrenic avulsion or crushing is much less, partly 
owing to the fact that this treatment has been 
reserved for unsuccessful A.P. cases and cases in 
which A.P. was contra-indicated. Cases in which the 


. TABLE IV—GROUPS A AND B COMBINED, WITH DISCRETE 


OR MODERATE LESIONS, WITH OR WITHOUT CAVITY, 
CONSIDERED WITH REFERENCE TO SPECIAL TREATMENT 
ADOPTED (280 CASES) 


j After 6 months or on 
discharge before On discharge 
6 months 
Sputum 1 2 3 1 2 3 

No col- No col- 

A.P P.A. lapse A.P lapse 

: treat- , treat- 

ment ment 


etre: | ect | eS | eres | esse | a 


T.B.— (D.)| 31 7 23 46 10 20 
% % % % % % 
T.B — (C.) | 51 764) 5 935] 25 (60 | 72 386) 7 753] 32 >63 


T.B.+ (C.) | 13 — 10 10 1 9 
T.B.+ (D.)| 54 36,22 65| 39 40 | 21 14/16 47| 36 37 
Total .. |149 34 97 149 34 97 


TABLE V—GROUP C, WITH EXTENSIVE OR HEAVY AREAS 
OF MOTTLING, WITH OR WITHOUT CAVITY, CONSIDERED 
WITH REFERENCE TO TREATMENT (51] CASES) 


T.B.— (D.); 43 8 7 54 12 10 
pe % % % % % % 
T.B.— (C.) | 37 736, 5 912; 4 ?1§ | 77 755; 9 p18; 4 718 


T.B.+ (C.) | 17 2 6 19 2 6 
T.B.+ (D.)'176 64/112 88| 94 85 123 45104 82| 91 82 
jiu 273 127 


phrenic operation has been combined with A.P. are 
tabulated in the A.P. group. 

It is unwise to conclude that any special form 
of treatment for pulmonary tuberculosis, such as 
tuberculin, Sanocrysin, or A.P., has specific thera- 
peutic action on the grounds that many cases with 
early or moderate lesions become negative after such 
treatment. It appears that a considerable proportion 
of “early cases ” will become negative after ordinary 
sanatorium treatment. 

During the past few years it has been customary 
in the Forster Green Hospital to give early T.B. 
positive cases at least three months’ rest in bed, 
and in our opinion this practice has helped to improve 
the results. An effort has also been made to persuade 
patients to rest in bed pending admission, and the 
results of treatment have been strikingly better in 
those who have followed this advice. 


SUMMARY 


(1) The results are analysed of repeated sputum 
tests for the presence of tubercle bacilli in 791 cases 
of pulmonary tuberculosis classified. according to 
lesions and treatment. (2) The results show that 
(a) there is a very considerable chance of tubercle 
bacilli disappearing from the sputum after a few 
months’ treatment in early cases; (b) artificial 
pneumothorax helps to render the sputum free from 
tubercle bacilli; and (c) phrenic avulsion or crushing 
has much less effect than artificial pneumothorax 
in rendering the sputum free from tubercle bacilli. 
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STRICTURE OF THE SMALL INTESTINE 
By ANTHONY CAPLAN, M.D. Lond., M.R.C.P. 


ASSISTANT MEDIOAL OFFICER, KOLAR GOLD FIELDS 
HOSPITAL, 8. INDIA; AND 


WILLIAM B. ROANTREE, M.A., M.D. Dubl., F.R.C.S.E. 


SENIOR ASSISTANT MEDICAL OFFICER TO THE HOSPITAL 


STRICTURE of the small intestine receives but 
scant attention in medical text-books. Admittedly 
it is not common, and symptoms associated with it 
are sufficiently vague to render diagnosis difficult ; 
nevertheless the importance of early diagnosis is 
manifest, so that the patient may avail himself of 
surgical treatment. 

ETIOLOGY 


The low incidence of stenosis of the small bowel, 
compared with that of the large bowel or of the 
stomach, is explained by the tendency to non- 
sclerosing healing of specific ulcerations (except 
tuberculous ulcers) and by the relative rarity of 
malignant tumours of the small intestine. 

The causes of stricture of the small intestine can 
be dealt with under three headings: congenital 
abnormalities ; cicatricial contractures of destructive 
lesions ; and neoplasms. 

Congenital abnormalittes.—Strictures due to defec- 
tive development are usually situated at the junction 
of the fore- and mid-gut; they are also found in 
association with a Meckel’s diverticulum, resulting 
either from ulceration of the gut at the opening of 
the pouch or from simple narrowing at or above the 
origin of the diverticulum. 

Cicatricial contractures may be of various origin :— 


Injury to the small intestine causing contusion or 
rupture may be followed by a fibrous stricture. Stric- 
tures at the site of a purse-string suture, anastomosis, 
or constricting groove of a strangulated hernia have 
also been described. 

Tuberculosis of the small intestine is probably the 
most important of all the causes. Both the so-called 
primary (hyperplastic) and secondary (ulcerative) 
lesions are probably always secondary to a focus 
in the lungs, mediastinum, or mesentery, although in 
the more uncommon hyperplastic type the focus is 
often latent. The ulcerative form is not uncommonly 
a complication of active pulmonary disease; this 
is confirmed by the figures given by Brown and 
Sampson (1932), showing that the intestines are 
tuberculous in 50-80 per cent. of patients dying of 
pulmonary tuberculosis. Stenosis of the intestine 
develops in comparatively few cases because death 
ensues before the ulceration can heal. It is the 
subacute and chronic types of tuberculosis which 
ultimately lead to stricture; this is seen always in 
the hyperplastic type and occasionally in the ulcerative 
type when the primary lung condition is not lethal. 
Chronic hyperplastic tuberculosis localised to the 
small bowel is extremely rare, the cæcum and ascend- 
ing colon being usually affected; up to 1934 7 
cases had been described by Counseller (1934) and 
1 case by Chi (1934). Chronic ulcerative tuberculosis 


` more commonly affects the distal portion of the ileum 


but may spread beyond the ileocecal valve to the 
cecum, appendix, or ascending colon. White and 
Jankelson (1932) and Muir (1934) also described 
tuberculous strictures of the jejunum, 

Both the hyperplastic and the chronic ulcerative 
types are important in that chronic obstruction of 
the small bowel is not uncommon, although in the 
hyperplastic type there is also some obstruction in 
the cecum and ascending colon. The appearance of 
the bowel depends on the stage of the disease. The 
more active stage shows the typical encircling ulcera- 
tion, gross thickening of the bowel wall with miliary 
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tubercles in the peritoneum, and enlarged mesenteric 
glands. The more chronic cases show numerous 
peritoneal adhesions, cicatricial contractures of the 
bowel, dilated bowel between the strictures, and 
hypertrophy proximal to these strictures. 

Non-specific granuloma, mistaken in the past for 
tuberculosis and first recognised as a clinical and 
pathological entity by Crohn (1932), has been 
described under various titles, including regional 
ileitis and localised hypertrophic enteritis. Erdman 
and Burt (1933) in a report of several cases of this 
condition attribute the first description of this disease 
to Braun in 1909. Colbeck, Hurst, and Lintott (1937) 
recently reviewed the subject, and described further 
cases, In this condition the last 2 ft. of the ileum 
is grossly thickened, all layers of the gut, being 
chronically inflamed. The mucous membrane may 
be ulcerated, especially on the mesenteric border. 
It is stated that an important point of differentiation 
from tuberculosis is the relative absence of adhesions, 
External fistule and perforation into other loops of 
small bowel or colon have also been described. Super- 
added fibrosis converts the affected portion of ileum 
into a rigid narrow tube, at which stage intestinal 
obstruction may arise. The earlier symptoms are 
said to resemble those of acute appendicitis or of 
ulcerative colitis. 

Other destructive lesions of the small intestine rarely 
cause stenosis. Syphilis and actinomycosis are 
extremely uncommon, and typhoid ulcers usually 
heal with minimal scarring, although there is always 
the possibility of a stricture after perforation and/or 
repair of a typhoid ulcer. 


The third cause of stenosis is neoplasms :— 


The rarity of carcinoma of the small intestine is 
exemplified by the figures given by Rankin and 
Mayo (1930) and Vick (1932). Rankin and Mayo 
found that 0:062 per cent. of carcinomas of the 
alimentary tract affected the small bowel, and, 
included in Vick’s statistics of acute intestinal obstruc- 
tion, out of 899 cases of carcinoma of the intestine 
17 cases (1°89 per cent.) affected the small intestine. 
The tumour is usually situated at the lower end of 
the ileum and may be stenosing, polypoid, ulcerative, 
‘or multiple. Degenerative changes may also’ occur. 
Microscopically the tumour is an adenocarcinoma 
with a varying amount of fibrous stroma. 

Sarcoma is rarely found in any portion of the 
alimentary tract but is probably commoner in the 
small than in the large bowel. It may be polypoid or 
annular, and microscopically it may consist of round 
or of spindle cells or be a lymphosarcoma. Ullman 
and Abeshouse (1932) recorded 1 case and collected 
125 others, in addition to 250 collected by Graves in 
1919. These authors state that sarcoma is twice as 
common in the small as in the large intestine, males 
are affected more commonly than females, and the 
average age is thirty-three. Aneurysmal dilatation 
of the lumen at the site of the growth has also been 
described. 

Carcinoid tumours are extremely rare in the ileum, 
the appendix being the commonest site. Wood (1936) 
stated that 152 cases had been recorded up to the 
latter part of 1934. 

Innocent tumours (benign polyps) are rare and 
unlikely to cause stenosis, 


SYMPTOMS AND SIGNS 


The clinical picture of chronic obstruction of the 
small bowel is always the same, whatever the under- 
lying pathology. 

Abdominal pain is the earliest symptom but its 
quality and site are not characteristic. It is usually 
colicky, although in inflammation it may be more 
of a dull ache. Occasionally the patient complains of 
a feeling of distension. The pain may be situated 
almost anywhere in the abdomen, In the first of our 
cases epigastric pain was complained of, whereas in 
the second the pain was located in the right iliac 


fossa. <A study of conditions reported as causing 
obstruction of the small intestine showed that the 
site of the pain did not indicate the portion of bowel 
affected or the underlying pathological process. Pain 
has been described in the right iliac fossa, epigastrium, 
umbilical region, and hypogastrium and may be 
related to meals. Vomiting, when present, has been 
described as relieving the pain. At first the attacks 
of pain occur at intervals of weeks or months, later 
becoming more frequent. If, as in one of our cases, 
acute obstruction supervenes, the pain is persistent 
and colicky. The duration of symptoms varies from 
months to years in chronic inflammation, such as 
is seen in the common form of tuberculosis, and about 
three to six months in malignant disease. 

Vomiting was absent in one of our cases, in spite of 
a three years’ history of abdominal pain, and occurred 
in the second case only when acute obstruction 
came on. The absence of vomiting in our cases 
appears to be unusual, for in most of the reported 
cases of tuberculous or cancerous strictures of the 
ileum vomiting was common though fairly late. In 
one case of carcinoma of the ileum described by 
Wakeley (1932) the patient noticed in the vomit 
particles of food which had been eaten several days 
previously. 

Bowel actton—We were surprised to find the 
frequency with which constipation was reported in 
various conditions causing stenosis of the small bowel. 
It appears to us that, in view of the fluid contents of 
the small bowel, there is no reason why constipation 
should occur before the obstruction is severe. This 
was certainly so in both of our cases; constipation 
was absent in one and occurred in the other only 
with the onset of acute obstruction. Diarrhca may 
be present in active: inflammation—for example, 
tuberculosis in an acute phase—when rapid emptying 
of the small bowel takes place. 

Other symptoms.—Anorexia, malaise, loss of weight, 
and febrile bouts may be early symptoms ; but these 
are typical of tuberculosis or of carcinoma anywhere 
in the body. 

Physical stgns.— Anemia and signs of recent loss 
of weight are not uncommon, suggesting an organic 
lesion. Examination of the chest even in tuberculous 
stenosis is usually negative. 

Abdominal examination,—In the early stages it is 
unlikely that abdominal examination will reveal 
any abnormality. When obstruction becomes more 
severe, distension may be obvious, especially in the 
umbilical and upper abdominal regions. It is only 
in the later stages that distended coils of intestine 
with a ladder pattern and visible peristalsis are 
seen. Palpation may reveal a tumour, especially in 
the right iliac fossa, the palpable mass being either 
inflammatory or neoplastic. More frequently there is 
nothing more than muscular rigidity and tenderness, 
especially in an active tuberculous lesion. In the 
more advanced cases auscultation may be of value in 
diagnosing obstruction. Burgess (1932) called atten- 
tion to the value of this sign, so often neglected. 
The loud gurgling was well beard in one of our cases, 

Stools —In carcinoma of the small bowel there 
may be melæna, or more commonly the blood is 
occult. The stools should always be examined in 
a case of abdominal pain, for the presence of occult 
blood strongly suggests an active ulcerative lesion; 
but the occult-blood test may be positive when 
intestinal adhesions alone are present. Tubercle 
bacilli should be looked for but are rarely found 
except in fairly advanced pulmonary tuberculosis, 

Radiological examination.—A barium sulphate meal, 
although its value has been disputed, is probably the 
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best method of early diagnosis. Only a little barium © 


should be swallowed, for it is difficult to obtain a 
clear outline of the small intestine. A small quantity 
of barium emulsified with liquid paraffin may be 
given. Gage (1937) gives 4 oz. of a barium- 
water mixture, the patient being kept prone 
throughout the examination and examined radio- 
logically at hourly intervals up to five or six hours. 
The important points to look for are (1) dilatation 
of the small bowel above the stricture with slow 
transit of the barium; (2) vigorous painful peri- 
stalsis ending at the site of obstruction; (3) filling 
defect and narrowing at the site of the lesion; and 
(4) fatigue distension of the obstructed coils. When 
obstruction is advanced, a straight radiogram of the 
abdomen may be useful, as in acute intestinal 
obstruction. The patient is examined recumbent for 
gas patterns and standing for fluid-levels. Obstruction 
at or above the cæcum is indicated by the absence of 
a gas-filled colon and by fluid-levels and gas patterns 
in the small intestine. Radiography of the chest 
should be included in the investigation. Enlarged 
hilar glands, with old or recent apical lesions, would 
suggest tuberculosis of the small bowel. 


DIFFERENTIAL DIAGNOSIS 


The diagnosis of chronic obstruction of the small 
bowel, especially in the early stages, can be made 
only after full investigation. The abdominal pain is 
indefinite, and the action of the bowels may or may 
not be disturbed. The symptoms may simulate chronic 
appendicitis, which can only be excluded by a barium 
meal. Indeed, this examination -is essential for 
diagnosis and should always be performed when a 
patient complains of chronic abdominal pain and 
the stools contain occult blood. The palpable mass in 
the right iliac fossa and/or a filling defect of the ileum 
should suggest a tuberculous or carcinomatous lesion. 
Evidence of a recent or an old pulmonary lesion 
would suggest tuberculosis, especially in a patient 
under forty. Even at operation it may be difficult 
to decide whether the lesion producing the obstruction 
is due to tuberculosis, carcinoma, or regional ileitis, 
and the ultimate diagnosis will be left to the 
pathologist. | | 


CASE RECORDS 


CasE 1.—A male Hindu, aged 45, was admitted 
tothe Kolar Gold Fields Hospital on Sept. 17, 1937, 
complaining of abdominal pain. For the past three 
years the patient had had indefinite pain in the right 
iliac fossa at intervals of a fortnight to six months 
and lasting about two hours; it was not related to 
meals, and relief occurred spontaneously. For the 
previous six months the pain had become more 
severe and of longer duration, and the patient noticed 
that he was losing weight. There had never been 
constipation, diarrhoea, or vomiting. There was no 
history of cough. 

The patient showed obvious signs of recent loss 
of weight and looked ill. His temperature was 
98-2° F. and his pulse-rate 80. The tongue was dry 
and furred, and the heart and lungs showed no 
abnormality. The abdomen was not distended, and 
a tender mass with an indefinite outline was palpable 
in the right iliac fossa but could not be felt on rectal 
examination. No abnormal constituents were found 
in the urine. 

Investigations.—Three stools were examined but 
no occult blood and no tubercle bacilli were found 
(Antiformin method). Blood examination showed 
hemoglobin 60 per cent.; red cells, 4,000,000 per 
c.mm.; colour-index, 0:75; white cells, 8000 per 
c.mm. (polymorphonuclears 66 per cent., lymphocytes 
24 per cent., large mononuclears 2 per cent., and 
eosinophils 8 per cent.). 


Radiography of the chest showed no enlarged 
mediastinal glands and no sign of healed or active 
tuberculosis. The patient was examined four hours 
after swallowing 10 oz. of a watery emulsion of 
barium sulphate ; this was seen to have reached the 
transverse colon; a narrowing of the terminal ileum 
was visible with some distension of the ileum proximal 
to the filling defect. The cecum appeared to be 
deformed and contracted (fig. 1). 

The patient was kept under observation for a 
fortnight, during which he was slightly feverish, with 


Fic. 1—Radiogram taken four hours after barium meal 
showing that barium sulphate has reached transverse 
colon, which is adherent to small intestine. Arrow 
marks site of stenosis. Ileum proximal to stenosis is 
dilated, and capacity of cæcum is diminished. 


a temperature of 99°-100° F. His general condition 
slowly deteriorated, and it was thought that the 
narrowing of the terminal ileum scen in the radiogram 
justified an exploratory laparotomy to exclude 
carcinoma of the ileum or cecum, although tubercu- 
losis of this region was considered more probable. 
Operation.—An exploratory laparotomy was per- 
formed on Sept. 23, 1937, through a right 
paramedian incision. The cecum was found adherent 
to the posterior abdominal wall, and there were 
numerous adhesions between the ileocéecal region and 
the anterior abdominal wall. The terminal 6 in. of 
the ileum and cecum were thickened, and small 
tubercles could be seen in the peritoneal coat. About 
2 in. from the ileocecal valve the ileum was circum- 
ferentially fibrosed, the mesenteric edge of the 
cicatricial ring being puckered and contracted. A 
few enlarged glands were present in the mesentery. 
A resection of the affected ileum and cæcum was con- 
sidered, but it was thought that the patient was too 
ill to stand this. One of the enlarged glands was 
removed for section, and a simple appendicectomy 
was performed. è 
Microscopical examination of the mesenteric gland 
showed typical tuberculous giant-cell systems. 
Course after operation.—The patient made a slow 
recovery, the pyrexia persisting for three weeks. He 
was treated on general antituberculosis lines. He 
stated that he was free from pain and felt much 
more comfortable after the operation. The action 
of his bowels was normal throughout his stay in 
hospital. Seen four months after the operation, he 
stated that he had put on a stone in weight and was 
free from abdominal pain; his general condition 
had obviously much improved. A barium meal 
repeated at this time showed very little change in the 
ileum and cecum. He is being kept under observa- 
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tion, and, if symptoms or signs of intestinal obstruction 
recur, a partial resection of the ileum and right colon 
including the csecum will be considered. 


CasE 2.—A male Hindu, aged 45, was admitted 
to the hospital on Sept. 18, 1937, complaining of 
abdominal pain. The patient stated that he was 
quite well until four weeks before admission, when 
he began to have epigastric pains about ten minutes 
after eating food. The pain occurred once or twice 
on alternate days and persisted for half to one hour. 
The pain was relieved by drinking fluids. There had 
been ‘no vomiting, and the patient said that there 
had been no alteration in his bowel actions or in the 
consistence of his usual two daily motions. After 
taking an aperient one day before admission the 
patient was seized with acute generalised abdominal 
pain, which was colicky (unlike his previous pain), 
and he vomited. He also complained of abdominal 
gurgling. The only illness of note in his past history 
occurred about nine years ago and necessitated a 
stay of two months in hospital. The diagnosis was 
‘‘fever,” and his symptoms had “slipped his 
memory.” 

The patient looked ill and wasted and was obviously 
in acute pain. The tongue was furred but moist. 
The heart and lungs showed no abnormality. The 
upper abdomen was distended but moved well on 
respiration. Neither peristalsis nor dilated coils of 
intestine could be seen. The whole of the right 
abdomen was very. tender and rigid. The hernial 
orifices were normal, and no tumour was felt. Abdom- 
inal auscultation revealed loud rumblings, heard 
mainly round the umbilicus and upper abdomen. 
The rectum was not ballooned, and there was 
tenderness high up of the right rectal wall. No mass 
was palpated. 


_ Operation.—A diagnosis of acute intestinal obstruc- 
tion was made and the abdomen explored through 
a right subumbilical paramedian incision. Distended 
coils of the small bowel presented themselves through 
the incision and were traced to the last 2 ft. of 
the ileum, which was found firmly adherent to the 
peritoneum overlying the sacral promontory. The 
distended bowel ended abruptly about 6 in. from the 
ileocsecal valve, where the ileum was almost completely 
stenosed by a fibrous stricture. There was much 
hypertrophy proximal to the stricture. About 44 in. 
of the small intestine, including the stricture, was 
resected and an end-to-end anastomosis performed. 
A small mesenteric gland was also removed. 

The patient had a smooth postoperative course 
and is now back at underground work. Subsequent 
radiography of the chest revealed no abnormality. 


Morbid anatomy.—The specimen consisted of 44 in. 
of the ileum (fig. 2). There was a fibrous stricture 
14 in. from the distal end, the lumen of the bowel 
being almost completely obliterated at this point. 
About } in. distal to the stricture was an oval 
pigmented area denuded of normal intestinal epi- 
thelium, this area being about $in. wide and almost 
encircling the gut. All the layers of the intestine 
proximal to the stricture were much hypertrophied. 
The peritoneum was grossly thickened and covered 
with adhesion. 

Microscopical] examination of a section through the 
stricture showed the mucous membrane to be covered 
by normal columnar epithelium. The submucosa 
and muscular layers were infiltrated with lympho- 
cytes, plasma cells, endothelial cells, and young 
fibroblasts. No tuberculous giant-cell systems were 
seen. Section of the removed gland showed normal 
glandular structure, 
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This case presents many interesting features. The 
stricture had evidently taken many months to develop, 
and the short period of symptoms of one month is 
surprising. To one working in the tropics it soon 
becomes apparent that the history given by a coolie 
can be grossly misleading, especially where time is 
concerned, It was therefore presumed in this case 
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that symptoms were probably present much longer 
than the alleged one month, It was also thought 
possible that the febrile illness nine years ago might 
have been the acute stage of some inflammation of 
the bowel. At operation the stricture was thought 
to be carcinomatous, but subsequent examination of 
the portion of gut removed showed that it was not, 
The pigmented oval area was certainly the 
scar of a healed ulcer; the numerous adhesions 
and the thickened intestinal wall infiltrated with 
lymphocytes, plasma cells, and young fibroblasts 
strongly suggest a chronic inflammation which in 
healing had produced a fibrous stricture. In the 
absence of frank intestinal tuberculosis the differential 
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Fie. 2—Diagram of resected portion (44 in.) of ileum 
showing stenosis (presumed tuberculous), oval depressed 
pigmented area (shaded), and hypertrophied intestinal 
wall. eoo 


diagnosis between tuberculosis of the lower ileum 
and Crohn’s disease may present great difficulty, the 
macroscopic and histological pictures in the two con- 
ditions often showing striking similarity. Facts which 
pointed to the lesion in the present case having 
succeeded the ulcerative form of tuberculosis were, 
first, the presence of a healed, depressed, and sharply 
demarcated site of old ulceration, and second the 
well-defined limits of the stricture itself, which 
could easily be visualised as having followed the 
“ girdle ulcer’? described by Boyd (1938) as 
occurring in intestinal tuberculosis. This appearance 
is in contrast to the more widespread infiltrative 
change in Crohn’s disease, which tends to give rise 
to ‘‘ hose-pipe ” stenosis. 

This case is similar to one described by Chi (1934), 
who stated that up to 1934 only 11 cases of local 
tuberculosis of the ileum had been reported. 


SUMMARY 


Two cases of stenosis of the small intestine are 
described, one being a case of hyperplastic tuberct- 
losis of the terminal ileum and the cecum. The second 
case was presumed to be tuberculous, although the 
evidence was not conclusive. The chief symptom in 
both cases was abdominal pain, the other symptoms 
and signs being vague. A barium meal was a most 
important factor in diagnosis. 


We acknowledge our thanks to the managers of 
the Kolar Gold Fields, Messrs. John Taylor and 
Sons, 6, Queen Street Place, London, E.C.4, for their 
permission to publish these cases, 
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. TREATMENT OF 
POSTENCEPHALITIC PARKINSONISM 
WITH BULGARIAN BELLADONNA 


By F. J. Neuwaut, M.D. Brertm, L.R.C.P.E. 


IN a previous paper (1937) Fenwick and I 
described two cases of postencephalitic parkinsonism 
successfully treated with a decoction of Bulgarian 
belladonna root. The present communication sum- 
marises the experience we have since gained in 
treating a further 123 cases at the Law Nursing 
Home, Rochdale. 

Lately Hill (1938) described the results of Bulgarian 
treatment in 14 patients at Maida Vale Hospital. 
He closely followed the instructions that the herbalist 
Ivan Raeff of Bulgaria sends out with the root and 
for this reason his results were not as good as they 
might have been. We have found that the large 
initial dosage that Raeff recommends may cause 
toxic symptoms serious enough to lead the doctor or 
the patient to abandon the treatment. The mental 
effects in particular that Hill encountered, such as 
confusion, hallucinations and delirium, would usually 
contra-indicate the use of Bulgarian belladonna in 
general practice. 


PREPARATION AND POTENCY 


We have discarded our original technique of 
preparing the decoction in white wine and now use a 
method of cold extraction. The activity of a solution 


_ prepared in this way does not decline after a few 


weeks as did the wine decoction and it does not produce 
the disturbing drunken feeling in the morning of 
which patients often complained. As Henricksen (1938) 
pointed out, the wine decoction varies somewhat in 
alkaloid content, whereas the content of the cold 
extraction is precisely known. We have slightly 
modified the process of making a cold extraction 
as outlined by Antolini (1937). 


A watery solution containing 0-75 per cent. tartaric | 


acid and 0-1 per cent. salicylic acid is used, and 
16 grammes of root are added to each 100 c.cm. 
of this solution. <A percolate is obtained after the 
root has macerated for 30 hours. A further quantity 
of solution equal to the amount of percolate obtained 
is then added to the root and it is again macerated 
for 24 hours and the extraction poured off. In the 
interests of economy this process can be repeated a 
third time. The three extractions are mixed and 
carefully filtered. On the average the first extraction 
contains 0-09-0:1 g., the second 0-06 g. and the third 
0-02 g. of total alkaloids per 100 c.cm. For use the 
extraction is made up to a strength of either 0-016 
or ma g. per 100 c.cm. by the addition of distilled 
water. 


We have investigated the biological activity of an 
extract of Bulgarian belladonna on the isolated 
heart of the frog by a fairly simple method used by 
Trabucchi (1935), and have found it to be nearly twice 
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as great as that of an atropine solution of the same 
strength. Clinical tests on five patients who were 
accustomed to take large doses of atropine confirmed 
these biological experiments, for to obtain the same 
clinical effect it was only necessary to give half the 
dosage of Bulgarian extract in terms of atropine 
content. 

We have also compared the belladonna root grown 
in England with that imported from Bulgaria. Some 
difference would be expected because the alkaloid 
content of the root of Atropa belladonna is known to 
vary according to such cultural conditions as the 
nature of the soil, climate, height above sea-level, 
and the time of year in which it is gathered. Analysis 
of various samples show that the average alkaloid 
content of the English root is slightly less than that 
of the Bulgarian. For instance, in samples analysed 
in March, 1937, the Bulgarian root had an alkaloid 
content of 0-46 per cent. and the English 0-38 per cent. 

Clinically we found that in order to produce the 
same effect the dose of English root must be 10-20 per 
cent, higher than the dose of Bulgarian. Otherwise 
in the 45 patients we treated with English root there 
was no evidence that its therapeutic activity was 
less than the Bulgarian. The English root appeared 
to us to be better tolerated so that the dose had not 
to be adjusted so carefully. There were, however, a 
proportion of patients who did not do so well on the 
English belladonna, and in six cases we were compelled 
to return to the Bulgarian belladonna when we were 
convinced that the patients’ complaints of being less 
active and stiffer were genuine and not due to sugges- 
tion. We have not used either the powder, the pills 
or the root No. 4 that Dr. Hill obtained from Raeff, 


CLASSIFICATION OF PATIENTS AND PROGNOSIS 


In estimating results we have divided the patients 
into four groups. The first group includes patients 
with extremely serious forms of parkinsonism, and 
who probably still have a chronic infection, which, 
to use Perdrau’s (1925) words, the local cellular 
immunity has not completely overcome. They exhibit 
either a progressive state of parkinsonism or acute 
exacerbations. Their general health is poor, and they 
show a regular rise in temperature at night, a gradual 
loss of weight, and often a considerable leucocytosis. 


-In the second group (severe) immunity and infection 


are more or less balanced, resulting in a chronic 
infection after a short and often obscure attack. The 
activity of the virus was probably very low and has 
in time died out. The sequele# are severe and 
long-standing alterations of joints may be found. 
The prognosis of these patients is less hopeful, the 
pathological alterations in the central nervous system 
being deep and extensive. The third group (moderate) 
includes patients in whom immunity has definitely 
got the better of the infection, and they are therefore 
in a comparatively good state of health, though their 
appearance and bodily attitude are altered and they 
have to be helped more or less during the day. In 
the fourth group (slight) we have included patients 
who have not been forced to give up their daily 
routine, though they have not felt able to work. They 
complain mostly of fatigue, with a sense of general 
ill health and weariness. Slight physical signs of 
parkinsonism are almost always found. 

The patients of the first group, who are more 
frequently met with than may be anticipated, are 
seriously ill and not suitable for any vigorous treat- 
ment with alkaloids, especially not for the Bulgarian 
treatment. To apply this treatment in high doses 
may cause a spread of infection. All other patients 
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are suitable for the Bulgarian treatment. A definite 
prognosis, however, regarding the ultimate results 
_ cannot be given. The treatment though good is not 
infallible. We found that some of the slightly affected 
patients did not respond, while others who were still 
less affected could not tolerate the medicament and 
showed symptoms of intoxication with the smallest 
doses, reacting to alkaloids more like normal people. 


TOLERATION AND DOSAGE 


From a therapeutic point of view the outstanding 
manifestation of the remodelled organism after an 
attack of encephalitis is its toleration for alkaloids, 
which is also the most reliable differential diagnostic 
feature. The doses necessary to produce the optimum 
effect differ widely, and yet the results of the treat- 
ment depend entirely on the correct dose for every 
patient being found. We never begin with more 
than 3 ¢.cm., and patients who have been accustomed 
to take only small doses of alkaloids before begin 
‘with 0-5 or 1 c.cm. at night. The doses are increased 
by 1-2 c.cm. every day or every second day, and by 
this gradual method we have ultimately reached an 
intake of 80 and even 120 c.cm. per day without signs 
of intoxication, apart from blurred vision and a dry 
mouth. It is advisable to decrease the highest doses 
gradually, until one has found the dose which produces 
as good results without signs of intoxication. Our 
maintenance doses have not exceeded 55 c.cm, per 
day, the lowest being 5 c.cm. per day. 

Patients who are particularly sensitive, or who 
have not previously received treatment with the 
alkaloids of the belladonna group, or have discontinued 
the treatment for some years, need a much lower 
dosage than those who are accustomed to take 
alkaloids continuously. The degree of tolerance in 
these patients is definitely lower, and treatment has 
to be followed up more carefully than in patients 
already used to taking alkaloids. In view of this 
varying degree of tolerance, the treatment is not one 
which can be lightly entrusted to the patients 
themselves, f 


ADVANTAGES 


Apart from the smaller doses which are usually 
needed, the action of the Bulgarian treatment is 
much quicker than that of atropine. The change 
in most of our patients in two to three weeks was so 
obvious that, though we have become accustomed 
to this phenomenon, it never failed to give special 
pleasure. A third advantage is that the medicament 
can be reduced or entirely suspended for several days 
without any appreciable effect. If it is omitted 
for too long the symptoms of parkinsonism reappear, 
but they do so very slowly. 

The more favourable results of the Bulgarian treat- 
ment may be due to three factors. (1) The natural 
distribution of the alkaloids in the root, which is 
used in toto. (2) The possible presence of buffer 
substances. (3) The synergism and different actions 
of the three alkaloids—scopolamine, hyoscyamine, 
atropine—which are contained in the extract. The 
effect of these factors is especially evident when a 
virtually normal state is approached. Often the 
maintenance dose, after a period ranging from three 
to twelve months, had to be reduced by half or even 
three-quarters, and we came to the conclusion that 
either the patient’s toleration to the medicament 
decreased the more a normal state of health was 
approached, or the effects of the medicament 
accumulated in time. Panegrossi (1935) suggested 
that patients become accustomed to the toxicity of 
the drug but not to the normal state of health. 


REACTIONS AND CONTRA-INDICATIONS 


Severe disturbances, even with the highest doses 
of the medicament, are unknown to us. Nursing of 
all patients is easy except for those who have to be 
fed, dressed, and washed at the beginning of treat- 
ment. It is essential to avoid general disturbances 
as far as possible. I have already mentioned that 
patients with a chronic infection would certainly 
fail to obtain any benefit from treatment, and their 
life might well be endangered if large doses were | 
given. Severe reactions disorganise the already 
weakened state of the body, and the results are not 
so good while even mild symptoms of intoxication are 
felt. For this reason much the best results are 
obtained with a gradual increase in dosage and 
with a maintenance dose that does not disturb the 
patient at all. 

- The extract is not so well tolerated on hot summer 
days, and therefore the doses were decreased at 
this time of the year. Other disturbances are mostly 
due to the action of the medicament on the alimentary 
system. Complaints of sickness, vomiting, and diar- 
rhæa occur at times, and are in some cases inevitable, 
They disappear however if the medicine is left 
off for one or two days and is then given in smaller 
doses. Lately we have adopted a preparatory treat- 
ment, which was the usual routine in several wards of 
the Edinburgh Royal Infirmary. Every patient whois 
suffering from constipation or a pronounced degree 
of meteorism is given rectal washouts and kept for 
two or three days on a low diet consisting of fruit 
and vegetable juices. Some patients who complain of 
feeling sick even with small doses of the extract 
do well on a simple mixture containing hydrochloric 
acid and pepsin. Fractional test-meals of these 
patients have revealed a hypochlorhydria presumably 
due to the action of the alkaloids. With these 
measures adaptation to the medicament seems easier, 
and there are less alimentary disturbances. Later 
the patients are brought back to normal diet. 

Some contra-indications to the treatment have 
already been mentioned, Patients who have 4 
very low body-weight are unsuitable, unless they 
stay a comparatively long time, so that they can be 
nursed into better condition. It is inadvisable to 
give the treatment to patients who have severe 
damage of the myocardium or other circulatory 
disturbances such as atherosclerosis; hypertrophy 
of the prostate or disease of the kidney; active 
tuberculosis of the lungs; cirrhosis of the liver or 
marked deficiency of the liver function; glaucoma; 
or severe ansemias, 


a” 


MENTAL DISTURBANCES 


The patients who exhibited mental disturbances on 
admission have been divided into three groups : 

(1) Those who lacked initiative, and although they 
took an interest in their surroundings were incapable 
of mental work requiring concentration and reflexion. 
They showed indifference and repugnance to mental 
or physical effort. 

(2) Patients who exhibited psychomotor lethargy 
with akinesis, muscular rigidity, diffuse tremor, and 
diurnal somnolence. These were quite conscious of 
their personality but inactive on their own account. 

(3) Those who exhibited a psychopathological 
condition, together with symptoms of parkinsonism. 


The Bulgarian treatment was most successful in 
the first two classes of patients. The majority of 
lethargic and sometimes irritable patients changed 
their mental attitude surprisingly. There was in 
fact no real mental deterioration. After 4-5 weeks 
the games of draughts and dominoes for instance 
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changed to chess and bridge, and we could introduce 
putting, bowling, ball games and physical exercises 
to increase physical fitness and initiative. We have 
only treated four patients of the third group. Three 
reacted very favourably, one did not react. It 
seems then that it is quite justifiable to submit 
patients with mental disturbances to the Bulgarian 
treatment, though it has sometimes to be augmented 
with other drugs. Treatment of highly excitable 
patients should begin with very small doses, and the 
increase in dose should be as slow as possible. In 
principle these patients are as a rule included in the 
list of contra-indications, because Bulgarian treat- 
ment greatly increases their restlessness. We have 
overcome these difficulties by giving Prominal 
tablets as a sedative and we have also employed 
prominal as an adjuvant for those patients who 


change their mental attitude from minute to minute, 


and are restless and exhibitory. 


RESULTS 


In assessing results we have adhered to our 
classification into four groups according to the 
severity of symptoms. We treated 16 of the very 
seriously affected cases of the first group and though 
some of them have at first improved, they later 
relapsed or showed great variation in their condition, 
while others did not improve at all. In these cases 
a chronic infection was still active. We have there- 
fore not included this class of patients in our statistics, 
because the Bulgarian treatment is not.a treatment 
of epidemic encephalitis but only of its sequel. 
The results in the other patients were permanent. 
We have re-examined all patients except those who 
live too far away, and these have reported by letter. 
This was done 3-15 months after their maintenance 
doses were fixed and they had returned home. Our 
figures are based on these re-examinations or reports, 
so that at least three and usually six months have 
elapsed since the patients were discharged. 

Of the 133 patients who were admitted suffering 
from postencephalitic parkinsonism: 5 were dis- 
charged owing to a wrong diagnosis ; 5 left soon after 
admission, as they did not appear suitable for the 
treatment; 2 died of intercurrent disease; and 
3 died of a recurrent attack of encephalitis. The 
results in the remaining 118 patients are shown in 
the table. 


| Severe | Moderate | Slight | Total 


| Cases and per cent, 


Not improved .. | 5 (8-9)| 2 (4:3){ 2 (12:5) | 9 (7-6) 
Slightly , 2 (3:6)| — = 2 (1-8) 
Moderately ,, 26 (23:2)] 3 (6:5), — 29 (24:5) 
Greatly, 13 (16-5) | 10 (21-8)| 4 (25-0) | 27 (22-9) 


Symptomatic cure . | 10 (17:8); 31 (67-4) | 10 (62:5) | 51 (43-2) 
Fit for work . | 12 (21-4)! 30 (65-0) | 13 (81:25) 55 (46-6) 
| ) | 


SUMMARY 


Treatment with an extract of Bulgarian bela- 
donna was used in 123 cases of postencephalitic 
parkinsonism, over a period of 1} years. The results 
were remarkably good in the majority of cases and 
no relapse was recorded. 

The preparation has now been standardised and 
gave better results in its new form. Equally good 
results can be obtained if the English belladonna 
root is substituted for the Bulgarian. Only in six 
cases was there a difference in action. 
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Toxic reactions result from the administration 
of high doses and can be avoided by beginning with 
small doses and gradually increasing them until 
the individual’s optimum is found. 

The treatment is contra-indicated and useless in 
cases of chronic encephalitis lethargica. 


I am indebted to Dr. Siewald for his help in 
keeping these patients under observation, in carrying 
out the tests, and in preparing this paper. 


REFERENCES 


Antolini, A. (1937) Resoc. Rep. Reg. Elena, Roma, July, 1937, p. 7. 
Henricksen, R. H. (1 dg Lancel, 2, 1141. 


Hil, D. (1938) Ibid, paio 

Newel nl, F. gend AA C. C. (1937) Ibid, 2, 619. 
Panegrossi, G E Policlinico, 2, 56. 

Perdrau, J o (1925) Brit. J. exp, Path. 

Trabucchi, RIETS Atti Soc. med.-chir. Sadova, 5, 172. 


eee ie Seen meee, 


A TEST FOR VITAMIN-C DEFICIENCY 


By Max VautTHeEy, M.D. 


AN accurate estimate of vitamin-C metabolism 
can be obtained by determining the *‘ basic ascorburia ” 
—i.e., the hourly excretion of ascorbic acid when 
fasting. In practice this is arrived at by estimating 
the amount of ascorbic acid excreted in the urine 
during the hour after the first morning micturition 
and before food is taken. In the normal subject 
this amount is very constant, ranging from 0-92 
to 1-04 mg., with an average value of 1 mg., and the 
degree to which it is raised by the administration of 
large doses of vitamin C can be used as a test for 


vitamin deficiency. 


I have found by experiment that when the basic 
ascorburia reaches twice its normal value—i.e., 2 mg.— 
the subject may be assumed to be saturated with 
vitamin C, and the amount of ascorbic acid that must 
be given to attain this figure is a measure of the 
state of the subject’s vitamin storage. 

An intramuscular injection of 600 mg. of ascorbic 
acid is given each day for three consecutive days at 
8 am. In children under ten years the dose is 
300 mg. daily. The subject passes urine at 7 A.M., 
and the urine passed between 7 and 8 a.m. is collected 
for estimation of ascorbic acid. No food must be 
taken until after this time. In the normal subject 
the basic ascorburia reaches 2 mg. on the morning 
of the fourth day—i.e., when 1800 mg. of ascorbic 
acid has been given. If there was a high degree 
of saturation before the test began it will not 
take so long: if on the other hand there is a 
deficiency it will take longer. The significance of 
the results obtained appears to be as follows, the 
amounts of ascorbic acid shown being those required 
to bring the basic ascorburia up to 2 mg. 


600 mg. (1 day) very high store of vitamin C. 


1200 mg. (2 days) = high 9 PA + 
1800 mg. (3 days) = normal a ‘is 

2400 mg. (4 days) = slight deficiency of vitamin C. 
3000 mg. (5 days) = moderate Le is i 
3600 mg. (6 days) = severe 3 i3 ei 


More than 6 days = true avitaminosis., 


This test has certain advantages over those in 
general use. Thus intramuscular injection of the 
vitamin eliminates the errors that arise from variations 
in absorption when it is given by mouth, and it is 
I think preferable to subcutaneous or intravenous 
administration after which absorption and excretion 
may be too massive or too rapid. Further, only a 
single sample has to be collected and tested each 
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day; the tests are made on a urine that has been 
freshly passed, which makes for accuracy ; and there 
is no risk of error due to early or delayed excretion 
of the test dose because 23 hours have elapsed in each 
case since the previous injection. Finally, no tests 
have to be made in urines with very low concen- 
trations of vitamin C, which may be difficult to 
estimate accurately. 


Vichy, France. 
ARTERIAL EMBOLECTOMY 
By C. LAURENCE HEANLEY, F.R.C.S., M.R.C.P. 


SURGICAL FIRST ASSISTANT AND SURGIOAL REGISTRAR, 
THE LONDON HOSPITAL 


IN view of the eight cases of arterial embolism 
reported by Griffiths (1938) the following two cases 
in which embolectomy was performed are of interest. 


CASE-RECORDS 


CASE 1, a male aged 18, had been an inpatient 
six years previously with acute nephritis, chronic 
rheumatic carditis, and mitral stenosis and incom- 
petence. Since then he had been perfectly well 
until six months previously, when he had a severe 
cold followed by bronchitis, which had persisted 
ever since. Four months ago he had a small hæmo- 
ptysis of about half a pint, was treated by rest in 
bed, and was back at work four weeks later. Since 
then he had occasional pain in the chest, which 
kept him off work at times. Three weeks ago he 
felt run down and was ordered to bed by his doctor. 
Three days ago his doctor started him on digitalis, 
because his heart was fibrillating. f 

At 10.25 Am. on May 9, 1937, the day of 
admission (6$ hours before operation), he had aching 
pain in the right loin and two minutes later felt his 
left toes go numb, and within ten minutes numbness 
had spread up his left leg to above the knee. He 
also had pain in his left popliteal space, his left foot 
felt cold, and he was unable to move his left leg or 
foot. At the same time some numbness in the 
right toes was noticed. The condition remained 
constant. | 

When seen at 4 P.M. his general condition was 
extremely bad. His radial pulse-rate was 130, 
the pulse being completely irregular. The apex- 
beat was one inch outside the mid-clavicular line. 
‘There was a systolic murmur at the mitral area, 
and the pulmonary second sound was accentuated. 
The left leg looked dead and was mottled white. 
No dilated veins were seen. The leg was stony cold, 
with stocking anzesthesia up to the level of the patella. 
There were no active movements of the leg, and 
passive movements were painful. The right leg was 
cold, but active movements were present. The knee- 
jerks were present and equal. The right ankle- 
jerk was present, but the left was absent. The 
right and left femoral arteries were felt pulsating. 
The artery in the left leg had a more definite and 
more thrusting impulse. (This was observed also 
in case 2.) The right popliteal artery was felt 
pulsating but not the left. Oscillometer readings 
showed an irregular large oscillation in the right 
thigh and calf. Oscillations were absent in the 
left calf and middle of the thigh, but with the band 
very high up some response was elicited in the left 
thigh. 

he diagnosis was made of an embolism lodged in 
the bifurcation of the left common femoral artery and 
of a small embolism in the right anterior and/or right 
posterior tibial artery. The history suggested an 
embolism riding the aortic bifurcation for a moment 
or 80. 

Operation (C. L.H.) at 5 P.M. under local anzs- 
thesia. The left common femoral artery was exposed, 
and a bulge due to embolism was seen. Crile’s artery 
clamps were applied above and below the area of 
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embolism. A longitudinal incision 1 cm. long was 
made in the blood-vessel over the clot, which bulged 
through the incision and was removed with forceps, 
The lower clamp was opened, there was almost no 
reflux flow, and the clamp was closed again. The 
upper clamp was next opened, and there was no 
flow; so a probe was introduced into the lumen 
of the artery, and the embolus was displaced forcibly 
by a jet of arterial blood. The artery was closed with 
@ fine oiled silk continuous suture. 

Immediate postoperative reaction.—The veins filled 
out and became prominent, the colour of the limb 
changed, and the leg became warm. Arterial pulsation 
was felt in the leg, and five hours later the patient 
could move his toes. 

The leg subsequently became swollen and very 
painful (reactive hyperemia) but in seven days 
had returned to normal. There was an amazing 
improvement in the general condition next day. 

May 19, 1937.—There was a sudden onset of pain 


‘in both legs at 12.30 P.M., more severe in the left than 


in the right leg. Examination revealed anesthesia 
in the left leg to half-way up the calf, and in the 
right to just above the ankle. Active movements 
were present but painful. Pavaex intermittent 
pressure apparatus was applied, but this was too 
painful to be continued. 

May 20.—A sudden pain in the right leg at 2 A.M. 
was followed by anssthesia and loss of function to 
the level of the knee. The patient was seen by a 
physician, who decided that surgical treatment 
was contra-indicated, and he was treated with 
morphine. He rapidly went downhill and died the 
next day. | 

Post mortem.—The heart showed rheumatic carditis 
and mitral stenosis. There was ante-mortem clot 
on the auricular surface of the mitral valve and in 
the left auricular appendage. The foramen ovale 
was closed. There was lightly adherent ante-mortem 
clot in the left profunda femoris and left popliteal 
arteries. There was no clot and no leak of blood st 
the line of suture. Ante-mortem clot filled the right 
superficial femoral and popliteal arteries. 


CASE 2 was a Jewish male aged 67. The history 
was extremely difficult to elicit, because the patient 
did not speak English. Twenty-four hours before 
admission there was a sudden onset of pain in the 
right leg. 

On examination he was pale but not very shocked, 
His blood-pressure was 160/110. His pulse was 
completely irregular. Auricular fibrillation was con- 
firmed by electrocardiography. A diastolic murmur 
was heard at the mitral area, and some moist sounds 
at the bases of the lungs. There was no odema of 
the lumbar region or of the ankles. The left leg 
was normal, pulsations of the arteries being well 
felt. The right leg was blue and mottled with venous 
congestion. The veins, after being emptied, filled 
up from the distal end. Both knee-jerks were 
present. The right ankle-jerk was absent, but the 
left was present. The patient could move his right 
leg and foot. Analgesia extended to half-way up 
the right leg. In the right common femoral artery 
pulsation was felt, but of a similar thrusting type 
to that of case 1. The right popliteal and posterior 
tibial arteries were not felt. Oscillometer readi 
showed normal oscillations ‘in the left leg and thigh, 
but no oscillation in the right leg, although there was a 
suspicion of movement of the lever in the right thigh. 

The diagnosis was made of an embolus lodged at 
the bifurcation of the right common femoral artery 
with fairly good anastomosis. 

Operation (C. L. H.) Oct. 23, 1938, 24 hours after 
onset, under local anesthesia. An embolus was 
removed from the right femoral artery, the technique 
being similar to that used in case 1, save that the 
incision was made just below the bulge formed by the 
clot. The clot adhered strongly to the blood-vessel 
wall, and there was a fair flow of blood from the distal 
end of the artery. The artery was slightly atheroma- 
tous, and there was some bleeding through the.. 
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needle holes of the suture. Since there was evidence 
of considerable damage to the intima, and owing to 
the length of the history Heparin was given, 10,000 
units being administered intravenously as soon as 
the artery had been closed, and the patient was kept 
on continuous intravenous injection of heparin for 
72 hours, receiving in all 55,000 units. In spite of 
this the " coagulation-time did not rise above three 
minutes. 

After operation the leg did not improve, and 
although the dorsalis pedis and posterior tibial 
arteries were felt pulsating the leg remained cold. 
On the third day intermittent venous occlusion 
apparatus was applied, one hour on and one hour 
off. Pressure on cuff was raised to about 40 cm. 
of water for thirty seconds approximately every two 
minutes. This merely hastened the line of 
demarcation. 

Nov. 7, 1938.—The leg was amputated by Mr. W. A. 
Law through the lower end of the femur. The femoral 
artery and vein were thrombosed at the point of 
amputation. Next day the pulse was regular, and 
electrocardiography showed a normal cardiac rhythm. 
The patient died on Nov. 11, and no post-mortem 
examination was made. 


CONCLUSIONS 


_ Embolectomy is well worth while; so greatly does 
it improve the local prognosis in embolism of the 
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AT a meeting on March 16, with the president, 
Dr. J. G. GREENFIELD, in the chair, a short paper on 


Intraventricular Tumours 


was read by Mr. GEOFFREY JEFFERSON and Mr. 
HARVEY JACKSON, based upon their study and 
experience of a series of these tumours. Mr. Jefferson 
confined his observations to those arising in the third 
and lateral ventricles. He pointed out that they 
showed considerable divergences both pathologically 
and clinically. On anatomical grounds alone they 
were divisible into those which arose from the 
ependymal lining, from the choroid plexuses and 
velum interpositum and from certain abutting struc- 
tures such as the paraphysis, pineal body and 
embryonic rests derived from the pituitary anlage. 
Again there were tumours which arose from tissues 
outside the ventricles and which bulged into the 
ventricular cavities and in respect of which the 
pathologist’s view did not coincide with that of the 
surgeon. He had seen no example of the perfectly 
localised type of ependymoma; in his experience 
these tumours constituted a more malignant type 
which tended to spread over the ventricular floor. 
In describing cases of colloid cyst of the third ventricle 
he emphasised the importance of distinguishing 
between the tumour and the adjacent thalamic 
shadow in ventriculograms. These tumours were 
sometimes impossible to diagnose without the aid 
of ventriculography because of the absence of localising 
signs. They were apt to be regarded as examples of 
serous Meningitis. He described the case of a woman, 
admitted to a ‘mental hospital with delusionalinsanity ; 
she was found to have papilledema and further 
investigation led to the identification of a colloid 
cyst, and of an unusual example of astrocytoma of 
of the septum pellucidum in which the tumour 
caused unilateral hydrocephalus by blocking one of 
the foramina of Monro. In another case, in: a young 
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lower limbs that it should always be performed in 
such cases, provided too long a time has not elapsed 
since the onset of the embolism. Jf more than ten 
hours have elapsed, the intima is so damaged that 
thrombosis occurs where the intima is lost. Heparin 
should prevent this (Murray and Best 1938), but in 
case 2 in spite of the use of heparin thrombosis 
occurred, possibly because heparin was not given in 
large enough doses or long enough. The general 
prognosis is poor in relation to the primary disease. 

In the operation I think it is best to incise the 
artery wall below the clot, for removal of the clot 
froin the proximal end is easy, the patient’s blood- 
pressure being a help, whereas removal from the 
distal end is difficult. The thrusting impulse of the 
artery above the point of occlusion can be felt before 
operation and seen at operation. Possibly, in view 
of work done in the war 1914-18, ligature of the 
femoral vein might be of service when there is a long 
history. 


I am grateful to Dr. John Parkinson and Mr. Robert 
Milne for permission to publish case 2. Case 1 
was under the care of the late Dr. Otto Leyton. 
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SOCIETIES 


child, epileptiform attacks began after vaccina- 
tion and were succeeded by vomiting and hemiplegia. 
On radiographic examination a patch of calcification 
was apparent, but on the wrong side for the hemi- 
plegia. Ventriculography disclosed a tumour bulging 
into the third ventricle which eventually was proved 
at autopsy to be epiloia. Another rare and interesting 
case was demonstrated in which a meningioma, 
arising from the tela choroidea in the third ventricle, 
extended on both sides, into the adjacent parts of the 
lateral ventricles. A difficult problem was presented 
by a woman with amenorrhea, central scotoma and 
bilateral papilledema in whom radiograms showed 
enlargement of the sella turcica. Although a Rathke’s 
pouch tumour was suspected ventriculography demon- 
strated a mass bulging from the septum pellucidum 
into both lateral ventricles. By splitting the corpus 
callosum the tumour was exposed and proved to be 
a ghomatous cyst. Since operation the patient had 
maintained good health. — 

Mr. Jackson also emphasised the importance of 
ventriculography as a diagnostic test in the presence 
of generalised hydrocephalus without localising signs. 
In illustration of this he described four cases in some 
detail. The first was in a boy of 18 years with a long 
history of pulmonary tuberculosis, who presented 
signs and symptoms suggestive of a cerebellar 
lesion, probably a tuberculoma, In view of the 
patient’s poor general condition it was thought 
proper to explore the posterior fossa without a 
preliminary ventriculogram. The exploration was, 
however, negative, and at necropsy a pedunculated 
tumour was found attached to the pillars of the 
fornix and blocking the foramina of Monro. Ventri- 
culography would have displayed the lesion and have 
determined the correct procedure. In another case 
a woman had given a history of epileptiform attacks 
without localising features, interrupted by a remission 
of four years’ duration. Three years before entering 
hospital her vision had deteriorated and nine months 
before admission she had been completely blind for 
one week. There had been partial recovery from 
this and on examination there was a papilledema of 
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low grade and a lower quadrantic defect upon the 
right. She had suffered from occipital and sub- 
occipital headaches and from attacks of numbness in 
the left side of the body. Except for writing she 
appeared to be left-handed. There was no aphasia ; 
the right plantar reflex was possibly extensor, Radio- 
graphic examination showed depression and displace- 
ment to the right of the pineal body, and by ventriculo- 
graphy a filling defect of the left ventricle and dis- 
placement to the right of the ventricular system were 
displayed. An intraventricular meningioma was 
removed by operation from the hinder. part of the 
left lateral ventricle. Mr. Jackson described two 
other cases and emphasised the significance of an 
unexplained weakness of the lower limbs. He dis- 
tinguished between the true intraventricular tumours 
and those which infiltrated the ventricles from 
without. The former were clinically malignant but 
pathologically benign. 

Dr. GEORGE Rippoc# spoke of the great surgical 
interest and importance of the intraventricular 
tumours. He criticised the clinical separation of 
those tumours which lay entirely within. the ventri- 
cular system from those—for example, tumours 
arising from remnants of the pituitary anlage—which 
invaded the system from without. There was a 
similarity in the clinical picture in that hydrocephalus 
was an outstanding feature of both kinds. He also 
noted that since local signs were likely to be absent, 
~ ventriculography was of importance in establishing 
the diagnosis. Amongst points of diagnostic signifi- 
cance he stressed the occurrence of intermittent 
hydrocephalic attacks in association with tumours 
of the posterior fossa as well as with intraventricular 
tumours. Mental deterioration was often an important 
feature in chronic progressive hydrocephalus, and 
such deterioration, in the absence of headache, was 
particularly significant of tumours of the third 
ventricle. He confirmed Mr. Harvey Jackson’s view 
that sudden attacks of weakness of the lower limbs 
also pointed to this diagnosis, and might indeed be 
the first symptom. On the whole hypothalamic 
symptoms were rare. Lethargy and hypersomnia 
and adiposity should only be interpreted as of hypo- 
thalamic origin in the absence of raised intracranial 
pressure. The oculomotor symptoms sometimes 
observed during hydrocephalic attacks might result 
from pressure upon the quadrigeminal plate by the 
distended lateral ventricles. 

Dr. J. G. GREENFIELD said that unusual histo- 
logical types of tumour—e.g., ganglioneuroma and 
malignant ependymoma—were often encountered 
amongst the intraventricular growths. , 


Deep X-Ray Therapy for Pituitary Tumours 


Dr, ALEXANDER ORLEY, speaking on the treatment 
of cerebral tumours by deep X-ray therapy, with 
special] reference to pituitary tumours, said that most 
of the gliomas were radiosensitive, but the degree of 
radiosensitivity varied with the histological type in 
the descending order : medulloblastoma, ependymoma, 
astrocytoma, and glioblastoma multiforme. The 
oligodendroglioma was radioresistant. Of the blood- 
vessel tumours the hemangioblastomas should be 
treated by operation and postoperative irradiation 
while the malformations should receive irradiation 
alone. The meningiomas were radioresistant tumours. 
As to pituitary adenomas their evolution could be 
divided into three stages: (a) endocrine, (b) visual, 
and (c) tumoral, The endocrine phase should be 
treated by radiation, the tumoral phase by surgery, 
and the treatment of the visual phase should be 
determined by the circumstances. Patients under- 
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going radiotherapy should be closely watched and 
surgical intervention undertaken when required. The 
best results followed combined treatment. 

Dr. ©. P. Symonps thought that Dr. Orley had 
reached some important conclusions without suflicient 
controls. It was necessary to compare the clinical 
evolution of cases that received no treatment with that 
of cases treated by deep irradiation. The spontansous 
fluctuations that occurred in cases without treatment 
were often remarkable: thus vision might be sud- 
denly lost and later restored. We did not know the 
underlying causes of such fluctuations; they might 
be due to the formation and resorption of cysts. 
In the irradiation of gliomas we had perhaps better 
opportunities for criticism and evaluation of the 
results, The results obtained in medulloblastomas 
had been of the greatest value, but he had been 
unfavourably impressed by the results in other types 
of glioma, 

Dr. J. Purpon Martin thought it unfortunate 
that so few figures had been collected for the results 
of irradiation of these tumours in this country. Dr. 
Orley’s figures had been derived largely from abroad. 
In his experience this form of therapy had _ been 
successful in treating pituitary adenomata of mixed 
type, and it was entitled to more extensive trials, 

Mr. JEFFERSON had found that the cell type under- 
went little change in irradiation and we were therefore 
profoundly ignorant of the reasons why some cases 
responded well to this kind of treatment. He dis- 
agreed with Dr. Orley’s suggestion that irradiation 
should be directed to pituitary tumours in what he 
had called the endocrine phase, relegating the 
tumoral phase to the surgeon. In his view the patient 
who: reached the tumoral phase usually died after 
surgical intervention ; the best chance at this stage 
therefore lay in irradiation. As a postoperative 
line of treatment he supported irradiation whole- 
heartedly. 


SECTION OF THERAPEUTICS AND 
PHARMACOLOGY 


AT a meeting on March 14, with the president, 
Dr. J. W. TREVAN, in the chair, a discussion was 
held on 

Vitamin E 

Prof. J. C. DRUMMOND summarised the present 
position of knowledge about the physiology of this 
vitamin. The discoverers of the vitamin had shown 
that it caused a failure of pregnancy in the female 
rat and degeneration of the spermatozoa in the 
testicle of the male rat. They had thought the 
effect on gestation was due to a failure of placental 
circulation. Recent work suggested a close relation- 
ship between vitamin E and the function of the 
anterior pituitary. Vitamin E did not seem to exert 
any direct gonadotropic effect but in vitamin-E 
deficiency the anterior pituitary, particularly in male 
animals, had an appreciably ‘increased gonadotropic 
action. The general picture of vitamin-l deficiency 
suggested a hormone imbalance and this had tenta- 
tively been attributed to a dominant action of an 
cestrin-like factor. Such a hypothesis was in keeping 
with some of the facts but was not supported by 
other observations. In particular the testicular 
degeneration characteristic of vitamin-l) deficiency 
differed significantly from that produced by injec- 
tions of cestrone. So far, said Prof. Drummond, no 
success had been obtained in any attempt to prevent 
the typical castration-resorption in does or to cure the 
typical degeneration of spermatogenic tissue in males 
by the administration of pituitary extracts or 
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hormone preparations. He concluded that no simple 
relationship existed between the anterior pituitary 
and vitamin E. 

Mr. A. L. BacHaracs# discussed the difficulties 
involved in the biological assay of vitamin E. He 
emphasised that though vitamin E seemed to be 
essential for normal pregnancy in the rat, depriva- 
tion of the vitamin was without effect on gestation in 
the goat. It was not safe therefore to argue directly 
from one species to another as far as vitamin-E needs 
were concerned. He had found that 100 per cent. 
gestation-resorption occurred in rats fed exclusively 
from the time of weaning on an E-deficient diet. If 
such animals were given vitamin E in graded doses 
during pregnancy the percentage of live litters seemed 
to be a function of the dose employed. A rat which 
owing to deficiency of the vitamin had had one 
resorption of pregnancy showed greater resistance to 
the implantation of a further ovum than its virgin 
sisters and its response to vitamin-E therapy was also 
reduced. In testicular degeneration, mildly damaged 
testes were only repaired when extremely big doses of 
vitamin E were given, while severely damaged testes 
did not respond at all. 

Miss M. M. O. BARRIE stated that a partial lack of 
vitamin E was probably worse than a complete lack, 
since it resulted in pathological pregnancies while: a 
complete lack led only to a failed pregnancy. Partial 
deficiency might have three results: (1) a toxemia 
of pregnancy, (2) prolonged gestation, (3) production 
of E-deficient milk. Miss Barrie said that rats fed 
on an E-deficient diet and then given vitamin E after 
mating developed muscular dystrophy and bleeding 
from nose and rectum, At autopsy gross lesions 
were found in both liver and kidney, associated with 
pigmentation of the uterus. When the deficiency was 
mild the rats might deliver a normal litter, but about 
18 days after birth the young began to show signs of 
E-deficiency. This deficiency she attributed to lack of 
the vitamin in the mothers’ milk, because if the young 
were raised by a normal foster-mother they remained 
well, while the htter of a normal mother suckled by 
an E-deficient rat developed signs of E-deficiency. In 
Miss Barrie’s view the close similarity in appearance 
of the hypophysectomised rat and the E-deficient 
rat suggested a close relationship between the vitamin 
and the anterior lobe of the pituitary. She hoped 
that vitamin-E therapy might prove to be of clinical 
value in women subject to habitual abortion and in 
those with toxemia of pregnancy or deficient 
lactation. 

Prof. F. J. BROWNE said that published reports 
suggested that treatment by vitamin E of habitual 
abortion in women resulted in the birth of a living 
child at term in 75 per cent. of cases. He himself 
was unconvinced by such results, since equally satis- 
factory findings were reported from the use of 
extremely varied therapy—for instance, progesterone, 
vitamin C, weekly injections of small amounts of 
serum from pregnant women, and cold baths. He 
described 18 cases of habitual abortion which had 
been treated at University College Hospital; 8 cases 
were given progestin, 3 vitamin E and 7 good advice, 
2 of the latter being admitted to hospital. The 
7 control cases all had living healthy children at 
term. Prof. Browne urged the need of greater 
caution in interpreting the results of vitamin-E 
therapy in women in the absence of adequate controls. 

Mr. F. BERGEL, Ph.D., emphasised the importance 
of using stable preparations of vitamin E for clinical 
trial. 

Prof. DRUMMOND, in reply, said that Prof. Browne’s 
findings suggested that in humans the process of 
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‘normal pregnancy, like that in the goat and unlike 
that in the rat, may not be dependent upon vitamin E. 
He reminded the meeting that the diet of the poorer 
people in this country is extremely deficient in 
vitamin E. 


HUNTERIAN SOCIETY 


AT a meeting of this society on March 20, with 
Mr. A. C. MCALLISTER, the president, in the chair, 
a discussion on 


Misleading Leading Symptoms 


was opened by Lord HORDER. He said that the 
predominant misleading leading symptom was pain. 
A symptom might be local but the disease which 
produced it general. A local symptom of typhoid 
might be an intense neuralgia relating to some 
division of the fifth nerve and suggesting an acute 
sinusitis, In poliomyelitis retention of urine and 
gin in the back might be the presenting symptoms, 
A symptom that had several times threatened to 
distract his attention from the true position was 
the “cardiac shock” which replaced the rigor in 
certain acute diseases. Pneumonia, especially in 
elderly people, might start without shivering, and the 
physician might not think of taking the temperature, 
or the temperature might be equivocal. The picture 
was like that of a cardiac attack, with cyanosis, a 
poor pulse, and the features of an acute ventricular 
insufficiency. Conversely, a local disease process 
might produce general disease symptoms. In an 
adult a small patch of erysipelas or of streptococcal 
dermatitis, or an early cellulitis with slight lymphan- 
gitis, might be present in a patient who was brought 
to the physician for headache, delirium and high 
fever with a request to perform lumbar puncture. 
The symptoms were not due to meningitis but to the 
other focus of infection. The practitioner was some- 
times misled by severe anginal or lower sternal pain 
in gall-bladder disease. The patient might, however, 
be suffering from both diseases, Anginal symptoms 
might indicate diaphragmatic pleurisy. Some patients 
with a duodenal ulcer presented all the classical 
symptoms and the diagnosis was confirmed by radio- 
logy or surgery, although the pain and tenderness 
were left-sided. 

Functional disorders, Lord Horder went on, some- 
times simulated organic trouble. Migraine with 
hemianopia, aphasia, anesthesia, paresis, and ophthal- 
moplegia might occur in a patient suspected of 
organic disease. In a patient with hyperpiesis and 
a certain amount of arteriosclerosis who was not yet 
old enough to have emerged from the migrainous 
state the symptoms were very misleading. Many 
cases of strabismus and some of diplopia were merely 
due to excessive fatigue, although these symptoms 
might linger for some time. A patient might have 
very intense headache with slight mental confusion, 
slight pyrexia, and a stiffness of the neck suggesting 
mild meningitis, after a long and exacting motor 
drive under bad conditions. Such patients some- 
times had a suspicion of disseminated sclerosis 
attached to them for years on that evidence alone. 
The angioneurotic patient might be suspected of 
organic disease, and it was the fashion now to look 
for an underlying inflammatory trouble. Epilepsy 
might be missed in a patient who complained of 
flatulence and attributed ‘“‘nerve storms” to it: 
in other words, the aura of epilepsy was a misleading 
symptom. Very many anginoid patients said that 
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their pain disappeared when they got rid of wind ; 
this association was synchronous rather than causal. 
The crises of tabes were apt to be misleading. Some 
hematurias did not connote stone, neoplasm or a 
renal lesion. 
nephritis who was getting on in years and had been 
taking hexamine for rather longer than was advisable 
might sometimes show hematuria, and it was not 
always realised that hematuria was quite common 
in acute pyelitis. Anuria when the patient was 
vomiting or suffering from diarrhoea might be mis- 
leading, and so might the pain which preceded the 
rash in herpes. Lord Horder still saw, he said, the 
shiny red foot or hand of acute gout with incisions 
in it, which did not heal well even on the Prontosil 
which some physicians tried. Epileptiform attacks 
might occur in hard drinkers, and true epilepsy 
might begin late in life without syphilis. The enlarge- 
ment or ptosis of an organ, such as the spleen or liver, 
might cause puzzling symptoms. 

Mr. W. H. OcGitvie declared that misleading 
symptoms could only be misleading to one who was 
able to be misled. ‘‘ Leading’? conveyed the idee 
of motion, and surgeons were more likely to be 
misled than physicians because they were more likely 
to do something. A policy of masterly inactivity 
was an absolute safeguard against ‘‘ misduction.” 
Pain could not be analysed and was capable of limit- 
less misinterpretation by the patient and the practi- 
tioner. Its real severity might bear little relation 
to the patient’s account of it, and depended on 
the age, sex, courage and general background of the 
patient. Each physician must construct his own 
scale of values from his personal experience. The 
most severe pain was that of perforated duodenal 
ulcer, closely followed by that of coronary disease, 
which might mimic a surgical emergency. Next 
came gall-stone colic, slightly behind it renal colic, 
and then acute pancreatitis; much later came the 
pain of appendicitis and intestinal colic. A good 
malingerer could describe and mimic the pain of 
perforation, and spurious or imaginary pains were 
more likely to mislead when they were associated 
with a real organic lesion. 

The practitioner must decide not only what disease 
the patient had but what he was suffering from. 
An expensive medical education rather predisposed 
to mistakes, and clinical experience was the only 
safeguard. The specialist would detect the slightest 
abnormality in the organ or system of his own 
particular study, but could swallow a whole camel 
of coincident general disturbances. The vomiting, 
distension and constipation typical of colonic carci- 
noma were often seen with uremia. The vomiting 
of large quantities of blood, usually an indication 
of organic disease, was frequently practised by 
hysterics and malingerers. He had been led astray 
by pigmentation that was not due to residual jaundice 
but to Asiatic extraction. Symptoms should not lead 
the physician, but came to him to be put in their 
proper place. When they had been marshalled and 
assessed the physician would often find that the 
most noisy symptom was not necessarily the leader. 
The medical profession would be very foolish to 
abandon the system of clinical training which 
prevailed in this country and which had been founded 
by Sydenham and Boerhaave. Mr. Ogilvie said he 
had suffered throughout his life from a complete 
ignorance of psychology. Students should be taught 
the working of the normal mind as part of their 
ordinary physiological training, and should later 
be given enough psychological instruction to show 
them how the normal mind reacted to the stress of 
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circumstance and modified the signs and symptoms 
of disease. 


DISCUSSION 


Dr. F. M. R. WALSHE said that there were no 
misleading symptoms, only symptoms that the 
doctor failed to interpret. One reason for such 
failure might be the natural tendency to accept 
a patient’s description as bearing some relation to 
reality. The ‘headache’ and “giddiness” most 
often described to the neurologist should be taken 
to mean nothing at all until the exact meaning that 
the patient attached to those words had been elicited. 
Giddiness might mean unsteadiness due to tabes or 
rotary vertigo from labyrinthine disease, or might 
merely be a figure of speech in a psychoneurotic. 
Out of ten neurological patients complaining of 
headache, there might not be two with the same 
physical basis for it. Interpretation could only 


be reliably made after observation of the entire 
constellation of symptoms. If clinical medicine 
could only be learned at the bedside, he asked, 


how could psychology, a much more complex subject, 
be taught to an adolescent medical student out of 
books ? The understanding of the minds of one’s 
fellow-men could only be gained in the battle of life. 
To add more precise psychological study to the 
medical curriculum would be a completely futile 
last straw on the back of the wretched camel. 

Dr. GEORGE Rippoc# spoke of the difficulty of 
estimating the patient’s normality, capabilities and 
intelligence in a comparatively brief interview. 
The physician might also be misled by statements 
of relatives and friends, Especially dangerous were 
symptoms on the borderline between physical and 
psychological interpretation. In a case of head 
injury symptoms which appeared to be psycho- 
neurotic—e.g., pain and discomfort in the head— 
were sometimes laid aside in that category and 
proved later to have an organic basis. Defects of 
memory and difficulty in concentration might be the 
result of disturbances which would lead in time to 
permanent disability. Pain might be absent in a 
neurological condition where it should be present, 
such as cerebral tumour; and elation or depression 
with delusions might be absent in an early general 
paralytic, General paralysis might develop insidiously 
under the appearance of neurasthenia. 

Mr. L. E. C. NORBURY spoke of a patient whose 
baffling symptoms of pain had been produced by a 
series of misguided operations, Some patients could 
produce symptoms at will—e.g., those of dislocated 
ankle—and capitalised them round the hospitals, 

Mr. ©. P. G. WAKELEY gave a warning against 
failure to put to the patient questions which appeared 
irrelevant. A diagnosis was sometimes missed 
because of a negative report from the radiologist. 
Diagnosis tended to be made in a department rather 
than on clinical evidence, and there was today a Jack 
of clinical observation. 

Mr. W. D. DÒHERTY complained of the tendency 
to send patients to a specialist because the leading 
symptom seemed to fall within his specialty, when 
the real condition was not one for that specialist at 
all, Many infant boys were circumcised because they 
appeared to cry whenever they passed water, In 
his opinion these children often only passed water 
as a mechanical result of screaming due to some other 
cause of pain. | 

Dr. F. Howarp HuMPuHRIS told how he had once 
mistaken a diabetic coma for alcoholic stupor, and 
deduced from the experience the precept always to 
test the urine. 
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Dr. ALASTAIR McGREGOR mentioned a case in 
which a tapeworm had caused glycosuria on which 
diabetes had been diagnosed. 

Mr. H. L. ATTWATER recalled the case of a woman 
in whom a subacute congestion of the bladder leading 
to the single symptom of frequency had been due 


to a local smouldering inflammation of the right 


fallopian tube. 

Mr. A. E. Mortimer Wootr thought that the 
semi-fraudulent patient was more baffling than the 
malingerer, and instanced a girl who had repeatedly 
appeared with pins in the intestinal tract. The most 
misleading symptoms were common symptoms that 
had unusual bearing. Hematuria might be caused 
in children by eating peardrops, which were flavoured 
by certain acetanilides. 

Dr. G. L. ATTWATER spoke of a mysterious pyrexia 
in a nurse whose integrity was undoubted ; she had 
a bowed shoulder and a hunched back and complained 


of pain on the right side, but there was no tenderness 
or tumour and the urine was normal. 

Dr. F. A. RicHarps discussed the vagaries of 
amenorrhea, and mentioned that pregnancy might 
be overlooked in an obese patient. 

Mr. A. Dickson WRIGHT drew attention to the 
danger of regarding as fraudulent or neurotic patients 
who really had an organic disease, and gave as an 
example a case of malignant disease dismissed as 
pseudocyesis. Lesions in the feet or hands of patients 
suffering from arterial disease were sometimes 
mistaken for whitlows and incised. 

Dr. W. H. F. OXLEY, proposing a vote of thanks 
to the openers, said that more careful search for 
physical signs would prevent some mistakes.—Mr. 
D. C. Norris, seconding the motion, stressed the 
value of taking an all-round view of patients, and 
gave an example of confusion between symptoms of 
appendicitis and of pneumonia. 


REVIEWS AND NOTICES OF BOOKS 


The Social Function of Science 


By J. D. BERNAL, F.R.S., professor of physics in the - 


University of London, at Birkbeck College, London: 

George Routledge and Sons. 1939. Pp. 482. 12s. 6d. 

In this fully documented and closely written 
treatise, supplemented with notes and appendices, 
Prof. Bernal surveys science in the past, present and 
future. The frustrated scientist speaks his mind, 
and to those who complacently think and speak of 
scientific progress as one of the outstanding merits 
of the age his representations will be something of a 
shock. In his view the teaching of science at school 
is deplorable: ‘‘ physics and chemistry, as required 
for university entrance examinations or school 
certificate, has been worked into one of the most 
repulsive routines imaginable.” Their curricula 
contain nothing concerning twentieth-century dis- 
coveries. At the university things are hardly better 
and the lecture system in particular is condemned. 
The conditions and character of research work done 
in university, government and industrial depart- 
ments is examined at length and its parsimonious 
backing, lack of coérdination and often desultory 
character are frankly exposed. It certainly reflects 
poorly on the present state of our civilisation that 
the annual grant to the Medical Research Council is 
only £195,000 (1938) in comparison with £204,000 
for the Chemical Warfare (Defence) Department. 
Nor is it encouraging to find that we lag behind other 
and poorer countries in our expenditure on research. 
Bernal concludes that relative to its wealth and 
importance in world affairs, England spends very 
little on science and makes less of its potential 
scientists than do any of the other great powers. 
This and other equally formidable charges are 
supported by facts and figures. 

In view of our fine tradition and opportunities the 
time has clearly come when we should review the 
situation and decide upon our future policy. And 
here there is little doubt that those who like to keep 
science and politics in watertight compartments will 
jib at many of the suggested remedies. Punda- 
mentally the reform must come through improved 
education combined with greater support from the 
state. Such education should cater also for the man 
in the street who, with better and fuller newspaper 
reports and popular expositions of scientific matters, 
perhaps including televised experiments, would take 
a greater interest in science and appreciate more 
fully and intelligently the part it plays in his daily 


life. . In short a real understanding of science should 
become a part of the common life of our times. 

Bernal makes many practical suggestions for the 
more effective running of laboratories and the recruit- 
ing and training of workers in all lines of research, and 
he emphasises the desirability of forming a greater 
number of institutes where specified lines of research 
may be pursued by teams of suitably qualified 
workers. The function of scientific periodicals is also 
examined and the view expressed that we are within 
measurable distance of suffocation by the volume of 
matter published—®@n event only to be avoided by 
abolition of nearly all existing journals and rationalisa- 
tion of scientific intercommunication. The pursuit of 
science along Bernal’s lines might well create a world 
both brave and new, and his utopia has an appearance 
of practicability as well as an absence of priggishness. 
Any prospect of immediate achievement is however 
seriously handicapped by the present epidemic of 
nationalism which, in more ways than one, threatens 
a severe setback to scientific progress. l 

This review mentions only a few of many interesting 
sections of this book, and all who have the welfare 
of civilisation at heart are advised to give it ‘their 
serious and unprejudiced consideration. 


Ker’s Manual of Fevers 

(4th ed.) Revised by FRANK L. KER, M.B. Edin., 

senior assistant and deputy medical superintendent, 

Little Bromwich Hospital, Birmingham. London : 

Humphrey Milford, Oxford University Press. 

1939. Pp. 354. 12s. 6d. 

THE preparation of the fourth edition of the late 
Claude Ker’s Manual of Fevers has been undertaken 
by his son, Dr. Frank L. Ker. Eleven years have 
passed since the last edition, edited by Dr. Claude 
Rundle, appeared and Dr. Ker says that while the 
greater part of the text remains unaltered advances 
in the bacteriology and treatment of the infectious 
diseases have necessitated considerable revisions and 
additions to these sections. Claude Ker’s clinical 
descriptions of the common fevers are among the best 
we know and it is well that in the main they have been 
left untouched. Unfortunately however the reviser, 
in a laudable attempt to preserve as much as possible 
of his distinguished father’s work, has retained a good 
deal that is obsolete and has omitted much new 
work. The Paschen bodies, now recognised as the 
virus of smallpox and vaccinia, and the analogous 
elementary bodies to be found in the vesicles of 
chickenpox, are not mentioned. The arguments 
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against the connexion between chickenpox and 
herpes zoster are enumerated, but nothing is said of 
the almost conclusive evidence that has accumulated 
in favour of an identical virus. Vaccination by 
scarification, here described, has been officially 
deprecated for ten years; indeed the whole section 
on vaccination requires rewriting. There is nothing 
about postvaccinal encephalitis or, for that matter, 
about measles encephalitis, Few will agree with the 
advice to regard 24,000 units of antitoxin as the 
maximum single dose to be reserved for the serious 
case of diphtheria; nor is the aggregation of unitage 
by daily doses in accord with most modern teaching. 
The subcutaneous route of injection has long been 
discarded by fever-hospital clinicians, We find no 
reference to accessory glucose therapy, which is 
generally employed in fever hospitals for the toxic 
case of diphtheria. Weekly injections of diphtheria 
prophylactics are not now recommended; wider 
spacing of the doses is almost universal. The 
Moloney test for sensitivity to toxoid might have been 
included with advantage. If we appear to emphasise 
the defects of the section on diphtheria it is because 
we share the anxiety felt by all those concerned with 
public health in this country that prophylactic 
measures against this preventable disease should be 
encouraged and that meanwhile the knowledge gained 
about its treatment should be widely disseminated. 
In spite of these criticisms of points of detail, Ker’s 
Manual of Fevers maintains its position as one of the 
best of the smaller books for students. The format 
and type are pleasing. The text is illustrated by 
clear charts, but the photographic reproductions of 
the exanthemata, as is usually,the case, are only 
moderately instructive. We wish the book, under its 
new editor, the popularity it has always enjoyed. 


Clinical Laboratory Methods and Diagnosis 
(2nd ed.) By R. B. H. GRaADWOHL, M.D., director 
of the Gradwohl Laboratories, St. Louis. London : 
Henry Kimpton. 1938. Pp. 1607. 50s. 

Tus big volume covers every examination likely 
to be required in a laboratory or a clinic, whether it 
is a matter of bacteriology, serology, hematology, 
or biochemistry. On the whole the work is well 
done, the descriptions being clear and accurate, but 
obviously such a wide ground could not be covered 
by a single person and the author must have drawn 
on the experience of others. This is apparent in the 
text, which in many places has a curious impersonal 
tone. Thus in the section on the stomach the 
description of the test-meals is accurate but reads 
rather like an extract from a railway timetable. 
Two different ghosts must have written this section 
without consulting each other, for on p. 582 ghost 
No. 1 writes that in carcinoma of the stomach there is 
no free hydrochloric acid at any time, whereas on 
the next page ghost No. 2 remarks that in the same 
condition free hydrochloric acid is present in amounts 
varying from low to abnormally high values in 
practically 50 per cent. of cases. Such things tend 
to shake the confidence of the critical reader. It 
may be that this omnibus type of volume is less 
satisfactory than a series of books written by men 
who are working at the various benches. 


St. Thomas’s Hospital Reports 
(Second series, vol. 3.) Edited by Prof. O. L. V. S. 
DE WESSELOW and C. MAX PAGE, F.R.C.S. London: 
St. Thomas’s Hospital. 1938. Pp. 240. 10s. 
Since the St. Thomas’s Hospital Reports were 
reconstructed three years ago, they have contained 
a large number of original papers, many of considerable 


e 


value. The present volume maintains and even 
improves upon the high standard previously set. 
The range of the contents is very wide—from 
psychiatry to ophthalmology, from physiology to 
venereal diseases—but the bulk of the papers deal 
with problems of internal medicine. Prof. de Wesselow 
and W. A. R. Thomson find that in Addison’s disease 
a fall in serum sodium has a closer correlation with 
symptoms than a rise in serum potassium. ‘They also 
record cdema following overdosage with sodium 
chloride, and they have obtained good results from 
a low-potassium diet combined with sodium chloride 
and citrate. W. I. Card reviews fully the question of 
gastritis from the functional, histological, clinical and 
gastroscopical aspects ; he makes a-good case for the 
inclusion of gastritis among our common medical 
diagnoses. Buzzard, Richardson and Turner review 
the progress of 116 cases of ulcerative colitis. ‘They 
find psychological make-up an important factor in 
prognosis. Simple medical treatment appears to give 
the best results, but when it fails, a transverse 
colostomy is often of great value. D. P. King provides 
evidence that the Gordon test for lymphadenoma 
depends not on a virus but on the number of eosinophil 
cells in the inoculated material. Leucocyte creams 
rich in eosinophils from non-lymphadenomatous 
sources give uniformly positive results. Bourdillon, 
Cargill, Cosh and Miles confirm the common occur- 
rence of a mild normocytic anemia in pregnancy. 
Jones and Taylor find vitamin preparations of no 
curative or prophylactic value in acute rheumatism. 
W. H. de B. Hubert reviews the scope of the new 
psychiatric children’s clinic at St. Thomas’s, and 
stresses the value of juvenile treatment and prophy- 
laxis, in contradistinction to the bad outlook in 
much adult neurotic material. 

On the surgical side, the outstanding paper is a 
review by N. R. Barrett of putrid lung abscess. The 
importance of recent anatomical work, especially on 
the bronchopulmonary segments, is emphasised. 
Unfortunately, although nearly forty authors are 
mentioned in the text of this article, there is no 
bibliography. The bibliographies of most of the 
other articles are excellent. R. H. O. B. Robinson 
writes on ureteric calculus, G. Perkins on ununited 
fractures, P. G. Doyne on lacrimal obstruction, and 
H. Ridley on treatment of the detached retina. These 
four articles are honest textbook stuff, of great value 
to those who need to refresh their memories. Fergusson 
and Durbin survey the results of the treatment of 
146 cases of fractured patella; their conclusions 
differ little from previous findings. Among other 
articles may be mentioned the late Prof. Dudgeon’s 
complete story of an early X-ray carcinoma, Prof. 
B. A. McSwiney’s account of afferent fibres from the 
abdominal viscera, and J. Wyatt’s discussion of the 
hemolytic streptococcus in relation to puerperal 
sepsis. The volume closes with 22 abstracts and a 
complete list of recent papers by St. Thomas’s men. 
The paper, printing and binding are excellent. 

At times one wonders precisely for whom hospital 
reports are intended. . Their breadth of scope and 
limited circulation make them unsuitable for rigid 
specialist studies. Yet the present volume of the 


St. Thomas’s reports contains some excellent original 
work, Its authors were prepared to lose a little glory 
in order to tell the world what St. Thomas’s is doing. 


Reports are in fact an index of the quality and quantity 
of work and thought going on in their parent hospital. 
In addition, they should form an intellectual link 
between the hospital and its scattered flock. Judged br 
both these criteria, volume 3 of the new St. Thomas’s 
Hospital Reports must be regarded as a success. 
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STATE AID FOR CANCER RESEARCH 


THE peers. taking part in the debate on the 
second reading of the Cancer Bill in the House of 
Lords, which centred on an amendment moved 
by Lord BALFOUR or BURLEIGH regretting that no 
provision was made for increased research, showed 
an encouraging appreciation of separate issues— 
the need for more general application of current 
knowledge and the need for adding to that know- 
ledge. The bill is concerned entirely with the first 
of these, except in so far as clinical records and 
their statistical analysis will provide guidance in 
the choice between methods of treatment. The 
chief remediable defect in our present system, or 
lack of system, of combating cancer, in the light of 
existing knowledge, is delay—in seeking diagnosis, 
in making diagnosis and in securing prompt treat- 
ment. It is hoped to eliminate or at least to 
reduce this dangerous waste of time at each stage 
by the establishment of over 300 local consultation 
centres and some dozen new treatment centres in 
areas now without them. About 1000 additional 
beds will be needed and these are to be attached 
to existing hospitals in order to avoid the stigma 
which might adhere to special “cancer ” clinics. 

The modern unit for treating cancer consists of 
a team of skilled workers who collaborate in the 
study of each case and decide which of the avail- 
able methods—surgery, X rays and radium—or 
what combination of methods should be used. As 
Lord Dawson pointed out, there is no difficulty in 
finding good surgeons but there is a dearth of 
skilled radiotherapists, and the number of men 
seeking training and experience is much too small 
to meet the future demand. The risk of taking 
up this specialised work is that radiotherapy may 
be replaced by some other form of treatment for 
malignant disease ; but there is probably enough 
evidence that it is in an actively developing rather 
than a regressing phase to overcome this objection. 
A much more potent deterrent is the lack of good 
prospects now; when the posts advertised offer 
adequate remuneration and a hospital status equal 
to that of other members of the team there will be 
no shortage of candidates. The position of the 
radiotherapist must be assured if he is to exert a 
proper influence on the decisions made ; surgeons 
have long been used to undivided responsibility 
for the treatment of cancer and are not always 
easily persuaded to change their practice in 
deference to his views. The ideal team should 
consist, as Lord DoNoUGHMORE said in describing 
the organisation already established in some 
centres, of “ equals all equally concerned.” 

None of the clauses of the bill were criticised 
and there was a general desire that it should speedily 
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become law. But while all the speakers loyally 
entered into the spirit of optimism that the bill is 
designed to engender, and emphasised successes 
rather than failures in treatment, there was obvious 
concern lest a too complacent attitude had been 
adopted. Lord BALFOUR oF BURLEIGH made an 
eloquent plea for state subsidy of research—‘‘ an 
investment which may result in great economy ”— 
and this was warmly supported by every speaker 
who followed him. The balance between know- 
ledge and ignorance df cancer is still so over- 
whelmingly on the debit side that the expenditure 
of some £700,000 a year (more than three times the 
total amount of the annual grant to the Medical 
Research Council) on diagnosis and treatment 
without any corresponding allocation for research 
could hardly escape criticism. Broadly speaking, 
we do not know enough about the causation of 
cancer to be able to prevent it; and if more than 
half the “early” cases of cancer in accessible 
sites presenting themselves at a centre are alive 
5 years afterwards we regard this as a creditable 
achievement. Lord BALFOUR oF BURLEIGH did 
not detail the type of research unit that the 
Medical Research Council, over which he presides, 
have in mind, but he estimated the cost at some 
thing like £30,000 a year for 10 or 15 years; and 
he hinted that besides fundamental research into 
causation the council might undertake the study 
of new methods of treatment, including neutrons. 
The gist of the message conveyed by the debate 
was that while applying what we know we must 
redouble attempts to learn more, and that the 
state should support both these efforts. In the 
end Lord STANHOPE, while unable to commit 
the Government, said how greatly he had been 
impressed by the support which the amendment 
had received from every quarter of the House, 
and undertook to convey to the Chancellor of the 
Exchequer the desire that further provision for 
research should be made. In view of this under- 
taking the amendment was withdrawn, and the 
bill was read a second tithe. 

The tone and outcome of this debate, which 
was maintained throughout at a high level, will 
bring satisfaction to those interested in medical 
and indeed in all branches of applied science. It 
indicates a surprisingly wide acceptance by our 
legislators of the view, held by all scientific 
workers, that success in administrative action 
directed towards problems of health is not 
primarily determined by the size of the organisa- 
tion or of the money available, but by greater 
knowledge of the disease to be combated and of 
the weapons in the service of the doctors. 


M. & B. 693 IN THE U.S.A. 


EVERYONE concerned with the treatment of 
pneumonia has awaited with interest the impact 
of M. & B. 693 on therapeutic practice in the 
United States. Pneumonia has for many years 
been investigated more thoroughly and on a 
larger scale in that country than anywhere else, 
and until last year almost every advance in its 
study and treatment has been due to the efforts 
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of American workers. Their most notable achieve- 
ment has been the progressive perfection of serum 
treatment, and the sudden advent of a chemothera- 
peutic alternative creates a situation for which 
there is certainly no exact parallel in the annals 
of specific therapy. 

The first records of American opinion and 
experience of this drug are now appearing in print, 
and they contrast strangely with what has been 
written about it in this country. We referred on 
March 4 to E. K. Marswatr’s report on its 
absorption and toxicity, and his scathing remarks 
on the inadequacy of its pharmacological study. 
An even more downright protest in more general 
terms has now appeared under the formidable 
names of Buttowséa, PLUMMER and MAXWELL 
Frvuanp.1 They think that the clinical reports 
hitherto published are “grossly inadequate for 
any evaluation,” they deplore the indiscriminate 
use of the drug—which is apparently receiving 
much publicity in the lay press and by radio—and 
they conclude by urging that serum’ treatment 
should be used as before, “ until those in a position 
to undertake carefully controlled observations 
have had an opportunity to ascertain the value 
of this drug and its limitations, and are prepared 
to present properly documented results in significant 
numbers of cases.” This is the attitude taken by 
Dr. THOMAS ANDERSON in our correspondence 
columns on Feb. 25, and if anything in the 
editorial article he then criticised had belittled 
the need for the more intensive and critical study 
which is now in progress in the U.S.A., we should 
have to admit that his protest was justified. 

The same note of reserve and caution, which many 
workers here will think unnecessarily discouraging, 
pervades a report of the council on pharmacy and 
chemistry of the American Medical Association,” 
which has now adopted the name “‘sulfapyridine ” 
as a non-proprietary name for the remedy. (It 
will be remembered that this council proposed 
the name ‘‘sulphanilamide’’ for p-aminobenzene- 
sulphonamide and that this country at once 
accepted it; but ‘‘sulfapyridine ” does not seem 
quite so happily descriptive a choice, nor is there 
a need for it such as was created by the enormous 
diversity of proprietary names invented for 
sulphanilamide.) The report itself is written by 
Perrin H. Lone and he records observations of 
his own as well as adjudicating on those of others. 
He has confirmed the efficacy of the drug in experi- 
mental streptococcal, pneumococcal, staphylococcal 
and meningococcal infections in mice, and adds 
that it is also effective against Friedlinder’s bacillus 
and Clostridium welchit. He refers to MARSHALL’S 
work on its incomplete absorption, and he has 
himself noted that it is “ irregularly absorbed in 
man and animals and in comparison with sulfanil- 
amide is also more slowly and definitely less well 
absorbed.” In discussing the treatment of 
pneumonia, the only conclusion reached is that 
until further evidence has been obtained, the use 
of serum should not be abandoned. One minor 
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1. Bullowa, J. G. M., Plummer, N., and Finland, M., J. Amer. 
med. Ass. Feb. 11, 1939, p. 570. 
2. Ibid, p. 538. 
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but interesting point is that the alleged immunity 
to reinfection of mice infected with pneumococci 
and successfully treated with the drug is denied. 
This finding is perhaps consonant with the now 
familiar ` clinical observation that, unless the 
treatment is continued for a week, pneumonia is 
apt to recur. From these and other considerations 
it is concluded that the general use of the drug is 
not yet warranted, and that it should only be 
employed by those in a position critically to 
evaluate it. 

As a set-off to these somewhat severe pronounce- 
ments, the same journal contains two clinical 
reports which, though: guarded, are generally 
favourable. BARNETT and his colleagues * describe 
the treatment of 14 cases of pneumonia and 9 of 
miscellaneous conditions, all in children; they 
made numerous estimations of the concentration 
of the drug in the blood, and found that this could 
be maintained by giving a 2 per cent. solution of 
its sodium salt per rectum, a proceeding which 
may obviate the nausea and vomiting often 
produced. FLIPPIN and his associates 4 treated 100 
cases of pneumonia with only 4 deaths, 3 of which 
were in type III infections; of 8 patients shown 
to have bacteremia only 1 died. They also 
estimated the concentration of the drug in the 
blood, and found exceedingly wide variations, 
evidently due to varying rates of absorption. 
Contrary to expectation, the therapeutic effect 
was as good in patients with a blood concentration 
of under 3 mg. per 100 c.cm. as in those in whom 
it lay between 10 and 18 mg. This is quite at 
variance with what would be expected by analogy 
with sulphanilamide treatment, and whatever the 
explanation of this observation it illustrates the 
need for the further controlled study on which 
American authors are now insisting. The facilities 
for this study, especially in connexion with 
pneumonia, are immensely superior in the United 
States to any that exist here; and just as their 
results with serum have been far more significant 
than any obtained elsewhere so no doubt in time 
will those of their trials of M. & B. 693. American 
criticism of the investigations so far reported in 
this country seems to us excessive ; but all will a 
that much remains to be done in studying the 
action of the drug, and we can only be glad that 
the vast organisations and unrivalled experience 
available in the United States should now be 
taking this task in hand. 


FIFTY YEARS OF LONDON GOVERNMENT 


THE jubilee of the London County Council is 
worthily commemorated by the publication of a 
history,’ written at the instance of the council 
by Sir Gwitym GIBBON and Mr. Reainatp W. 
BELL, of what our greatest local-zovernment 
authority has done in the 50 eventful years that 
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have gone by since Lord RosEBERY presided over 
its first meeting on March 21, 1889. The authors 
provide a penetrating analysis of the difficulties 
and complexities of local administration and of 
the important tendencies of its modern develop- 
ment in England. One is the gradual merging of 
ad-hoc bodies in a central directly elected authority. 
When the London County Council was constituted, 
the school board was the local authority in London 
for elementary education, hospitals for infectious 
diseases were provided by the Metropolitan 
Asylums Board, and public assistance was admini- 
stered by the boards of guardians. By a series of 
statutes passed between 1903 and 1929 these 
bodies were abolished and their powers and duties 
transferred to the London County Council. These 
administrative changes, and further developments 
initiated by additional legislation, greatly increased 
the diversity of the functions fulfilled by the 
council. As the successor of the Metropolitan 
Board of Works—a body now remembered chiefly 
for the malpractices of a few of its members and 
officers, and not for the benefits it conferred upon 
Londoners by its street clearances, its provision 
of the Victoria, Albert, and Chelsea embankments, 
and other manifest improvements—the council 
was at first concerned only with environmental 
conditions, such as main drainage, highways, and 
building control. Now it administers important 
personal services: education, hospitals, mental 
services, the treatment of venereal diseases and 
tuberculosis, the welfare of the blind, midwifery 
services, and public assistance, including the 
medical care, institutional and domiciliary, of the 
indigent. The administration of these services 
now accounts for more than 70 per cent. of the 
council’s total expenditure. 

These wide extensions of function have necessi- 
tated corresponding increases of personnel. The 
total staff employed by the council, which in 1891 
was 3700, is now nearly 78,000. Of these, 18,400 
are matrons or nurses, 18,300 are teachers, 13,600 
are domestic staff, 11,200 are engaged in admini- 
strative, clerical or supervisory duties, and about 
the same number in engineering, operative, or 
repair work. The control of this enormous body 
of workers involves formidable problems of recruit- 
ment, promotion, management and discipline ; 
in dealing with these the council has evolved 
methods which, as the results of long practical 
experience, have achieved remarkable success. 

The increase in the council’s provision of medical 
services is chiefly due to the assumption, under the 
Education Act of 1903, of its duties as London’s 
education authority, and the transfer to it, under 
the Local Government Act, 1929, of the functions 
previously fulfilled by the boards of guardians. 
The council was one of the first of our education 
authorities to bring the doctor into the school. 
Under the guidance of its first school medical 
officer, Dr. JAMES KERR, the foremost British 
pioneer in school hygiene, the medical inspection 
of school-children was begun in London in 1905, 
two years before it became compulsory for the 
whole country. Great hygienic improvements 
were effected in the construction and ordering 
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of school premises, in educational methods, and 
in the condition of the children, and special pro- 
vision was made for children who physically 
or mentally are not up to normal standards. 
Medical treatment was provided on a rapidly 
increasing scale. There are now 8] treatment 
centres at which annually 140,000 children receive 
dental treatment, 13,500 treatment for ear, nose, 
and throat complaints, and 125,000 treatment for 
minor ailments. Every year 25,000 prescriptions 
for spectacles are issued. In this work 266 doctors 
give part-time service. Only those who were 
familiar with elementary schools at the beginning 
of the century can appreciate the vast changes 
that have since been made. An even greater 
extension of the council’s functions in providing © 
medical services was brought about by the Local 
Government Act, 1929, which transferred the 
powers and duties of the many London authorities 
administering the poor-law to the council. The 
separation of the care of the sick from that of. the 


‘able-bodied inmates of institutions was a formid- 


able task. No sudden or drastic changes were 
made, but the intention to provide first-class 
hospital treatment for the sick has been carried 
out methodically and with brilliant success. 
Since April, 1938, all the council’s hospitals— _ 
acute, chronic and special—have been administered 
under its public-health powers. Three million 
pounds have been spent on hospital improvements 
during the last 10 years. There are now some 
35,000 beds available in the general and special 
hospitals—apart from about the same number 
in mental hospitals—and a fleet of more than 
150 ambulances is in commission to serve them. 
Year by year there have been developments in the 
provision of pathological, specialised and con- 
sultant services, outpatient departments, con- 
valescent hospitals and maternity services. Of 
the council’s medical staff of 900, 400 are full- 
time hospital residents. Its hospitals play an 
increasing part in medical education; 16 general 
hospitals are affiliated to the undergraduate teach- 
ing schools, and the British Postgraduate Medical 
School is attached to Hammersmith Hospital. 
The mental-hospital service has expanded on the 
most modern lines in respect to classification, 
treatment, occupation and aftercare, and also 
provides educational facilities. | 

It is naturally in the developments of the public- 
health services of the council that the doctors 
of London will take special pride. They will 
reflect that the direction of the staff of a public- 
health department which numbers well over 
20,000 workers requires personal qualities of an 
exceptional kind in its chief officer, and that the 
council has been well served by its medical officers 
of health. In Sir SHIRLEY MURPHY, Sir WILLIAM 
Hamer, and Sir FREDERICK MEnziks it has had 
a succession of departmental chiefs whose work 
has won for them a world-wide reputation. It 
is in no small measure due to the council’s 
acumen in selecting officers for positions of onerous 
responsibility that Londoners are able to view 
with justifiable satisfaction the achievements of 
the last fifty years. 
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ANN OTATION S 


TWO CORTICAL HORMONES 


SoME time ago we alluded ! to the possibility that 
there might be two hormones, with different physio- 
logical activities, in extracts of suprarenal cortex. 
It appears that this is indeed the case, for Hartman 
and his co-workers? report that they can separate 
suprarenal extracts into two fractions. The first 
contains a factor, cortin, which will keep supra- 
renalectomised animals alive and well for many 
weeks, though their serum-sodiums remain exceedingly 
low; the second contains a factor that causes a 
retention of sodium chloride by the animals and raises 
the serum-sodium. This second factor apparently 
does not maintain life; and this is rather strange, 
since the administration of sodium salts has been 
shown to secure the survival of suprarenalectomised 
dogs over long periods.’ 

The separation of these two factors should be a very 
valuable step in the elucidation of the functions of 
the suprarenal gland. From the clinical point of 
view it is obvious that many of our difficulties in 
treatment may have been due to the fact that our 
extracts of the gland contained different amounts of 
the two hormones ; for although the sodium hormone 
seems not to be essential to the cat there may very 
well be species differences and it may be much more 
important to man. It will be interesting to see which 
of these two hormones controls the hypoglycemic 
aspects of suprarenal deficiency and which the 
level of potassium in the blood. Further discoveries 
may now be awaited with confidence and it is to be 
hoped that they may lead to more effective therapy. 


COMPLEMENT FIXATION IN LYMPHOCYTIC 
CHORIOMENINGITIS 


RECOVERY from certain virus diseases, such as 
yellow fever, is followed by the appearance of 
virucidal antibodies in the blood in high titre for long 
periods and probably for life. The presence or absence 
of these immune bodies therefore gives definite 
evidence of whether a person has ever suffered from 
yellow fever. In other virus diseases, such as 
psittacosis, virucidal antibodies are either absent 
or present only for short periods: this is true of 
lymphocytic choriomeningitis. Since lymphocytic 
choriomeningitis is by no means easy to distinguish 
clinically from other forms of benign lymphocytic 
meningitis, a reliable method of diagnosis is of con- 
siderable importance. As in psittacosis, complement 
fixation appears to provide such a method. Comple- 
ment fixation was first demonstrated in lymphocytic 
choriomeningitis by Howitt in the presence of 
mixtures of a suspension of guineapig brain infected 
with the virus and hyperimmune serum from guinea- 
pigs. The test has recently been applied to the 
diagnosis in man in France by Lépine, Mollaret and 
Sautter 5 and in the United States by Smadel, Baird 
and Wall.¢ The organs of mice dying of the disease 
do not provide satisfactory antigen, while the spleen, 
liver and brain of guineapigs may give somewhat 
inconstant results. presumably owing to variations 
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in their virus content. The most satisfactory antigen 
appears to be provided by the lungs of guineapigs 
acutely ill as a result of infection with the virus of 
lymphocytic choriomeningitis, The French workers 
in studying the reaction in sixteen persons who had 
been experimentally infected with the disease found 
that complement-fixing antibodies appeared in the 
sera of all, usually about the eleventh day of illness, 
Complement fixation was strongly positive 132 days 
later, feebly positive up to 172 days and consistently 
negative after 199 days. The American workers 
have shown that complement fixation depends on the 
presence in the tissues of a soluble specific antigen, 
since the virus freed from the soluble antigen fixes 
complement poorly or not at all. 


THE SYME ORATION 


Sir Alfred Webb-Johnson last Saturday delivered 
the Syme oration to the Royal Australasian College 
of Surgeons. He was the bearer of messages from 
Queen Mary and from the Royal College of Surgeons 
of England and he also took various gifts linking the 
new college with its forerunners in this country. 
From Lord Ebbisham came a copy of Sidney Young’s 
‘“ Annals of the Barber Surgeons” ; from Sir Cuthbert 
Wallace a copy, given him by the author, of Sir 
William MacCormac’s volume celebrating the cen- 
tenary of the Royal College of Surgeons of England ; 
and from the Syme lecturer himself some of the 
writings of Sir Charles Bell, a copy of South’s “ Craft 
of Surgery,” and a portrait of Lister, by Francis E. 
Hodge, after the one by W. W. Ouless that hangs 
on the staircase in Lincoln’s Inn Fields. 

As the title of his oration Sir Alfred took Surgery 
in England in the Making. In early Norman times 
two classes of men practised surgery, each of which 
formed a craft guild, which became the cradle of 
the corporate life of surgery in England. First 
there were the military surgeons, who represented 
the aristocracy of surgery and accompanied the king 
and nobles to the wars. These men had some degree 
of learning and, if not themselves trained in one of 
the continental schools of medicine, were in touch 
with those who had been so trained. The second 
were the barbers; for after various papal edicts had 
prohibited priests from practising surgery, their 
assistants, the barbers, began to practise on their own. 
The members of the guild of surgeons were not 
numerous and were often away at the wars, whereas | 
the barbers were stay-at-home and many; whence 


‘the barbers’ guild became a serious rival of the 


surgeons’. Even the formation of a conjoint faculty 
of physicians and surgeons in the reign of Henry VI 
failed to defeat the barbers. Later, the surgeons’ 
guild was checkmated by the grant of a royal charter 
to the barbers by Edward IV, and the first senior 
warden of the incorporated company was serjeant- 
surgeon to the king. Thereafter peace was sought 
through coöperation, and in the reign of Henry VII 
a voluntary alliance was made between the surgeons 
and the barbers, which led to union of the two bodies 
in 1540 by act of Parliament in the reign of Henry VIII, 
commemorated by a painting by Holbein in Barbers’ 
Hall that was later saved from the fire of London in 
1666. By this union the surgeons gained municipal 
and corporate advantages and shared the splendid 
Barbers’ Hall, which became, together with St. 
Thomas’s and St. Bartholomew’s Hospitals, a great 
teaching centre. 


Union did not cure their differences, however, 
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and in 1745 the surgeons were incorporated as a 
separate company by act of Parliament and built 
a hall in the Old Bailey, at which the first masters of 
anatomy were Percivall Pott and William Hunter. 
This step was soon followed by the opening of private 
schools of anatomy, such as William Hunter’s in 
Great Windmill Street, where the house now forms 
the dressing-rooms of the Lyric Theatre, the present 
stage-door being where the bodies were carried in for 
dissection. The governors of the new company did 
not adhere strictly to the regulations laid down 
by the act and so forfeited their powers. To put 
matters right the Royal College of Surgeons was 
established by royal charter in 1800 (300 years after 
the founding of the College of Physicians) and a 
new surgeons’ hall was built where it stands today. 


PRIMARY SUTURE OF SACROCOCCYGEAL 
SINUSES 


THE much higher incidence of recurrences reported 
after excision and primary suture has hitherto 
deterred surgeons from treating sacrococcygeal sinuses 
in this way rather than by draining the wound and 
allowing it to heal by granulation. Thus Gage? 
of New Orleans quotes reports of a recurrence-rate of 
33 per cent. with primary suture compared with 1 per 
cent. with the open method. Gage has however 
evolved a technique by which he has carried out 
primary suture in 42 cases without a single recurrence. 
In 10 of these the wounds became infected and the 
skin did not heal by first intention, but only 1 had 
to be reopened and all healed soundly in the end. 
Using the same method, L. H. Strug obtained primary 
healing of the wound in 52 of 54 cases and had no 
recurrence. Gage probably owes his success mainly 
to the care he takes to obliterate the dead space left 
in the wound after the sinus and its accompanying 
cysts and secondary tracts have been excised. 
Previous observers? have pointed out that a large 
subcutaneous space, almost necessarily infected, is 
bound to become filled with granulation tissue and 
to form fresh sinuses to the surface, and this is the 
difficulty that packing the wound and allowing it to 
granulate from below upwards is intended to over- 
come. According to Gage there are three causes of 
failure in primary suture—all under the control of 
the surgeon. These are infection of the deep parts 
of the wound; failure to remove all the secondary 
sinuses; and non-obliteration of the dead space. 
When there is acute infection he is content with 
simple incision and drainage, and allows six months 
to elapse before attempting radical cure. ,When the 
presence of accessory sinuses points to recent 
secondary infection he insists on ten days’ preparation 
of the operation site with hot tub baths and hot 
compresses of hypertonic saline. To ensure that the 
primary and all accessory tracts are removed as 
completely as possible, Gage advises the preliminary 
injection of methylene-blue. McKirdie,? on the 
other hand, regards the use of dye as of questionable 
value, for in his opinion it is likely to be injected 
either with too much force, when it opens up non- 
infected spaces, or with too little so that it does not 
penetrate the smaller radicles and gives a false sense 
of security. Lipiodol infection is recommended 
by both Gage and McKirdie when it is wished to 
demonstrate radiologically the connexion between a 
sinus and the sacral canal, though it is probably best 
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omitted when there is active infection. Complete 
excision of the various tracts with removal of the 
minimum of subcutaneous tissue makes subsequent 
obliteration of the dead space easier, and all bleeding 
must be stopped. Gage inserts his deepest sutures 
so as to fix the subcutaneous tissues to the periosteum, 
He closes the wound and then applies direct pressure 
by means of a sterile marine sponge applied wet and 
held in position by adhesive strapping. The dressing 
is left undisturbed for 10-12 days. 


PSYCHOTHERAPY IN GENERAL PRACTICE 


THE general practitioner has always used psycho- 
therapy but only in recent years has he consciously 
based his approach to functional disease on defined 
principles. These are usually derived from more 
than one school of psychopathology and the manner 
of their application is liable to vary not only with the 
needs of the patient but with the time at the practi- 
tioner’s disposal. This time-factor affects his tech- 
nique much more than it does’ that of a specialist, 
and indeed the success of his travels along tortuous 
psychological paths is likely to depend on his skill 
in finding short cuts. Some that have proved 
serviceable in general practice are outlined by Dr. 
Martin Raven in a modest account of the fruits of 
his own experience.! He disposes first of the precept, 
which used to be taught in medical schools, that before 
diagnosing a case as functional it is essential to 
exclude the possibility of organic disease; this ‘is 
beyond the power of man.” Doctors whose minds 
have been over-impressed with the danger of missing 
a physical lesion are liable, after an unsuccessful 
search for one, to fall back on such unsatisfactory 
labels as intestinal toxemia, endocrine imbalance 
or tired heart. Dr. Raven advises them instead 
to assume the presence of functional disease and to 
test the assumption by exploring the patient’s 
complaints for such characteristics as a remarkable 
diversity or an obvious exaggeration of symptoms 
and for their projection to areas which have previously 
been the site of organic trouble. To deal adequately 
and rationally with such symptoms without giving 
the patient another peg to hang a complaint on, or 
increasing his sense of self-importance by prolonged 
and inconclusive investigations, is no easy task. 
But the most formidable difficulty, when symptoms 
persist, is to introduce the idea that they are the 
result of emotional disturbances rather than of 
physical disability, without losing the confidence 
of the patient. To achieve this end the practitioner 
is advised to adopt at first a passive rôle, encouraging 
the patient to talk not of his physical sufferings 
but of his psychological life-story. In the course of 
informal sessions evidence may emerge of a with- 
drawal of a valued emotion, leading to a disillusion- 
ment that may not even be admitted but proves 
to be the key to the neurosis. Dr. Raven says that 
when he begins his own innings of talking he finds 
it useful to explain the need for a reasonable balance 
between the acquisitive, the reproductive, and the 
herd instinct if social poise is to be maintained. 
Knowing well that the patient’s emotional life is 
mostly at faut he starts, as a matter of policy, with 
the investigation of the other instincts. He seeks 
evidence first of such common symptoms as a tendency 
to over-spend or over-save money, or of a failure 
to take the slightest interest in the daily news: 
the doings of dictators and democracies are not of 
the least concern to the neurotic as compared with 
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his own troubles. Here are pointers to constructive 
rebuilding. It is to be regretted that Dr. Raven does 
not give more details of the manner of his transition 
to the emotional side of the story, but he offers 
other good advice of a general nature: to foster ą 
humorous outlook, to remember the occasional need 
for a ‘‘face-saver’’ and to avoid the mistake of 
deflecting attention from personality to environment 
until all efforts to secure adjustment have failed. 
Removal of a troublesome patient to some sort of 
retreat may be recommended in order to give respite 
to long-suffering relatives, but from the patient’s 
point of view this measure is only justifiable as a last 
resort. There is a refreshing absence of jargon and 
much common sense in this scheme of attack on 
disorders which prove disheartening to all concerned 
unless they are tackled with insight. 


TROPICAL MACROCYTIC ANAEMIA 


Wills! first showed in 1931 that patients with 
tropical macrocytic ansmia responded as well to 
Marmite as they did to crude liver extracts and were 
also able to secrete free hydrochloric acid; they 
thus differed in two important respects from those 
with addisonian pernicious anemia, It was there- 
fore suggested that the mechanism of the deficient 
production of the active liver principle was different 
in the two conditions. Marmite was regarded as 
a source of Castle’s extrinsic factor and tropical 
macrocytic anemia was thought to be due to a 
deficiency of extrinsic factor only. Subsequent work, 
recently reviewed by Napier,? has modified this view. 
Tropical macrocytic anemia has been shown by Napier, 
by Wills and Evans? and by Fairley and Bromfield# 
to respond to impure liver extracts like Campolon 
and Hepastab but to be unaffected by anahemin, 
a highly purified fraction effective in pernicious 
anzemia, These observations have led to the sugges- 
tion that in tropical macrocytic anæmia the deficient 
substance is not Castle’s extrinsic factor but an 
independent hemopoietic principle present both in 
autolysed yeast and in impure liver fractions. ' Napier 
and Fairley are both impressed by the part played 
by hyperplasia of the reticulo-endothelial system, 
produced by malarial infection, in the eztiology of 
tropical anemia. Napier 5 regards excessive hamo- 
lysis due to such hypertrophy of the reticulo-endothelial 
system as the factor necessary to convert an adequate 
diet into an inadequate one. A good mixed diet 
supplies sufficient hsmopoietic principle to make 
good normal wear and tear, but in the presence 
of abnormal] cell destruction the poor diet of many 
natives fails to do this and macrocytic ansmia 
results, Napier points out that on the whole lower 
levels of serum-bilirubin are found in tropical anzemia 
than in addisonian pernicious anæmia. It must, 
however, be remembered that now that untreated 
cases of long-standing pernicious ansmia are rare 
it is exceptional to find a high level of serum-bilirubin 
in this condition (Vaughan and Haslewood ë). Napier 
also suggests that the level of serum-bilirubin is a 
measure of hemolysis, but Watson 7 has shown that 
bilirubin levels are controlled by liver efficiency rather 
than the rate of hemolysis. In the present state of 
knowledge it seems unwise to classify anzmias as 
hemolytic or non-hemolytic on a basis of serum- 
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bilirubin only. As Napier says, careful quantitative 
work with purified fractions of liver and autolysed 
yeast is needed if the part played by different haemo. 
poietic principles is to be clarified, and quantitative 
studies of pigment metabolism are also required if 
the differences between these closely allied maero. 
cytic anzmias are to be elucidated. 


PSITTACOSIS AND FULMAR PETRELS 


Rasmussen’s! conjecture that the epidemic pul. 
monary disease of the Faroes is a form of psittacosis 
has been confirmed by Haagen and Mauer ? in Berlin, 
They examined material both from birds and from 
Faroe islanders who had contracted the disease. By 
staining methods, intraperitoneal inoculation and 
passage experiments in mice, and intramuscular 
inoculation of young budgerigars they have proved 
the identity of the virus of the Faroes epidemic 
with that of psittacosis. Haagen and Mauer 
say that the young petrels are caught on the 
cliffs before they are fully fledged, and that they 
try to defend themselves by striking with their wings 
and thus scatter the dust from their down. ‘This dust 
is supposed to bear the dried virus and is inhaled 
by the islanders when catching the birds. The 
Faroe women are most liable to catch the infection 
when they pluck the petrels in a stuffy room; in 
fact the incidence of the Faroes epidemic was greater 
among the women than among the men. In this 
connexion it is significant that the infection of human 
beings by parrots with psittacosis occurs chiefly 
when the birds are moulting. Haagen and Mauer 
claim that, since this disease has now been shown 
not to depend on birds of the parrot family alone, 
it should no longer be called psittacosis, and they 
suggest two terms, epidemic pneumonia and virus 
pneumonia, neither of which, however, seems very 
happy. The danger of other close communities of 
birds, especially seagulls, as a source of infection to 
man is pointed out. Seagulls have already been 
accused, but not proved guilty, of spreading foot- 
and-mouth disease. 


SURGERY THROUGH THE AGES 


Mr. Harvey Graham has presented the history of 
surgery from the earliest to modern times—with a 
glimpse into the future—as an absorbing story, to 
which Dr. O. St. John Gogarty contributes an 
entertaining foreword.’ In its separate parts the story 
is perhaps less unfamiliar than the modest preface 
seems to suggest; but we can recall no narrative 
connecting them in proper perspective that is at once 
so accurate and so coherent as this one. The author's 
task must have been laborious. It has taken him into 
many different departments of human knowledge, 
enterprise and experiment, and clearly involved 4 
discriminating study of many more authorities than 
are named in the three pages of bibliography. Mr. 
Graham begins with an account of the surgery of 
primitive man, drawing an imaginary picture of 
the first trepanning of the skull, the earliest and in 
fact the only primitive operation of which we have 
any knowledge. From this point he pursues the 
developments of surgery through the civilisations of 
Egypt, China, India, Greece, Alexandria, Rome and 
the Middle Ages. So far his book is essentially world- 
wide in its scope ; after the Renaissance, though there 
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are many references to the famous names of other 
lands, he gives the bulk of his space to surgery -in 
England, tracing with especial detail the progress 
of the art in the 18th and 19th centuries, He also 
describes the sordid business of body-snatching, 
discusses the prevalent forms of quackery, gives 
examples of the amazing contentiousness of surgeons 
in the 18th century and displays with effective colour 
the triumphs of antisepsis and anesthesia. It is no 
disparagement of the earlier part of a book whose 
design has been carefully drawn and balanced to 
note that when the author approaches the age of 
our grandfathers it gets exciting. Till then the 
story is efficiently and simply told: suddenly it 
begins to glow. Mr. Graham has arrived at the period 
which most interests him and he communicates his 
enthusiasm to his readers. His notes on the surgeons 
of our times and his vision of the future show that 
he writes with inside knowledge of our profession, 
though he does not use it in such a way as to restrict 
the range of appeal of his work. It will certainly 
be enjoyed and its illustrations will be appreciated 
by laymen as well as by doctors. 


BRONCHIAL THERAPEUTICS 


A FULLER explanation of spasmodic bronchial 
disease, notably asthma, seems to be near at hand. 
Knowledge of normal bronchial physiology is inareas- 
ing and methods of experiment have been devised 
which allow of exact and unequivocal interpretation 
of bronchial reactions. Last year Maxwell Ellis} 
showed that bronchial muscle normally possesses a 
definite tone, which may vary slightly from time to 
time, and that it stretches to accommodate the 
inrush of air at each inspiratory movement. In a 
previous paper? he had illustrated the constricting 
effects of vagal stimulation and the relaxation 
following vagal paralysis and sympathetic stimula- 
tion. Others have observed similar phenomena, but 
the advantage claimed for Ellis’s method, besides its 
sensitiveness, is that the condition of the experi- 
mental animal is almost normal, so that the results 
obtained are clinically applicable. Frenckner® and 
his associates use a similar method which they call 
bronchospirometry to measure the function of each 
lung separately. 

Binet and Burstein 45 have lately investigated 
the action on the bronchial tubes of the choline 
derivatives, which are extremely powerful vagotonic 
substances and may in fact be the normal physio- 
logical activators. They use a modification of 
Einthoven’s older method, and work either with the 
isolated lung or on an animal with its thorax opened, 
kept alive in a respirator. Differences in the intra- 
tracheal pressures are used to indicate changes in 
the bronchial lumina. Their results are clear-cut ; 
they find that carbamyl-choline has the greatest 
constricting effect, and that this can be both prevented 
and antagonised by adrenaline, atropine, and ascorbic 
acid. The last result is important, and if it is con- 
firmed when a more physiological experimental method 
is used it should open up a fresh aspect of asthma 
therapy. 

As a corollary to these investigations Bourgeois, 
Chauveau and Dos Ghali £ report the case of a man 
of 37 who had suffered from recurrent hemoptysis 
and had coughed up copious mucopurulent sputum 
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since the age of 15. A diagnosis of bilateral generalised 
bronchiectasis was made and it was decided to 
employ Arnulf’s method of infiltrating the stellate 
ganglion with procaine. The result was immediately 
successful. After nine injections his sputum 
diminished from its former 600—700-c.cm. to 80 c.cm. 
a day and his general condition improved enormously. 
It is difficult to explain this result, but the local 
anesthetic may have spread to vagal fibres and so 
paralysed the secretory bronchial glands. 


THE ROYAL SOCIETY ELECTIONS 


AMONG the 20 newly elected fellows of the Royal 
Society set out on another page we welcome 5 medical 
men. The monumental contribution to descriptive 
human morbid histology of H. M. Turnbull reaches 
far beyond the observations published under his 
name; he has been tireless in placing his vast store 
of knowledge at the disposal of colleagues and in the 
encouragement and guidance of his pupils. C. H. 
Andrewes is one of the younger members of the team 
of experimental pathologists at the National Institute 
for Medical Research who first transmitted influenza 
virus to ferrets and mice; he has also worked on 
fowl tumour viruses and has thrown light on the 
mode of action and properties of antiviral sera, 
F. A. E. Crew has directed a school of research into 
animal genetics and the biology of sex and of repro- 
duction. E. G. T. Liddell has made notable contri- 
butions to the physiology of the nervous system. 
V. B. Wigglesworth has done original work on several 
aspects of the physiology of insects. Among those 
not medically qualified whose researches are indirectly 
associated with medicine are F. W. Edwards, who is 
an authority on diptera and culicide, and G. S. 
Adair, who has worked on the physical chemistry of 
proteins particularly in connexion with hemoglobin. 
E. J. Maskell is doing experimental work in plant 
physiology, especially in relation to translocation, 
and G. W. C. Kaye, a former president of the British 
Institute of Radiology, is an authority on X-ray 
measurements, acoustics, and the physica] aspects of 
radiotherapy. 


THE EFFECTS OF A.T.10 ON METABOLISM 


A FEW months ago! we referred to comparisons 
made by Albright and his colleagues of the actions 
of vitamin D, A.T.10 (dihydrotachysterol), and 
parathyroid hormone in cases of idiopathic hypo- 
parathyroidism. These patients were chosen for 
study in order to eliminate complications through 
variations in the spontaneous activity of the para- 
thyroids. It was found that both vitamin D and 
A.T.10 increased calcium absorption from the gut 
and urinary-phosphate excretion, the former action 
being predominant with vitamin D, and the latter 
with A.T.10. The primary action of parathyroid 
hormone (tested on one of the three cases) was solely 
to increase urinary-phosphate excretion. These 
observations have now been extended ? by the study 
of a boy, aged 17, with rickets resistant to vitamin D. 
Previous investigation had shown that the metabolic 
abnormality in this patient was the same as that in 
ordinary rickets, but massive doses of vitamin D 
were required to control the condition. Administration 
of A.T.10 produced a distinct increase in the amount 
of calcium absorbed from the gut and the serum- 
calcium was raised from 9-9 mg. per 100 c.cm. to 
13-3 mg. per 100 c.cm. The increase in the urinary- 
phosphate output and the negative phosphorus 
1. Lancet, 1938, 2, 1368. 
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-= balance were not so pronounced as in the patients 


with hypoparathyroidism ; the diminution of the 
effect on phosphate metabolism is attributed to 
decreased activity of the parathyroids brought about 
by the raised serum-calcium, While administration of 
Parathormone greatly increased the urinary-phosphate 
excretion, massive doses of vitamin D had no such 
effect in this patient ; in fact the increased absorption 
of phosphorus from the gut associated with a daily 
dose of 1,500,000 units of vitamin D led to a positive 
balance of nearly 0°5 g. phosphorus per day. The 
fact that A.T. 10 increases urinary-phosphate excretion 
so much more than calcium absorption is offered as 
an explanation of why this substance is not anti- 
rachitic, The effect of the three substances on calcium 
and phosphorus metabolism in the cases investigated 
ig provisionally summarised as follows: calcium 
absorption, vitamin D + + +, A.T. 10 +, parathyroid 
hormone 0; phosphorus excretion in urine, vitamin D 
+, A.T.10 +++, parathyroid hormone +++ +. 


POSTENCEPHALITIC PARKINSONISM 


In few chronic diseases does the hope not merely 
of improvement but of complete recovery seem to 
the lay mind so fully warranted as in the disorders 
left by Economo’s lethargic encephalitis. Even after 
years of mental or bodily impairment, or both, many 
sufferers have occasional short intervals in which they 
seem quite suddenly to be their old selves again. 
The parkinsonian who sits day after day crippled 
and bent in his chair may on some sudden excitement 
jump up and run across the room as well as ever he 
did. These temporary returns of the patient to 
normality naturally keep alive in his anxious relatives 
the feeling that, as in the hysteric, something may be 
found some day which will restore him to complete 
health. To the medical man such hopes are vain. 
Whatever may be the real nature of either, chronic 
epidemic encephalitis and hysteria are not one and 
the same. 

For the last twenty years it has been known that 
the atropine group of alkaloids can relieve the 
muscular stiffness and excessive salivary outflow in 
these cases, provided they are given in sufficient 
amount and the treatment is continued. Although 
these appear to be the limits of their direct action, 
yet the euphoria to which this relief gives rise reacts 
favourably on the whole system. One can only 
compare the astonishing effects in some cases with 
the improvement brought about in pernicious anemia 
by liver extract or in myxcedema by thyroid ; but, 
as in these latter, relief only goes on so long as treat- 
ment is continued. From time to time various forms 
of the atropine series have been lauded as more 
efficacious than the rest, and there is a curious 
similarity in their successive claims, methods and 
reported results. Treatment is carried out at an 
institution, sometimes for this special kind of case 
only, under a strict regime of diet with massage or 
gymnastic exercises. In these respects there is some 
resemblance to a spa, and unfortunately the word 
cure has been attached to some of these methods 
as it has to our spas. In English the word “‘ cure” 
implies ‘‘complete recovery,’ whilst in German it 
only means ‘‘a line of treatment ’’—a very different 
thing. This somewhat confusing word cure has lately 
been applied to the treatment of parkinsonism by the 
Bulgarian form of belladonna. Put to the crucial 
test of giving them unknown to the patient, without 
any other kind of treatment, the preparations of 
the Bulgarian root have repeatedly been shown to 


do neither more nor less than those of roots grown | 
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elsewhere. Possibly they. may have some slight 
superiority in convenience of dosage, in the absence 
of unpleasant effects, or in other minor wavs, as 
Dr. Neuwahl points out in this issue ; but the results 
as regards complete restoration to health by the 
so-called Bulgakur cannot be said to have been 
substantiated. There is no doubt that a course of 
institutional treatment with the associated encourage- 
ment, amusement and occupational hygiene, to say 
nothing of the personal interest taken in the individual 
patient, offers great help to the chronic encephalitic, 
If in addition some form of atropine therapy in 
sufficient dose and suitable form is adopted the benefit 
is occasionally dramatic and may continue for a 
long time, provided the treatment is kept up. 


THE HEALTH RESORTS 


“ British Health Resorts,’? the official handbook 
of the British Health Resorts Association, is published 
this year for the first time as the property of the 
association, and it contains additional matter on 
medicinal waters and the action of different kinds of 
baths, together with facts about temperature, sun- 
shine, and humidity, and maps and photographs 
which convey a great deal of useful information. 
The particulars of the separate spas have been revised 
after making visitations during the past two years 
to the resorts by arrangement with the British Spas 
Federation, and new meteorological statistics embellish 
the attractive section on ‘‘the invalid’s winter on 
the coast.” The Minister of Health contributes a 
foreword, in which he says that the spas play their 
part in the national fitness campaign and forecasts 
an increased resort to them as a result of holidays 
with pay. 

The handbook may be had from the association 
(Tavistock House South, Tavistock Square, London, 
W.C.1) at 2s. 6d. In compiling the present issue the 
editor, Dr. Fortescue Fox, has had the assistance 
of Dr. Wyndham Lloyd. 


We regret to announce the death on March 20 
of Dr. J. S. RISIEN RUSSELL, consulting physician to 
the National Hospital, Queen Square, W.C.1. 


We have also to report that Dr. Roy Dossn, 
professor of midwifery and gynecology at Cairo, died 
in Egypt on March 21. 


On April 5, at 5 P.M., Prof. RENÉ LERicHe, Hon. 
F.R.C.S., will deliver the Lister memorial lecture to 
the Royal College of Surgeons of England. 


Next Monday Messrs. J. and A. Churchill Ltd. 
will publish “ Medical Organisation and Surgical 
Practice in Air Raids,” by Mr. P. H. Mitchiner and 
Mr. E. M. Cowell. This is a book to which our readers 
need no introduction, for portions of it have been 
appearing weekly in our columns since the beginning 
of the year under the title “The Air-raid.” We 
understand that the volume will contain additional 
information and a fuller treatment of the subject, 
together with many illustrations. 


WoMEN IN Rossia.—It is stated that some 
10,000,000 women in Soviet Russia are employed in 
factories and offices, and 19,000,000 on collective farms. 
The number of women doctors.is given as 53,400 and 
there are more than 12,000 scientific workers. In 1937 
over 20 per cent. of the 29,000,000 women employed 
were working in the education and public-health services, 
and 40 per cent. in industry and the building trades. — 

Since the law prohibiting abortion and subsidising 
large families was passed in June, 1936, over 2,000,000,000 
roubles have been paid in bonuses to mothers, 
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SPECIAL ARTICLES 


EFFECTS OF LEAD ON THE BODY 


INDUSTRIAL workers in many processes are exposed 
to the risk of lead poisoning, but fortunately the risk 
is known and preventive measures have been adopted 
with the result that the numbers of cases of industrial 
lead poisoning in this country have fallen from 
1058 in 1900 to 141 in 1937. The risk of poisoning 
from lead in public water-supplies is also now well 
under control. It has been suggested however that 
the general population are being exposed to small 
but increasing amounts of lead from such sources 
as the fumes of tetra-ethyl lead in petrol, sweets 
and chocolates, canned foods, and fruit and vegetables 
which have been treated with insecticides containing 
lead arsenate. The lead paint used on buildings 
becomes weathered into dust in the course of time 
and doubtless contributes to the amount of lead 
liable to be absorbed, though this factor is probably 
not as important here as in hot dry climates. 

The presence of lead in various foodstuffs has been 
dealt with in detail by Monier-Williams,! and Minot 2 
has recently reviewed the known facts about the 
effects of small amounts of lead absorbed into the 
body. Fortunately for a study of this kind, delicate, 
specific and accurate tests for lead have been dis- 
covered during the last fifteen years, the one most 
favoured being the ‘‘dithizone’’ test based on the 
reaction between lead and di-phenyl-thio-carbazone. 
Monier-Williams finds that the most satisfactory 
modification of this test is one that involves the 
extraction of lead with dithizone, precipitation as 
the sulphate, and determination colorimetrically as the 
sulphide. Fairhall, who introduced a quantitative 
titration method of estimating lead as chromate 
in biological material, also describes a qualitative 
microchemical test based on the formation of 
characteristic crystals of a complex potassium-lead- 
copper hexanitrite. 


NORMAL INTAKE AND THE POISONOUS DOSE 


Minot states that the amount of lead absorbed and 
retained in the body even in fatal cases of poisoning 
is usually less than a gramme. It is important 
therefore to estimate as accurately as possible how 
much lead the average individual absorbs and 
excretes in a day, and also to establish the margin 
between this small amount and the quantity which 
is likely to cause clinical lead poisoning. Aub and 


his co-workers in Boston in 1926, using Fairhall’s. 


method, found no lead in the urine and tissues of 
individuals who had not been unusually exposed to 
lead. On the other hand Kehoe and others in Cincin- 
nati in the same year found (with the diphenyl 
carbazide test) small amounts of lead in each of 
65 normal people. 

Since then other workers, using various methods, 
have found that lead is a normal constituent of the 
excreta and body tissues of people living under 
present-day conditions even when they are not 
exposed to lead in industrial processes. Tompsett 
and Anderson, for instance, working in Glasgow in 
1936 and using the dithizone method, found lead in 
all the tissues analysed of 20 people not exposed to 
lead in their occupations. More lead was found in 
the bones than in any other tissue, and it was note- 


1. Monier-Williams, G. W., Rep. publ. Hlth med. Subj., Lond. 
No. 88, . See Lancet, 1938, 2, 1371. 
2. Minot, A. S., Physiol. Rev. 1938, 18, 554. 


worthy that the tissues of a child aged two years 
contained lead in about the same concentrations 
as those of an adult. 

The uniformity of the results obtained by indepen- 
dent investigators in widely separated parts of the 
world leaves no doubt that the average individual in 
modern civilised communities ingests or inhales small 
amounts of lead, probably from 0-2 to 0-4 mg. daily. 
Excretion more or less keeps pace with intake but 
some lead is retained in the body and may be detected 
in the blood and the soft tissues, though most is 
stored in the bones and teeth. 

Estimates of the amounts of lead which can cause 
poisoning vary greatly, some workers putting the 
figure at 10-20 mg. and others as low as 1 mg. a day. 
Minot rightly points out that attempts to predict 
the danger of a given exposure to lead result at best 
in rough estimates because individuals differ widely 
in their susceptibility, and because the path of 
entry largely determines the onset and severity of the 
clinical signs and symptoms, Fat-soluble organic 
compounds of lead, such as tetra-ethyl lead, are 
absorbed through the skin, but other forms of the 
metal enter the body through either the respiratory 
or the alimentary tracts. Not all lead taken into the 
stomach is absorbed into the general circulation, for 
non-soluble compounds are excreted in the fæces 
and soluble compounds are carried to the liver, where 
some of the lead is either stored or excreted in the bile 
and the rest is distributed to other tissues of the body. 
When lead is introduced into the respiratory tract 
it reaches the general circulation rapidly, and there- 
fore lead which is inhaled is more dangerous than 
that which is ingested. 


FATE AFTER ABSORPTION 


Complete agreement has not been reached about 
the biochemical behaviour of lead in the body. 
Fairhall and Shaw and Aub and his co-workers say 
that lead is probably transported in the blood as the 
more soluble: di-lead phosphate, and is stored in the 
bones as the insoluble triple phosphate. On the other 
hand Maxwell and Bischoff are of the opinion that 
lead is carried in the blood as diphospho-glycerate, 
whereas Jowett presents evidence that lead forms a 
complex inorganic phosphate containing calcium and 
chlorine. Whatever the form in which lead is carried 
in the blood it is stored in the bones as the triple 
phosphate, which under conditions of slightly increased 
acidity can be converted into a more soluble lead 
salt and excreted either through the kidneys or the 
alimentary tract. 

A close analogy exists between lead and calcium 
in their distribution, storage, mobilisation and 
excretion, and for this reason the state of the calcium 
nutrition, the acid-base equilibrium, and the activity 
of the parathyroids all play a part in determining 
whether lead retained in the body is stored harmlessly 
in the bones or whether it circulates in the blood- 
stream and attacks the tissue cells. The amount of 
lead excreted in the urine is a better indication of the 
risk to health than the fecal lead, because if lead 
appears in the urine it must have been absorbed into 
the blood. Kehoe and others, after extensive studies 
of persons industrially exposed to lead, came to the 


conclusion that if not more than 0-15 mg. of lead is 


passed in the urine each day the exposures will 
probably not result in clinical plumbism. Other 
workers have set the figure lower than this but all the 
estimates given are much higher than the amounts 
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reported to be present in the urine of individuals who 
have not been unusually exposed to lead. 

Very various estimates have been made of the 
concentrations of lead in normal blood, but there is a 
reassuring difference between the amounts found in 
normal people and in cases showing early signs of 
lead poisoning. The figures range, with different 
methods and investigators, from 0-0-0-2 mg. per 
100 c.cm. in people not industrially exposed to lead 
to 0-38 mg. per 100 c.cm. in patients with lead 
poisoning. S. L. Tompsett and A. B. Anderson, who 
had previously suggested that the estimation of blood- 
lead appears to be a more satisfactory method of in- 
vestigating cases of poisoning than the determination 
of the excretion of lead, recorded in THE LANCET of 
March 11 the quantities of lead obtained in the blood 
and excreta of 29 suspected cases of lead-poisoning. In 
10 out of 11 cases in which the diagnosis was con- 
firmed the lead content of the blood was higher than 
0-1 mg. per 100 c.cm. (100 ug. per 100 ml.). In the 
remaining case the blood-lead was only 0-75 mg. per 
100 c.cm., but 1:27 mg. of lead was excreted daily 
in the urine and feces. This case was classified as 
one of chronic plumbism, and it shows that where 
there is doubt it may be necessary to determine the 
amount of lead excreted daily as well as the level 
of lead in the blood. These investigators suggest 
that lead-poisoning is probably present in cases in 
which more than 0-1 mg. of lead per 100 c.cm. is 
found in the blood, or in which more than 1 mg. of 
lead is excreted daily. 


PHYSIOLOGICAL ACTION OF SMALL DOSES 


The signs and symptoms of established lead poison- 
ing are themselves so varied that attempts to assess 
the effect of small amounts of the metal on the 
human body must be very difficult. It is more useful 
therefore to study their effect on simpler forms of 
living organisms, Studies of the action of lead on 
fundamental biological processes are still somewhat 
fragmentary, but many interesting facts have been 
put on record. The growth of plants and animals 
is retarded when small amounts of lead are added to 
the nutrient media, the rate of growth becoming 
slower with increasing concentrations. There is some 
evidence that lead, through its action on enzymes, 
interferes with normal processes in living tissues. 
For example an increase in lipolytic activity in serum 
has been noted to follow the administration of lead ; 
and very small amounts bring about a marked 
decrease in the oxygen consumption of the brain, 
kidney, liver and testis. In brain tissue lead almost 
completely abolishes the hydrogen transfer and 
markedly inhibits glycolysis. The rate of formation 
of immune bodies is also affected. In rabbits the 
production of hemolysins and agglutinins is greatly 
increased but the formation of precipitins is retarded. 
The production of antitoxin against diphtheria is 
more rapid in animals receiving lead than in controls 
but no valid conclusions about immunity can be drawn 
from these results. 

In the anemia of lead poisoning the red cells show 
changes in the following order of frequency: (1) 
ansemic red cells, (2) anisocytosis, (3) polychromato- 
philia, (4) punctate basophilia or stippling, (5) poikilo- 
cytosis, and (6) nucleated red cells. Punctate baso- 
philia does not occur in cats with lead poisoning, 
but it is a fairly constant feature of poisoning in 
man, rabbits and guineapigs. When washed red 
cells are exposed to the action of lead chloride they 
decrease in volume and become more rigid and brittle, 
ørskov found that the shrinking of the red cells is 
accompanied by a rapid loss of potassium into the 
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surrounding medium. These phenomena can be 
demonstrated in the blood of man and rabbits, but 
not in cats and goats. The close parallelism between 
the species in which this effect of lead on the red 
cells can be demonstrated and those in which aneemia 
and stippling are prominent signs in lead poisoning 
points to the fundamental importance of these changes 
in estimating the injurious action of lead. Exposure 
to lead shortens the life of the red cells in the cireula- 
ting blood probably by the production of acid at the 
cell membrane, but the presence of inorganic phosphate 
in the blood-serum tends to protect the individual 
cells. In vitro the phagocytic power of the leucocytes 
is greatly reduced by exposure to lead but clinically 
in cases of lead poisoning the total white count 
is. usually within normal limits. Some workers 
have however stressed the value of the polymorph- 
lymphocyte ratio as a prognostic sign in persons 
exposed to lead. 

The effect of lead on the function of skeletal muscle 
is to produce more rapid fatigue and slower recovery, 
fatigued muscles being more susceptible than resting 
muscles, probably because the former have a higher 
lactic-acid content which increases the solubility 
of the lead. The paresis noted in cases of lead 
poisoning is said to be caused by direct action on the 
muscle-fibres rather than by interference with nerve 
conduction. 

As shown by the colic and constipation of clinical 
plumbism, lead has a marked effect on smooth muscle, 
but it has long been a moot point whether the muscle- 
fibres are affected directly, through peripheral or 
central nervous mechanisms, or by a combination 
of these factors. Grinberg’s experiments in 1928 on 
many types of smooth muscle showed that in those 
tissues in which stimulation of the sympathetic 
system caused contraction lead also caused contraction 
of the muscle-fibres, and in tissues to which sympa- 
thetic stimulation was inhibitory lead also caused a 
cessation of the contractions. He concluded that 
the effect of lead on intestinal activity is (1) to 
inhibit the movements by local stimulation of 
the sympathetic endings, and (2) to set up intes. 
tinal contractions by a central action on the vagus 
nerve. l 

The smooth muscle of blood-vessels is apparently 
affected by lead in the same way as are other types 
of smooth muscle. The action has been shown in 
vitro, but it is still uncertain whether it plays a 
significant part in the functional disturbances or the 
pathological lesions of lead poisoning. Hypertension 
is often present in cases of lead poisoning, but it is 
difficult to know whether lead is the causal factor 
or not. Careful statistical studies could give useful 
information on this point, and the results of those 
now available are conflicting. Some workers find 
that prolonged exposure to lead increases the blood- 
pressure, but Teleky after an extensive review of the 
literature concludes that up to the present there is 
no definite proof that high blood-pressure accompanies 
the early signs of lead poisoning, and he emphasises 
the need for further studies of the effect of prolonged 
absorption of small amounts of lead. It appears 
reasonable, however, to expect that vascular tone 
would be affected by an adequate concentration of 
lead in the blood-stream even if lead acts directly on 
vascular smooth muscle by stimulating the sympa. 
thetic nerve-endings. Indeed an impressive amount 
of clinical and pathological evidence goes to show 
that death in chronic lead poisoning is often due to 
cerebral hsmorrhage resulting from hypertension, 
and the kidneys in these cases show sclerosis of 
the arteries and arterioles with few points of 
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would be three or four months before he was able to 


difference from kidney changes seen in malignant 


hypertension. : 


As regards the effect of lead on the nervous system, 
its presence in the brain, cord and spinal fluid when 
lesions of these structures are present in cases of lead 
poisoning leaves little doubt that lead is responsible 
for these abnormalities, The clinical manifestations 
in definite cases range from sluggishness, poor memory 
and irritability to the paralyses and convulsive 
seizures of lead encephalopathy. Some observers 
have recorded that people who have been long 
exposed to small amounts of lead show such symptoms 
as apathy, irritability, lack of confidence, unfounded 
fears, or inability to concentrate; and further that 
these symptoms ‘diminish in severity when the source 
of poisoning is removed. Minot comments that an 
extensive study would be necessary to establish any 
general causal relationship between such symptoms 
and the absorption of lead. 


In the present state of our knowledge we do not 
know what to look for in the average individual to 
establish the presence of slight damage from the 
absorption of small amounts of lead, and the usual 
signs and symptoms of plumbism can only be expected 
in the rare highly susceptible person. In some cases 
it might be suspected that lead is setting up' mild 
constipation, a tendency to anæmia, fatigue of the 
muscles, hypertension, or impaired nervous and 
mental function but these are symptoms of which 
there are many possible causes, It is a matter of 
great concern whether modern practices concerning 
the use or abuse of lead are going to result in a 
gradually increasing lead exposure for the general 
population. Minot suggests that the most satis- 
factory way of tackling the problem would be 
to study at intervals the amounts of lead in 
the blood and urine of large and representative 
groups of people living in both rural and urban 
communities. 


MEDICINE AND THE LAW 


Alleged Responsibility of Local Authority for 
Doctors and Nurses 


THE Manchester corporation was sued last week at 
Manchester assizes by the father of a boy who was 
alleged to have suffered from the negligence of 
doctors who were described as being the servants of 
the corporation. Kenneth Ball, aged 16, met with 
an accident in the yard of the Openshaw Technical 
School during a ‘“‘ sports lesson.” He was sent to the 
Here, said counsel for the plaintiff, he 
was seen by a lady doctor who manipulated his arm ; 
the arm was dressed by a nurse and he went back to 
school; next day he was told to attend the clinic 
every two hours; hot bandages were applied ; later 
he was given a box of ointment to take home, for 
his mother to apply. Fifteen days after the accident, 
as the treatment was unsuccessful, he was sent to the 
Royal Infirmary; he was radiographed and was 
found to have a fractured elbow. ‘‘In ten days to 
a fortnight,” said counsel, “ the Manchester medical 
profession could not diagnose a fractured arm—just 
think of it, in a clinic.” The arm had become inflamed 
and painful after one application of the ointment. 
Dermatitis developed and spread over the boy’s 
arm, face and chest. Some weeks later an operation 
was performed; the patient was not passed fit till 
several more weeks had elapsed and even now it 


do any work. 

The corporation denied that the doctors or staff of 
the clinic were their servants so as to render the 
corporation liable. When the plaintiff’s case was 
finished, counsel for the defendants submitted that 
there was no case against the corporation even if 
there had been any evidence of negligence on the 
part of the doctors and nurses, The corporation was 
exercising a function as the local education authority : 
there was a statutory duty to provide treatment, but 
the only legal obligation was to appoint efficient 
medical officers and nurses. This argument was 
presumably based on well-known decisions such as 
Hillyer v. St. Bartholomew’s Hospital. To counter it, 
plaintiff’s counsel contended that the negligence was 
administrative and not professional, inasmuch as it 
was not failure to diagnose a fracture but failure to 
use the proper facilities which the administrative 
authority had placed at the doctors’ disposal. The 
judge said that the boy’s claim, as substantially put 
forward in the pleadings on paper, was based on 
negligent treatment; ‘‘such treatment,” said the 
pleadings, ‘‘ was administered by a doctor or doctors, 
such doctor or doctors being servants and/or agents 
of the defendants.” Plaintiff’s counsel had com- 
plained of the failure to have the boy’s arm examined 
by X ray. If the plaintiff complained of the method 
of diagnosis, was not that a matter for the medical 
profession ? Could the corporation be liable for a 
delayed or faulty diagnosis, if that issue related to 
matters of medical discretion upon which the cor- 
poration could not give orders to the doctors? In 
the end the judge upheld the defendants’ submission 
that there was no case against the corporation. He 
said he had considered very anxiously whether he 
should not let the proceedings proceed to their final 
determination so as to decide whether what was said 
to be the basis of the action existed at all—because 
the fact that a professional man made a delayed or 
even a wrong diagnosis was not necessarily evidence 
of negligence against him at all. The court decided, 
however, to dismiss the case without calling upon the 
defendants. The corporation, upon a suggestion 
from the judge, did not ask for the costs to which 
their success would ordinarily have entitled them, 


Charge for Water from Surgery Tap 


Is the water supplied to a surgery tap used for 
“ domestic purposes” or otherwise? Dr. D. F. 
Yuille, occupying premises in Kingston upon Hull 
as a residence, surgery and dispensary, had hot and 
cold water taps in a part of his surgery separated by 
a partition. He used the cold water for household 
drinking purposes and for diluting medicines. He 
used the hot water for washing his hands and for 
cleaning and disinfecting his surgical instruments and 
other articles belonging to him. The Hull corporation 
had a scale of minimum annual charges containing an 
item ‘‘ druggist or dispensary, 9s.” It notified Dr. 
Yuille that the annual charge for his surgery or dis- 
pensary would be 15s., the sum being calculated at 
the rate applicable to a druggist or dispensary. The 
corporation contended that he used the water for 
“other than domestic purposes ’’—namely, for his | 
“ trade or business.” The claim failed in the county 
court where the judge held that there was a mixed 
use which, viewed as a whole, was a use for domestic 
purposes. The judge said that the application of the 
water for diluting medicines gave him the greatest 
difficulty in the decision because it was analogous to 
the use by druggists and dispensaries to which the 
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special rate applied. He found a distinction, however, 
between a druggist who used water for compounding 
medicines sold to the public at large and a doctor 
who merely diluted such medicines as he supplied to 
his private patients. l 

In the Court of Appeal Lord Justice Scott observed 
that the authorities clearly showed that the criterion 
must be the purpose for which the water was used. 
Water used for diluting medicine necessarily consti- 
tuted a domestic purpose : there could be no more 
domestic purpose than internal administration. If 
ọne drank a glass of water, it was a domestic purpose. 
The drinking of water with medicine in it—or, for 
the matter of that, with whisky in it—was plainly 
within the domestic category. As regards the use of 
water for washing surgical instruments, washing or 
cleaning was, prima facie, a domestic purpose. To 
keep things clean was one of the most important 
objects in domestic life. The Lord Justice saw no 
ground for saying that because the cleaned article 
happened to be a surgical instrument, the water 
ceased to be used for a domestic purpose ; the nature 
of the use remained domestic even if the instruments 
were afterwards to be employed in the course of 
professional practice. The corporation’s appeal was 
dismissed with costs, but leave was given to appeal 
to the House of Lords. 

Two leading cases were cited during the arguments 
and judgments. In Colleys Patents Ltd. v. Metro- 
politan Water Board (1912) the water was supplied 
to a factory for the workmen’s drinking and washing 
and for flushing urinals and water-closets. Lord 
Mersey said that the real question was whether water 
used for the mere personal convenience of men 
employed in a factory could be said to be water used 
for the purposes of trade carried on in the factory. 
In his opinion such a contention was not possible. 
The House of Lords held on that occasion that the 
supply was for domestic purposes and not for trade 
purposes. In Metropolitan Water Board v. Avery 
(1914) water was used in connexion with the service 
of luncheons in a public-house and with cooking and 
washing up afterwards. The judges of the divisional 
court, Court of Appeal and House of Lords all agreed 
that this was a domestic purpose. Any other decision, 
said Lord Dunedin, would be fragrantly in conflict 
with the common-sense view. To say that this was 
a trade purpose would commit the court to the 
unreasonable position that, if a retail shopkeeper 
used a damp sponge for cleaning dusty goods, he 
would be liable ta pay for the water at trade rates. 
Dr. Yuille’s defence was conducted by the London 
and’ Counties Medical Protection Society. As the 
case may yet go to the House of Lords comment 
must be restrained meanwhile. One may note 
nevertheless that distinguished judges have occa- 
sionally referred to the excess of subtlety which 
has been developed in the attempt to narrow the 
definition of domestic purposes and to expand the 
definition of trade purposes. The actual amount of 
water supplied from the surgery tap cannot be large 
and a disproportionate amount of the ratepayers’ 
money seems to be lavished on the recovery of 15s. 
from Dr. Yuille and such other practitioners as share 
his potential liability. 


HosPITALS Day.—The London hospitals will this 
year again hold combined flag-days. The general hospitals 
in inner London will collect on Tuesday, May 9; the 
general hospitals in outer London on Saturday, May 13; 
and the special hospitals on Tuesday, Oct. 10. The com- 
bined collections for 1938 amounted to over £44,000. 
The address of the London Hospitals Street Collections 
Central Committee is 36, Kingsway, W.C.2. 


PARIS 
(FROM OUR OWN CORRESPONDENT) 


FIFTY YEARS OF THE PASTEUR INSTITUTE 


THE fifty-year jubilee of the Pasteur Institute, 
whose celebration last autumn was postponed on 
account of unforeseen circumstances, took place on 
March 15 in the institute and in the presence of a 
distinguished gathering. M. Lebrun, President of the 
Republic, was surrounded by men whose names are 
household words, not only in France. The recitation 
by the present director of the Pasteur Institute, Dr. 
Louis Martin, of the exploits of the men of Pasteur’s 
generation would have suggested the phrase ‘‘ there 
were giants in those days,’ but for the presence in 
the flesh of so many other giants—Louis Martin him- 
self in the first place, and the still youthful Ramon, 
to mention only two. M. Lebrun was accompanied 
by the ministers for the interior, for the colonies, and 
for public health. Among those present were Dr. 
Pasteur-Vallery-Radot (Pasteur’s grandson) Dr. Adrien 
Loir (Pasteur’s nephew), the presidents of the academies 
of medicine and surgery, Prof. Roussy (rector of the 
University of Paris), Prof. Bordet of Belgium, and 
delegates from various other countries, including 
England, Germany, Holland, Italy, and Poland. It 
was the doyen of the faculty of medicine of Amsterdam 
who, in a brief but eloquent speech, voiced the senti- 
ments of all the foreign delegates. One of the most 
instructive speeches was delivered by Dr. Pasteur- 
Vallery-Radot, who traced the development of 
Pasteur Institutes in different parts of the world 
occupied by the French. The first of these daughter 
institutes was established in Indo-China under 
Calmette, at that time quite a young man. Since 
then the numerous younger daughter institutes have 
become famous chiefly because of the men who have 
been in charge of them, several of whom are still 
living. As one listened to these historically inspired 
addresses, the conviction grew that the history of 
microbiology is in large measure the history of 
Pasteur, his followers, and his institute. Before 
leaving the grounds of the Pasteur Institute, M. Lebrun 
laid a wreath on Pasteur’s tomb. 


OLD-AGE PENSIONS FOR DOCTORS 


Superficially seductive, such a heading as Old- 
age Pensions for Doctors is, according to Maurice 
Mordagne, the mouthpiece of. the Association Cor- 
porative des Etudiants en Médecine de Paris, a snare 
and a delusion. It will be remembered that only a 
few years ago a French senator, M. Pomaret, produced 
a legislative scheme for the compulsory retirement 
of all doctors at the age of 65. In the preamble to 
the draft of his bill he was indiscreet enough to let 
fall the remark that the diagnoses of a doctor of 30 
are much superior to those of a doctor of 65. Cornered 
over this dictum, so trite to the 30-year-old, so 
outrageously mendacious to the 65-year-old, he was 
persuaded in 1937 to adopt a less harsh attitude 
towards elderly doctors and to consent in principle 
to a scheme of voluntary retirement at 65 with a 
pension for any doctor who had subscribed sub- 
stantially throughout his medical career. It is this 
modified scheme which M. Mordagne castigates in a 
recent number of Presse Médicale with breezy hearti- 
ness. He pictures the emotions of a doctor forced 
to pay 4000 francs a year throughout his active 
professional life, but left free to dispense with any 
pension whatever when, at 65, he feels like remaining 
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in harness indefinitely. The 65-year-old doctor who 
retires on a pension of :20,000—25,000 francs would 
obtain this modest pension largely at the cost of his 
more active and hard-working contemporaries, 


UNITED STATES OF AMERICA 
(FROM OUR OWN CORRESPONDENTS) 


A DEBATE ON MEDICAL CARE 


A LARGE attendance at the New York Academy 
of Medicine on Feb. 27 rewarded the officers of the 
Medical Society of the County of New York for their 
efforts in arranging a symposium on the national 
health programme, 


The first speaker, Dr. Martha M. Eliot, said that 
the Technical Committee on Medical Care, of which 
she is chairman, regarded the development of public 
health and preventive measures as fundamental ; 
but at the same time no sharp line could be drawn 
between prevention of disease and care of the sick. 
The programme advocated for care of the ‘‘ medically 
needy ” aims at improving the quantity and quality 
of the attention received by these 40 million people. 
The objective of the more general programme, 
to include provision of medical care for normally 
self-supporting persons, is to relieve such persons 
of the risk of unpredictable costs of sickness, This 
may be done either by health insurance or general 
taxation, or both; the choice is left to each of the 
several states. 


Dr. John P. Peters, secretary of the Committee 
of Physicians for the Improvement of Medical Care 
Inc., and professor of medicine at Yale, pointed 
out that certain government departments had pre- 


sented reports of the distribution of medical care 


which were shocking, especially to members of the 
medical profession which has taken pride in its 
philanthropy. Criticisms of these data had come 
chiefly from persons whose personal experience has 
been at variance with the government’s statistics. 
The height of absurdity had been reached by those 
who have damned the figures dealing with health 
while citing those dealing with distribution of income, 
culled from the same sources by the same methods. 
Instead of meeting the challenge squarely, said 
Dr. Peters, the medical organisation set out to 
prove the error of the national health survey by 
instituting an investigation of its own. This was 
conducted not by experts in sociological investigation 
but by means of questionnaires directed at random, 
by persons who had already declared their prejudice, 
to medical, welfare and philanthropic organisations. 
The replies gave only two types of information at the 
best: the number of needy patients in the com- 
munity that have received medical attention and the 
opinion of various organisations concerning the 
extent of unmet need. This was as irrelevant to 
the problem as was a spot map showing the distribution 
of hospitals in the United States to the question of 
adequate hospitalisation. 

Organised medicine, realising that it cannot 
provide gratuitous care to the needy, had expressed 
its willingness to delegate the support of this large 
class to the government. It denied to the govern- 
ment, however, the right to make any provision for 
the marginal class immediately above the level of 
indigence and specifically prohibits compulsory 
health insurance. Instead, it suggested extension 
of voluntary insurance with certain limitations, in the 
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face of extensive experience here and abroad proving 
that voluntary insurance, especially when thus limited, 
cannot solve the problem. Already plans had been 
proposed by medical societies for voluntary insurance 
programmes, but those that pretended to offer any- 
thing approaching adequate modern medicine 
demanded such high premiums that they cannot 
serve the fraction of the population for which they 
are especially intended. 

The defects of the British panel system, in 
Dr. Peters’s opinion, can be attributed to the method 
for the distribution of medical care; there is no 
reason to believe that they are inherent in the system 
by which funds are raised. 


“ In our absorption in matters of finance the more 
important matter of assuring high-quality care seems 
likely to escape attention. Thus far, all plans have 
been predicated on the pretension of the present 


. system of free competition, either on a cash indemnity 


or a free-for-service basis. Neither of these systems 
provides for anything but exposure of physicians 
to patients. Both are subject to the worst evils 
of the panel system, quite irrespective of the means 
by which they may be supported. Experience has 
proved that they do not particularly reward com- 


'petence and decency, but afford peculiar opportunities 


for chicanery. They offer no incentive to the practi- 
tioner to avail himself of the assistance of specialists 
and consultants or to utilize all available medical 
facilities. They provide no machinery for the 
integration of the various branches of medicine ; 
but these are the prime requisites of any system that 
is to supply modern medical care of high quality. 
All men are no longer equal in medicine and no one 
man can pretend to know or practice all branches 
of the healing art. Some means of securing coördina- 
tion of medical services and more efficient utilization 
of time and resources is imperative.” 


Dr. Peters believes that nation-wide imposition of 
compulsory health insurance would probably be 
unwise at any time, and its immediate institution 
would almost certainly do harm. For certain areas, 
especially thinly populated rural regions, it may 
prove quite unsuitable. ‘‘ Nevertheless, it would be 
most unfortunate to exclude it entirely from 
consideration, as the American Medical Association 
has demanded.” He closed with a reminder that 
any programme for the expansion of medical care 
must include provisions for education and research. 

Dr. Samuel J. Kopetzky chose for his subject the 
‘intangible effects of compulsory health insurance 
in medical practice.” He spoke, he said, from no 
love of controversy but to help stop the progressive 
deterioration of our doctors. If the burden of caring 
for the indigent were lifted from the doctor’s shoulders 
he would gladly scale his fees to the financial ability 
of the wage-earner. Dr. Kopetzky also opposed 
health insurance because he has a great love for the 
career of a doctor. He who enters a sick-room must 
be accompanied by “‘ confidence.” Once the devastat- 
ing taxes of health insurance were imposed the 
government would do nothing to improve the quality 
of medical care. He drew attention to the many 
forums which our scientific societies and our academies 
of medicine provide, crowded even during the 
depression by eager physician-students voluntarily 
endeavouring to better themselves. ‘‘Show me,” 
said Dr. Kopetzky, ‘“‘ anything like it in any country 
in the world where compulsory health insurance is 
in force. We are told that scientific medicine has 
‘crossed the Atlantic’ and its headquarters are now 
in America. How much of this changed focus in 
scientific medicine do we owe to the regimented 
deterioration abroad, and to the lack of leisure, 
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initiative and ambition of panel medical practice 
there ?”’ There is, he pointed out, no incentive to 
become a better doctor, if income from practice is 
fixed by the insurance capitation fee. A level of 
mediocrity is created, while dull routinised medical 
practice ensues. Health insurance does not enhance 
preventive medicine; it creates a medico-socio- 
political machine. (Probably one must be American 
to realise what a horrible thing that is.) 

Dr. Frederic E. Elliott advocated ‘non-profit 
medical expense indemnity associations.” Compulsory 
health insurance, socialised medicine, consumers’ 
codperatives, group health associations were, he 
said, all the same thing though the stage trappings 
are a little different. Assistance which, on the 
other hand, deals exclusively with the financial 
aspect of medical service has many fundamental 
advantages. The assisting agency stands behind 
the patient and not between him and the doctor. 
It retains the direct responsibility of one doctor to 
one patient. It preserves freedom of choice by the 
patient. Perpetuation of individual enterprise and 
freedom in the practice of medicine are, Dr. Elliott 
said, along with freedom of the press, freedom of 


religion and independence of the judiciary, funda- . 


mental to the democracy of life and the happiness 
and well-being of the American people. 


THE NATIONAL HEALTH BILL 


On Feb. 28 Senator Wagner introduced a bill 
which amends the Social Security Act and is to be 
cited as the National Health Act of 1939. This bill 
fulfils expectations in embodying the main recom- 
mendations of the Technical Committee on Medical 
Care. The Social Security Act is amended so as 
to increase the federal subsidies available for work 
among mothers and children, to add to the provisions 
for the care of crippled children and provisions for 
medical care of, children, and to provide additional 
funds for public-health work and for training 
personnel, Additional titles provide for grants 
to states for hospitals and public-health centres, for 
medical care “especially in rural areas and among 
individuals suffering from severe economic distress,” 
and for temporary disability compensation when 
the disability results from sickness. In the states 
the act will be largely administered or supervised 
by the state health department, but the state health 
officer will apparently have to meet the require- 
ments of three separate federal departments at 
Washington and at least five separate federal advisory 
boards. If standards for the qualifications of 
personnel and the quality of medical care provided 
are set up by these boards, he will have to deal with 
a maze of regulations and standards compared with 
which his present troubles will be trifling. However, 
from the wording of the bill, it is not at all clear that 
the federal advisory board will have any function 
except to advise the administering agency how to 
maintain the merit system. The wording of the bill 
seems to imply that the qualifications and the 
standards will be fixed by state administering 
agencies who will be advised by state advisory boards. 
If so the federal advisory boards will have no important 
function and the standards of service will be as low 
as each of the several state agencies may prescribe. 

The amount of subsidy which each state will receive 
is governed by the population, the number of needy 
persons, the per-capita income of its residents, and 
its special health problems. 

Thus far comment in the lay papers has been scarce. 
This may be because the administrative set-up is 
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so complicated that lay writers are not able to under- 
stand it; or it may be that editors are waiting until 
the bill is debated on the floor of the senate. 


= IRELAND 
(FROM OUR OWN CORRESPONDENT) 


TIIE IRISH HOSPITALS COMMISSION 


THE third general report of the Irish Hospitals 
Commission, covering the activities of 1937, was 
issued last week. Up to the end of 1937 the total 
proceeds of the sweepstakes available for hospitals 
amounted to £11,576,849. Of this sum £2,762,501 
was distributed directly to participating hospitals 
and £1,159,184 to the Minister for Local Government 
and Public Health for the use of hospitals under 
local authorities. The sum of £7,704,700 is in the 
custody of the board of trustees. 

The report analyses the hospital bed accommoda- 
tion of the country as a whole. It is stated that it is 
generally accepted that there should be 5 hospital 
beds per 1000 of the population for the accommodation 
of general medical, surgical, and obstetric cases. 
It is suggested that in a country like Ireland, where 
there is a large rural and a small industrial population, 
so high a ratio may not be required. The actual 
ratio is 3-2 beds per 1000 of the population. The 
proportion in Dublin city and county is 6-2 per 1000, 
but the report, hardly gives adequate weight to the 
fact that the hospitals in Dublin and Cork serve the 
greater part of the country. For instance, 27-7 per 
cent. of the patients treated in Dublin hospital 
in 1936 came from other counties. 


Severe strictures are made on the administration 
of the voluntary hospitals and on their alleged lack 
of adequate control of expenditure. The following 
passages summarise the commission’s contentions :— 


“ It is apparent that the voluntary hospitals are 
becoming each year more dependent on the proceeds 
of sweepstakes. . .. The yearly accounts of the 
hospitals indicate . . . that in many of the hospitals 
there is a marked tendency to relax that ever-watchful 
supervision of spending which is so essential for the 
economic administration of such institutions. 


“ It was to be expected that maintenance costs 
would rise when the hospitals were to a large extent 
relieved, by the phenomenal success of the sweep- 
stakes, of the fears and uncertainties due to the 
precariousness of their financial position. ... It 
is when expenditure continues to ascend at what 
can only be termed an alarming rate that serious 
misgivings arise as to the justification for the increases. 
The Commission has frequently exhorted the govern- 
ing bodies of the hospitals to exercise a rigid and 
efficient internal control of expenditure, so that, when 
and where increases occur, commensurately improved 
services May accrue. : 


“ It does not appear to the Commission that the 
has been any marked improvement in hospital 
administrative methods in the matter of supervision 
of expenditure. 

“The Commission has arrived at the conclusion 
that so long as the hospitals foresee that their 
maintenance deficits will be refunded out of the 
Hospital Trust Fund, and that there is not any 
immediate possibility of their having to finance such 
losses of themselves, thus long will expenditure 
continue on the upgrade.” | 


The report suggests ‘‘ that a limit may have to be 
put to hospital expenditure by some other mean: 
than dependency on the economic supervision within 
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each hospital, if the latter cannot give the required 
results.” Unless a “ business-like and conscientious 
control of expenditure ” be established by the hospitals 
themselves, “an alternative method of dealing with 
the deficit question will have to be considered.” 
In reply it has been pointed out that the commission 
has underrated the amount of leeway which had to 
be made up by most of the voluntary hospitals at 
the time the sweepstakes were established and the 
steadily increasing cost of treatment by modern 
methods. No evidence has been produced of a greater 
proportional increase of expenditure in the voluntary 
hospitals which receive grants from the sweepstakes 
funds than in those not receiving grants or than 
in comparable hospitals in Great Britain or Northern 
Ireland. 

Some of the ‘phrases used in the report are puzzling, 
such as the reference to the possibility of the hospitals 
‘* having to finance such losses of themselves,” ignoring 
the fact that the hospitals have little resources 
outside what they have got or may get from the 
sweepstakes funds. It is not likely that the com- 
mission wishes the hospitals to be carried on as 
business concerns, but some of the expressions used 
convey that suggestion. Moreover the general tone 
of many paragraphs conveys the notion that the 
sweepstakes funds are not the property of the hos- 
pitals but of the Minister or of some other authority, 
whereas the funds have been collected for the improve- 
ment and maintenance of the voluntary hospitals 
and are held in trust for the voluntary hospitals. 
The Minister has only to apportion the funds between 
several voluntary hospitals. Many of those interested 
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in the voluntary hospitals read into the report a 
tendency to bring the‘ hospitals under effective 
state control, and they are inclined to resent the 
lecturing tone apparent in such paragraphs as have 
been quoted above. : 

The commission’s opposition to the proposal to 
build a fever hospital for Dublin with 600 beds 
instead of the 500 in the original proposal is based on 
the view that it is cheaper to prevent contagion than 
to build and equip hospitals to treat fevers, and that, 
if adequate prevention of diphtheria were practised, 
the smaller number of beds would be sufficient. The 
report gives a long statement of the commission’s 
reasons for declining to recommend the proposals 
made for the creation of an orthopedic hospital of 
150 beds in the neighbourhood of Dublin. The 
commission’s alternative is that, when the Dublin 
hospitals have been enlarged and improved, they will 
possess efficient orthopedic sections. On the other 
hand, the commission’s plan for dealing with chronic 
rheumatism is to concentrate the work in one central 
institute. Many will fail to see why centralisation 
is opposed in one case and approved in the other. 
Many will think too that the establishment of an 
elaborate treatment centre for chronic rheumatism 
is premature until much more research has been 
made into the causation and pathology of that 
disease. 

The commission justifiably emphasises the dis- 
crepancy between the number of available and of 
occupied beds in the several hospitals in certain 
months of the year and emphasis is also properly 
laid on improvement of hospital records. 
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FROM A PART-TIME PROFESSOR 
IV 


THE assizes are now sitting in this city and the 
newspaper reports serve to remind me that few 
spectacles are more calculated to bring the dignity, 
honesty and impartiality of our profession into dis- 
repute than the expert evidence given by doctors in 
courts of law. In one case the witnesses on one side 
asserted that the victim was permanently and totally 
disabled, whilst those on the other side avowed that 
“if only the patient would pull himself together he 
would be able to return to his former occupation.” 
It is clear that these two views are wholly irre- 
concilable, and it must be an unenviable task for 
both judge and jury to decide where lies the truth in 
these conflicting statements. The public allege that 
doctors called as witnesses for one particular side are 
obliging enough to cast their evidence in the appro- 
priate mould. Moreover it is suggested that wealthy 
litigants bring witnesses of considerable renown into 
court who by the sheer weight of their reputation 
overwhelm the medical evidence on the poor litigant’s 
side, and a miscarriage of justice follows. I think it 
true that judges tend in some degree to discount the 
spectacular evidence brought in these circumstances, 
but even this is unfair, for it might well be the 
doctor of greatest renown who gives the fairest and 
most valuable opinion. 

It should not be beyond the.wit of man to devise 
a means whereby the ends of justice could be more 
certainly attained. The attempt made to secure this 
by having, in certain cases, a medical assessor sitting 


with the judge is helpful; but the assessor, too, has 
to listen to the conflicting evidence of medical 
witnesses, and his task is a difficult one, especially in 
disabilities of which he has no first-hand experience. 
I think the basis on which a scheme might be 
devised would be to have at each assize a panel of 
three eminent doctors, with power to codpt specialists 
where the circumstances demand them. This panel 
would examine the victims of accidents and report to 
the judge, answering, if they are able, such questions 
as—from what is the claimant suffering? is the 
disability permanent or temporary? if the latter, 
what is its probable duration? is it partial or 
complete ? could the disability have been produced 
by the alleged accident ? has the onset of an illness 
been precipitated by the accident or its progress 
accelerated thereby? and so forth. The panel 
would intimate frankly to the judge that in certain 
cases the answer is, ‘we do not know,” or “we. 
might be able to answer this question in a year’s 
time.” These would provide the basis for legal 
argument and judgment. The panel could be 
appointed by an approved body—e.g., the Home 
Office. The principle aimed at is the freeing of expert 
evidence from the taints of bias and omniscience. 
One result of accepting this scheme would be a loss 
of income both to doctors and barristers, but this is 
of less importance than a risk of loss of respect for 
professional integrity. 


ae * * 


The element of chance in shaping the consultant’s 
destiny is, I fear, insufficiently appreciated. We are 


718 THE LANCET] 


told year by year in the opening addresses at our 
medical schools that honesty, knowledge, wisdom, 
self-sacrifice, indeed all the higher moral qualities, are 
necessary attributes of the successful physician. 
Experience shows, however, that these are born to 
blush unseen, and waste their sweetness on the 
desert air, unless that chance occurs which opens 
the gateway to success. There is, for example, the 
vacancy on the hospital staff which occurs at the 
most opportune moment. But it is in practice that 
the lottery is especially marked. Almost every con- 
sultant can recall one particular case which started 
him on the road of success after long tarrying by the 
wayside. One of my friends who early achieved 
great fame as a physician frequently recalls that it 
was a rectal examination which established his 
reputation. The parents of a girl, alleged to be 
suffering from typhoid fever and pronounced gravely 
ill by a senior consultant, asked for a second con- 
sultant’s opinion. My friend was called in. He 
listened carefully to the history and suspected an 
appendix abscess, Abdominal examination was 
negative but he recalled the maxim, “if you don’t 
put your finger in it, you put your foot in it.” He 
confirmed his suspicion, for rectal examination 
revealed a pelvic abscess and he advised immediate 
drainage. My friend insists that the patient’s rapid 
recovery contributed less to his suddenly increased 
practice than the fact that the girl happened to be 
the only daughter of the captain of a ' famous 
golf club. à M n 

In the psychology of humour there is a phenomenon 
which would repay careful analysis. Not infrequently 
a man who has reached the highest rung of his profes- 
sional ladder refers to himself with that mock solemnity 
which always raises a laugh as “a most distinguished 
ornament of his profession.” We heard an example 
on the occasion of the presentation of his portrait 
to the president of the Royal College of Physicians. 
Lord Macmillan, who presided, spoke, in the course of 
his sincere and beautifully phrased tribute to Dr. 
Hutchison, of the attraction of the Edinburgh medical 
school in the early ’nineties, admitting that it very 
nearly lured him, in which case “the law would 
have been deprived of one of its most distinguished 
judges.” The spectacle of a distinguished judge (of 
exceptionally modest bearing), frankly avowing his 
worth might be regarded as adding weight to the 
view that the basis of all humour is incongruity. 

Recently a young barrister, proposing a vote of 
thanks to a well-known physician for his address to 
a luncheon club, spoke in glowing terms of the 
speaker’s persuasive eloquence and added, ‘‘ Had our 
distinguished guest chosen the law as his profession 
there would have been many more men alive than 
there are today.” The applause, quite free from 
irony, with which these words were greeted suggested 
that few had detected its double entendre. 


* xk * 


Would it not be well for editors to indicate why 
they reject papers submitted to them for publication ? 
A young and more than usually able research worker 
had recently a manuscript returned from the editorial 
committee of a quarterly journal with a note in- 
forming him simply that “the editors regret they 
are unable to accept your article for publication.” 
Unversed in the ways of editors he was profoundly 
distressed and asked me if I would read his paper and 
tell him why it had been rejected. The explanation 
was immediately apparent, for though the paper was 
well written and embodied a real contribution to 
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knowledge there were accompanying it six coloured 
plates ! I advised him to write to the editor offering 
to pay for the reproduction of the coloured plates. 
This he did and was asked to return the paper to the 
editor by the next post for publication in the next 
number! Much heartache might have been saved by 
a word of explanation. 

Those who have had papers rejected because their 
contents are out of accord with accepted knowledge 
will find solace in C. D. Broad’s preface to “ The 
Mind and its Place in Nature ” (1925). ‘There he 
suggests that he will doubtless be blamed by certain 
scientists for considering seriously the alleged facts 
investigated by Psychical Researchers. But he says: 
“I am wholly impenitent about this. The scientists 
in question seem to me to confuse the Author of 
Nature with the Editor of Nature; or at any rate 
to suppose that there can be no productions of the 
former which would not be accepted for publication 
by the latter. And I see no reason to believe this.” 


$ * * 


University handbooks are rarely the repositories 
of wit, at any rate of conscious wit. One of the 
few examples I have met in my enforced reading 
of them is recalled by the fact that the smoke-room 
of my club has just been redecorated with a some- 
what ornate wallpaper. Commenting on the small- 
ness and decoration of the bedrooms in Oxford colleges, 
the handbook to the University of Oxford states: 
“.. builders of old evidently believed that in a place 
to which one resorts in order to become unconscious 
of one’s surroundings, the surroundings do not greatly 
matter; and the occupant, after one glance at the 
floral luxuriance of the wall-paper, will probably 
appreciate the advantages of unconsciousness,” 
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From a lecture by Dr. A. T. Thomson at Universit 
College Hospital, 


... If we reflect (said he) how long a period has elapsed 
since medicinal agents had been applied to, or rubbed 
upon, the entire skin, and how much benefit had been 
derived from counter-irritants, it was remarkable that no 
advantage had been taken of the skin, as an inlet to 
medicinal substances capable of acting generally upon the 
system, until the year 1823. MM. Lembert and Lessiew, 
at that time, suggested what was termed the endermic 
method. They had some followers among continental 
practitioners, but few in this country had ventured te 


administer medicines in this way; and it was not tov | 


broad an assertion to affirm that it had been most unjustif- 
ably neglected... . 
the cuticle was the application of a blister ; 
the introduction of the acetum cantharidis, we possessed 
a very rapid and efficient means of blistering. . . . 

One advantage of the endermic method over the intemal 
administration of powerful narcotics was that of obtaining 


The most common method of raising | 
and since 


the full influence of the narcotic without any chemical | 
change being produced upon it, such as must, necessarily, . 


often occur when it was taken into the stomach : another 


was that the digestive function was left undisturbed : and 
a third was the power which we possessed of restrainin< | 
the too great activity of the narcotic by the application — 


of an exhausted cupping-glass over the part to which 
it had been applied. ... The time required for the 
imbibition of a narcotic thus applied, in order to reach 
the capillaries, and to enter the circulation, was stated 
by Miller, in his ‘‘ Elements of Physiology,” to be les 
than a second; ... In some of the instances in which 
finely-powdered hydrochlorate of morphia was sprinkled 
over a blistered surface, the influence of the narcotic was 
felt in the head in less than a minute, 
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THE AIR-RAID — 


A series of articles on medical organisation and surgical practice in air attack by 
P. H. Mircuiner, C.B.E., T.D., F.R.C.S., and E. M. CowE tz, D.S.O., T.D., F.R.C.S. 


XTII—NURSING ORGANISATION AND NURSING 
OF CASUALTIES 


For the same reason as the medical profession 
it has become necessary to organise the nursing pro- 
fession. To staff the vast hospital expansion that 
may be required to deal with air-raid casualties, 
many ex-nurses, at present not active in their pro- 
fession, and large numbers of trained members of the 
voluntary aid societies will be necessary in addition 
to the existing nursing staff. This large organisation 
will probably be controlled by the Ministry of Health. 


Personnel of Dressing-stations 


Large dressing-stations should be organised to 
hold 100 stretcher and 100 sitting cases. The staff 
required is given in table I; it will be observed that 
a sister-in-charge and three nurses are recommended. 
The personnel will work in shifts of eight or twelve 
hours. 
duty for only part of a shift. If gas cases arrive in 
any numbers there will probably be fewer wounded, 
and the personnel must be rearranged accordingly. 

The sister-in-charge will work with the senior 
medical officer and give her orders to the duty 
nursing officers. The duty officers will be comman- 
dants or other officers of the Order of St. John or of 
the British Red Cross Society, one of either sex. 
These officers will know their personnel and appoint 
leaders in each department. The third duty officer 
performs the quartermaster’s or steward’s duties. 

In addition to the staff as scheduled, helpers will 
be required to work in the canteen, in the reception- 
room, and to look after the feeding of the personnel. 
Extra stretcher-bearers will be supplied from attached 
first-aid parties. The men auxiliaries attached to the 
office staff will act as runners. Extra police will 
be required to direct incoming ambulances and 
guide the patients. 

When arrangements are working smoothly, the 
dressing-station will be cleared rapidly. If, however, 


Some of the volunteers will be able to be on 


there are so many casualties that the neighbouring 
hospitals become full at once, the dressing-stations 
must be prepared to hold their cases for 4—6 hours 
or even longer. In some circumstances it may even 
become necessary to convert the dressing-station 
into a temporary casualty hospital. 


Personnel of Casualty Hospitals 


The hospitals set apart to deal with large numbers 
of wounded (‘‘ mass surgery centres’’) will require 
extra nurses and careful internal organisation. The 
executive staff will consist of (1) a senior medical 
officer with his deputy and the house governor; 
(2) a matron with her deputy ; and (3) duty officers 
from the voluntary aid societies. These officers 
hand their details to the matron for work in the 
various departments. Table II is given as a guide to 
the posting of the staff. An allowance should be 
made for two shifts in the twenty-four hours. It 
may be necessary to change over the details according 
to circumstanees. The exact proportion of male 
and female casualties is an unknown quantity, 
and the question of gas will not be settled until the 
actual raid. A responsible sister will be in charge of 
each ward, and her name should be marked up 
at the door for the information of the new and 
oft-changing voluntary personnel. 


Nursing of Air-raid Casualties 


Members of the nursing profession who may be 
engaged in nursing air-raid casualties should, in 
addition to an acquaintance with ‘“‘ gas,” possess an 
up-to-date knowledge of air-raid surgery. 

WORK IN SPECIAL DEPARTMENTS 

In the reception-room 250-700 units of antitetanic 

serum will be given to all wounded that have not 


previously received an injection. There is, however, 
the danger of anaphylaxis, and, if there is a history of a 


“recent previous dose, the serum must be given slowly 


with adrenaline at hand if untoward symptoms arise. 


TABLE I—PERSONNEL OF DRESSING-STATION FOR 100 LYING AND 100 SITTING CASES 


Nursing orderlies Auxiliaries 


Trained Dut Total 
Department nurses oMoess Clerks Cooks |voluntary 
(S.R.) Men Women Men Women personnel 
Stretcher dump .. sa 1. 
Office ee o¢ ;. ee 2 9 
Wounded 1 4 2 13 
Reception 
1 1 1 5 
Treatment saa 2 5 1 8 
f Lying .. 6 6 6 24 
Evacuation { 
Sitting .. 2 2 2 8 
Resuscitation sis 2 2 4 
Theatre .. 1 1 1 3 
Q.M. department 2 ii 5 
» kitchen sa 5 2 7 
Mortuary 1 es 3 
— 14 21 24 2 90 
Note.—The lying cases will probably outnumber the sitting. Of the latter 20 per cent. will become stretcher cases after 
admission. Two to four police will be required for duty at the entrance, to contro] crowds and to direct the ambulances and 


stretcher-bearers, 
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_ TABLE II—PERSONNEL OF A CASUALTY HOSPITAL WITH 200 BEDS 


` Nursing Auxiliaries 
i ; Total 
Accom- | S.R. | Duty Dis- orderlies rue | 
Department modation | nurses | officers | C!€TES | pensers = Cause +i rare 
Men |Women; Men Women 
Stretcher dump 1 1 
Office ee ee 2 6 12 
40 L. 1 2 4 4 15 
Wounded P ; 2 
. Reception 0S. 1 

Gas 10 S. 3 3 6 
8 L. La © eè 

Treatment ‘a a2 
20 S. 1 1 a 1 3 
Preoperation .. ele 30 L. 1 3 1 > 8 
Resuscitation .. 30 L. 2 5 1 2 10 
Theatre (6 teams) 12 tables 6 6 12 6 33 
Plaster team we 6 tables 6 i pe 6 
S. ees ee 20 e ee es 1 1 2 
Evacuation z (men) os 40 2 2 1 2 7 
L. (women) .. 40 4 3 7 
Serious f Men ee oe 15° 1 2 | 3 
surgical Women ; 15 S 3 3 
Gas Ss T ae 5% 10 1 2 ng 1 . 4 
Q.M. department 1 1 2 ' 6 
» kitchen za 1 3 7 
Personnel quarters ae oe 1 2 8 
‘Mortuary 1 AM 1 2 
ase 1 25 34 26 38 3 140 


Note.—The voluntary personne] is supernumerary to the existing nursing and domestic staff of the hospital. Police will be 


required for duty at the hospital entrances. 


In the resuscitation ward a great deal can be done 
for the apparently moribund. (For a description 
of wound shock see Lancet, Jan. 28, p. 228.) 
The nurse should be familiar with the various 


methods of réchauffement or warming the patient.. 


Hot bottles should be placed near the large 
blood-vessels—i.e., over the groins and not at 
the feet. Electric cradles, hot-air stoves, and 
electric blankets all help. If the electric supply 
is cut off, a stretcher placed on trestles, with a shielded 
primus or beatrice stove underneath and the sides 
enclosed by hanging blankets, makes an excellent 
warming apparatus (fig. 1). Fluids must be given 
in large amounts, and the nurse should be able to 
instruct and supervise the voluntary personnel 
in giving saline by the rectum. Blood-transfusion 
is given in this department, and the senior nurse 
should be able to introduce the needle into the 
vein and should understand the technique of the 
continuous-drip method. Care should be taken 
in giving morphine hypodermically. It is better to 
give small repeated doses than one large dose. The 
dose should be indicated on the patient’s card or 
marked on his forehead, together with the time of its 
administration. 


THEATRE WORK 


A hospital chosen for mass surgery will require 
six to eight surgical teams working simultaneously. 
Arrangements should be.made to train a sufficient 
number of sisters and nurses in theatre duties, so 
that they are ready when their services are required. 
The theatre should be large enough to hold these 


L. and S.=lying and sitting. 


teams—12-16 “twin tables °”—and will be adapted 
from a ward or other building set aside for the purpose. 
One sister or nurse is detailed for each team, anda 
sister-in-charge should be appointed for the theatre 
block, to supervise the provision and sterilising of 
dressings, instruments, gloves, overalls, and the supply 
of anexsthetics. A duty officer will supervise the 
stretcher-bearers and see that the patients are brought 
in from the _ preoperation room without delay. 
Special clerks will be on duty to make notes and 
complete the necessary records. 


EVACUATION WARDS 


The majority of the patients will be moved on 
at an early date to another hospital and will spend 
their time in the evacuation wards on their stretchers 
and not in beds. The new all-metal stretcher (fig. 2) 
will be in common use, and the nurse must know 
how to keep the patient warm and comfortable. 
The stretcher either rests on the floor on its runners 
or is supported on trestles 18 in. high. It is important 
to provide as much protection as possible to the 
patient’s back. Newspapers are good non-conductors 
and make a useful mattress. The blankets are folded 
as in the Thomas drill—by this method the effect 
of four blankets can be obtained when only three are 
actually used. 


WORK IN THE SERIOUS SURGICAL WARDS 


Air-raid wounds are all infected, and successful 
results depend on early operation. When primary 
excision of wounds is carried out, the wound may be 
sutured at once, but is generally left a few days for 
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secondary suture. In either case the dressing is 
left alone and a great deal of labour is saved. Careful 
watching is required in looking for secondary hæmor- 
rhage, the onset of sepsis, or perhaps gas-gangrene 
or tetanus. The Carrel-Dakin method of wound 
treatment was used in the Great War but is unlikely 
to be used today. Much time was saved when 
all the tubes were connected up by the appropriate 
fittings, so that the irrigating fluid was injected into 
one main tube only, whence it was distributed to the 
rest, without moving or disturbing the patient. 
A self-regulating reservoir was fitted in some wards 
which mechanically treated several patients simul- 
taneously. The treatment of burns with tannic 
acid has already been mentioned and may become 
very important in air-raid nursing. If the plaster 
method, now being carried out in Spain and mentioned 
in a previous article, is used, all wounds of limbs 
will come 
back from 
the theatre 
completely 
covered in 
plaster- 
of-paris. 
The nurse 
should be 
familiar 
with the 
various 
methods of 
suspending 
limbs and 
know the 
different 
ways of 
making 
the patient 
comfort- 
able. The 
plaster 
may soon 
become 


l 

Fia. 1—Réchauffement for wound-shock: blood - 

stretcher on stretcher-table with hanging gtained and 
blankets and heater. soaked with 


l exuding 
fluids, but the patients’ temperature comes down 
rapidly, and they do well. Watch should be kept 
for a rising pulse, a dirty tongue, and other signs of 
toxemia, Such untoward symptoms will be imme- 
diately reported, and the plaster may have to be 
removed. Otherwise the patients are left alone, and 
the plaster is only changed. once a fortnight. 

Abdominal wounds.—When the patient comes to 
the ward from the theatre he should be put into the 
position of the greatest comfort, after the initial shock 
has passed off. A strict Fowler’s position may be 
asked for by the surgeon, but often it is enough 
to raise the head of the bed on blocks, The admini- 
stration of glucose-saline per rectum is generally 
useful, the quantity retained by the patient often 
varying directly with the skill of the nurse. It 
is usually safe to begin small mouth feeds of albumin- 
water, sterile water, or glucose-lemonade as soon 
as the patient recovers from the anesthetic, even 
when stomach or bowel has been sutured. Oral 
asepsis should always be aimed at. The important 
complications to look for are signs of peritoneal irrita- 
tion, vomiting, and ileus. Internal hemorrhage should 
not occur after operation, and shock will have been 
treated elsewhere. A knowledge of the technique 
of continuous gastric siphonage and intravenous 


wee -os remo 


Fic. 2—All-metal stretcher on Tor stretcher-table for use 
as dressing or operating table. 


drip saline or blood-transfusion may be instrumental 
in saving many lives. The doctors will be so busy 
that they may depute this treatment to the sisters. 
After twelve hours regular liquid feeds may be started. 
Soft food may be given after the fourth day, and if all 
is well the patient may be sent on after the tenth day. 

Chest wounds.—The temperature of the ward 
should be kept at about 60° F., and draughts must 
be avoided. The posture of the patient is important ; 
he is usually most comfortable if propped up. In 
many cases an oxygen tent (fig. 3) is most helpful, 


. and the open-top pattern is recommended. The 


material used in its construction can be fireproofed, 
the open top allows of ready access in feeding, and 
the rest of the patient can be attended to without 
disturbing the concentration of oxygen. . 

The chief complications to look for are surgical 
emphysema, pneumonia, or bronchitis, A steam tent 
may relieve bronchitis. The onset of infection in 
a hemothorax is suggested by the aspect of the 
patient and a rise in pulse-rate and temperature. 
Pain and cough may be checked by heroin or morphine, 
These remarks apply both to patients who have been 
operated on and to those wounded who are treated 
medically. It is important to avoid tight bandages 


after operation. : 


fet ee es ee T 


ad 
> ‘ 
—_ $ 
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Fia, 3—Oxygen tent. 
(Tor Equi pment Co., Croydon) 
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Cerebral and spinal cases call for the most careful 
nursing. Apart from the well-known difficulties of 
feeding, looking after the incontinence, and preven- 
tion of bed-sores, the question of posture is important. 
If the brain is injured and there is a gap in the vault 
of the skull, it is important to avoid doing anything 
that will increase cerebral congestion. The best 
position for these patients is probably attained by 
raising the head of the bed on blocks. Restlessness 
or delirium must be combated with sedatives and, 
at times, with a strong sheet. The onset of cerebral 
compression in a patient who has not undergone 
operation must be immediately reported and, if 
necessary, artificial respiration performed until the 
doctor arrives. A soft running rapid pulse nearly 
always means a fatal termination. Careful watch 


must always be kept on the bladder to avoid over-. 


distension. The use of the triangular bandage to 
retain dressings in operated head cases is strongly 
recommended. Spinal cases are perhaps even more 
difficult then head cases. If the patient can be 
nursed on a bed with divided mattresses, much time 
and trouble are saved. The retention of urine 
in these cases will probably be treated by the 
insertion of a self-retaining catheter in the bladder 
after suprapubic puncture. 

Wounds of the face and jaws.—Every care should 
be taken to maintain asepsis of the oral and nasal 


PUBLIC 


End of ‘‘ Puerperal Fever” Notification 


IN 1926 the term “‘ puerperal pyrexia’ was intro- 
duced by the Ministry of Health to oust ‘‘ puerperal 
fever.” This, however, could not be done immediately 
without special legislation, because ‘‘ puerperal fever ” 


was already included among the diseases notifiable 


under the Infectious Diseases (Notifications) Acts, 
1889-1899. The passing into law of the Public Health 
Act, 1936, provided the opportunity of omitting 
‘“ puerperal fever ” from the list of diseases notifiable 
by statute as distinct from those notifiable under 
regulations made by the Minister. The effect is that, 
except in London, to which the Public Health Act, 
1936, does not apply, ‘“‘ puerperal fever ” is no longer 
notifiable, but ‘“‘ puerperal pyrexia”’’ remains notifiable 
under the Public Health (Notification of Puerperal 
Fever and Puerperal Pyrexia) Regulations, 1926. 
To clear up confusion the Minister has now issued new 
regulations to take the place of those of 1926 (London 
still being excepted), They are called the Puerperal 
Pyrexia Regulations, 1939, and will come into force 
on Aprill. ‘‘ Puerperal pyrexia,” as now to be notified, 
will mean ‘‘any febrile condition occurring in a woman 
within 21 days after childbirth or miscarriage in which 
a temperature of 100-4° Fahrenheit (38° Centigrade) or 
more has been sustained during a period of 24 hours 
or has recurred during that period.” 


Industrial Protection of Eyes 


To help employers bound by statutory regulations 
to provide protection for their employees’ eyes a 
leaflet entitled ‘‘ Protection Against Eye Accidents ” 
has been issued, in which it is pointed out that in 
about 10 per cent. of the blind in this country the 
blindness is due to industrial injuries, and that 
over 7600 eye accidents were officially reported in 
1936 under the Factory Acts. Since reportable 
accidents are those thate have caused disablement 
for more than three days, the total of all industrial 
accidents to eyes is obviously much greater, perhaps 
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cavities. Sprays of weak eusol or some other mild 
antiseptic should be provided and the patient 
encouraged to use them himself. Difficulty in breath. 
ing may suddenly arise, and instruments for trache. 
otomy or laryngotomy should be at hand, though 
generally all that is needed is to pull the tongue 
forwards. Many surgeons leave a long suture, 
passed through the tongue, to enable this to be done 
readily by the nurse, 


CONCLUDING REMARKS 


Nursing under air-raid conditions calls for the 
highest qualities of well-sustained morale, good 
discipline, and earnest devotion. The controlling 
authorities will try to arrange that the hospitals 
set apart for air-raid surgery will be situated as far 
as possible from the zone of greatest danger, It 
will not be possible, however, to climinate all risk 
entirely. Some bombs do not explode, and, even 
if they do, it is impossible for many hospitals to be 
hit at the same time. The slogan should be ‘“ Carry 
on and hope for the best.” However anxious the 
nurse may be, she must never show her feelings but 
remain smiling and do all in her power to comfort and 
cheer her patients. In Spain it was a point of honour 
that no-one showed any anxiety, and everybody in 
the hospital went about as though nothing unusual 
were happening. 


HEALTH | 


100,000 yearly. The main causes of such accidents 
are dust and small flying particles (as in metal- 
grinding and sand-blasting); larger flying objects 
(as in turning and in cutting rivets); splashing of 
molten metal and corrosive liquid (as in casting and 
in handling chemicals); and intense glare (as in 
oxyacetylene welding). Protective appliances are 
classified into fixed screens and portable screens, 
the latter including helmets, face-masks, visors, 
veils, and goggles. Screens may contain windows 
of special optical glass to intercept harmful radia. 
tions and to reduce glare. One ingenious fom, 
used in the inspection of glass furnaces, is held in 


-position by biting with the teeth on a wooden peg. 


When not in use it hangs from the workman’s neck. 
Samples of many of these protective devices can be 
seen at the Home Office Industrial Museum, Horse- 
ferry Road, S.W.1. The museum is open from 
10 a.M, to 4 P.M, on week-days, admission being free. 


Municipal Aid for a Voluntary Hospital 


The Prince of Wales’s Hospital, Plymouth, finding 
itself in difficult financial circumstances, lately 
appealed to the Plymouth city council for assistance. 
We are informed that the council has decided to 
make a grant of £3500 to the hospital for the year 
ending March 31, 1939, upon certain conditions, 
which include the following: (1) The question of the 
necessity for, and the amount of such financial 
assistance shall be subject to annual revision by the 
council. (2) The hospital board of managsement shall 
not, without prior approval of the council, increase or 
diminish accommodation or facilities provided for 
patients or staff so as to affect the financial position 
of the hospital. (3) The representation of the council 
on the board of management of the hospital shall be 
three members of the council and the medical officer 
of health, the latter in an advisory capacity. (4) The 
accounts of the hospital shall be submitted to the 
council in respect of each year during which a grant 
is made. 
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HOSPITALS IN EMERGENCY 


THE SCHEME FOR LONDON 


PLans made for the care of air-raid casualties in 
large cities were outlined by the Ministry of Health 
at the end of last month. In London and other 
big centres of population the casualty hospitals in 
the centre are to be affiliated with each other and 
with casualty hospitals in outer areas to which the 
wounded can be rapidly evacuated. 

Further details for London have now been issued, 
subject to modification, and the accompanying 
map shows approximately how affiliation is arranged 
in ten sectors radiating from the centre. Each of these 
sectors contains voluntary and municipal hospitals 
of widely differing types, including the great teaching 
hospitals, local-authority institutions, mental hos- 
pitals, specialised hospitals, and cottage hospitals. 
Some of these institutions—e.g., mental hospitals— 
will be converted from their present use to the care 
of casualties, and for this purpose will at once be 
cleared of their normal patients and ‘“‘ upgraded ”’ 
to the status of casualty hospitals by the installation 
of additional apparatus and personnel. Other hos- 
pitals, which could not be so upgraded, will be kept 
for convalescent cases, chronic cases and those needing 
inpatient treatment but no special facilities, 

It is proposed that the casualty hospitals near 
the centre of each sector should be used as far as 


_ possible for immediate treatment only, and that 
= the injured should be transferred at the earliest 


opportunity from the centre to affiliated casualty 
base hospitals in the outer areas. Thus in sector 7, 
St. George’s Hospital is affiliated to (among others) 
an advance-base hospital at Staines in Middlesex 
(the public-assistance institution) and a 

base hospital at Basingstoke in Hamp- 

shire (the Park Prewett Mental Hos- 

pital). Owing to the unpredictable 

nature of air attack, however, it might 

on. occasion be necessary to give 

casualties initial treatment at an out- 

lying hospital, and then to redistribute 

them among hospitals nearer the centre. 5 
Elasticity and freedom of interchange 

between hospitals are the essence of 

the scheme, which is designed to distri- 6 
bute the weight of casualties falling 

suddenly at any given point. It is Se 
intended that, as soon as an emergency 

threatens, equipment and staff will be 
redistributed among members of the 
group so as to use material and skill to 
the best advantage. 

The following lists show the principal 
casualty hospitals grouped according 
to sectors. Many other institutions in 
each area will be used for minor 
casualties, convalescence, infectious 
diseases, and other purposes. The name 
given above each list is that of the 
“ group officer’? appointed to represent 8 
the group. The abbreviations used are : 

H. = Hospital. P.A.I. =Public Assistance 
Institution. I.D. = Institution for Defec- 
tives. L.C.C.=London County Council. 


1. Emergency Hospital Organisation. H.M. 
Stationery Office. 6d. See Lancet, March 4, 
1939, p. 523, and March 18, p. 650. 
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SECTOR 1 (ESSEX) 
(Mr. Russell Howard) 


Australasian (Barnardo’s) 
H., Barkingside. 

Connaught H., Waltham- 
stow. 

East Ham Memorial H. 

King George H., Ilford. 

Oldchurch County H., 
Romford. 

Queen Mary’s H., Strat- 
ford. 

St. Mary’s H., Plaistow. 

Seamen’s H., Tilbury. 

Whipps Cross H., Wal- 
thamstoqw. 

Woodford Jubilee H. 

Barking H. 

Highwood H. (L.C.C.), 
Brentwood. 

Albert Dock H.. 

Aldersbrook Children’s 
Home, Snaresbrook. 


Sutton’s Institution 
(auxiliary to Old- 
church), Hornchurch. 

West Ham H., Harold 
Wood. 

St. John’s P.A.I., Chelms- 
ford. 

Colchester P.A.I. 

Black Notley Sanatorium, 
Braintree. 

Essex County H., Col- 
chester. 

Chelmsford and Essex H. 

Southend Municipal H., 
Rochford. 

Southend District General 
H 


Brentwood Mental H. 

Goodmayes Mental H. 

Runwell Mental H. 

Claybury Mental H. 
(L.C.C.). 

Severalls Mental H. 


Advanced bases.—Epping P.A.I.; St. Andrew’s P.A.I., 


Billericay. 


4 


SECTOR 2 (LONDON HOSPITAL) 
(Mr. Russell Howard) 


London H. 

German H. 

Metropolitan H. 

Bethnal Green H. (L.C.C.). 

London Chest H., Vic- 
toria Park. 

St. Leonard’s H. (L.C.C.). 

St. Peter’s H. (L.C.C.). 

Mile End H. (L.C.C.). 

St. Andrew’s H. (L.C.C.). 
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London Jewish H. 

Poplar H. 

Princess Elizabeth of 
York H., Shadwell. 

St. George-in-the-East 


H. (L.C.C.). 
Mildmay Mission H., 
Bethnal Green. 
Queen’s H. for Children, 
Hackney Road. 
| 
¢ 
EPPING o 55 
@ 
apneor? 
GUp» 
10 
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Map showing approximate distribution of the ten sectors. The black 
circles show the position of advance-base hospitals; the circles in 
squares are the base hospitals. 


724 THE LANCET] 


HOSPITALS IN EMERGENCY 


SECTOR 2 (continued) 


North Eastern H.(L.C.C.). 
Eastern H. (L.C.C.). 
Hackney H. (L.C.C.). 
Prince of Wales H., 
Tottenham. 
Enfield War Memorial H. 
Enfield House P.A.I. 
Chase Farm, Enfield. 
North Middlesex County 
H. 


Enfield I.D. 

Northern Fever H. 
(L.C.C.). 

Bishops Stortford P.A.I. 


- Bishops Stortford General 
H 


Hitchin, North Herts and 
South Beds H. 

Chalkdell P.A.I., Hitchin. 

Hertford County H. 


Advanced base.—South Mimms Sanatorium. 
Base hospital.—Bedford Mental H., Arlesey. 


SECTOR 3 (BART.’S AND ROYAL FREE) 
(Sir Girling Ball and Mr. C. A. Joll) 


St. Bartholomew’s H. 

Royal Free H. 

London Fever H. — 

London Chest H., Vic- 
toria Park. 

St. Mary’s H. (L.C.C.), 
Islington. 

Highgate H. (L.C.C.). 

Archway H. (L.C.C.). 

Royal Northern H. 

Hornsey Central H. 


Finchley Memorial H. 

Finchley I.D. 

Colney Hatch Mental H. 
(L.C,C.). 

Barnet Victoria H. 

St. Albans, Oster H., 
P.A.I. 

Cell Barnes Mental H. 

Luton and Beds H. 

Luton Poor Law Insti- 
tution. 


Advanced bases.—Wellhouse P.A:I.; Shenley Mental H. 
Base hospital_—Bedford Mental H., Arlesey. 


SECTOR 4 (U.C.H. AND CHARING CROSS) 
(Dr. W. J. Pearson and Mr. Norman Lake) 


University College H. 

Charing Cross H. 

National Temperance H. 

Elizabeth Garrett Ander- 
son H. 

Italian H. 

London Homeopathic H. 

H. of St. John and St. 
Elizabeth. 

St. Pancras H. (L.C.C.). 

French H. 

Royal National Ortho- 
peedic H. 

H. for Sick Children, 
Great Ormond Street. 

Hampstead General H. 

Hendon Cottage H. 


Advanced bases.—Watford P.A.I.; 


Hendon I.D. 

Manor House H., Golders 
Green. 

New End H, (L.C.C.), 
Hampstead. 

North Western H. 
(L.C.C.). 

Colindale H. (L.C.C.). 

Redhill County H. 

Watford Peace Memorial 
H 


West Herts H., Hemel 
Hempstead. 

Hemel Hempstead P.A.I. 

Stanborough Hydro, 
Watford. 


Royal National 


Orthopedic H., Stanmore ; Royal National Training 


College, Stanmore. 


Base hospital.—Bedford Mental H., Arlesey. 


SECTOR 5 (MIDDLESEX HOSPITAL) 
(Dr. H. E. A. Boldero) 


Middlesex H. 

Paddington General H. 
(L.C.C.). 

Harrow General H. 

Wembley General H. 

St. Andrew’s H., Dollis 
Hill. 


Willesden I.D. 

Willesden General H. 

Royal Bucks H., Ayles- 
bury. 

Aylesbury P.A.I. 


Advanced base.—Mount Vernon H., Northwood. 
Base hospital.—Bedford Mental H., Arlesey. 


SECTOR 6 (ST. MARY’S) 
(Sir Charles Wilson) 


` St. Mary’s H., Padding- 
ton. 

Hammersmith H. 
(L.C.C.). 

Acton General H. 

St. Charles’ H. (L.C.C.). 

Ealing I.D. 

St. Vincent’s Orthopædic 

- H., Eastcote. 


Central Middlesex H., 
Willesden. 
Amersham P.A.I. 


. High Wycombe Memorial 
H 


Hanwell Mental H. 
(L.C.C.). 


Advanced bases.—Hillingdon County H.; 
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Hillingdon 


P.A.I. ; Harefield Sanatorium. 
Base hospit al.— Park Prewett Mental H., Basingstoke, 


SECTOR 7 (ST. GEORGE’S AND WESTMINSTER) 
(Mr. C. H. S. Frankau and Mr. Rock Carling) 


St. George’s H. 

Westminster H. 

Western H. (L.C.C.). 

Princess Beatrice H. 

St. Stephen’s H. (L.C.C.). 

St. Mary Abbots H. 

St. Luke’s H. 

H. for Diseases of Chest, 
Brompton. 

West London H. 

Fulham H. 

Royal Masonic H. 

Hounslow General H. 

Staines I.D. 

South Middlesex I.D. 


W. Middlesex County H, 
Isleworth. 

Isleworth P.A.I. 

Isleworth Casual Wards, 

Ealing General H. 

Windsor P.A.I. 

King Edward VI H, 
Windsor. 

Slough P.A.I. 

Basingstoke P.A.I. 

Maidenhead Voluntary H, 

Maidenhead Institution. 

Park Prewett Mental H, 
Basingstoke. 


Advanced base.—Staines P.A.I. 


SECTOR 8 (ST. THOMAS’S) 
(Mr. Max Page) 


St. Thomas’s H. 

Lambeth H. (L.C.C.). 

Battersea H. 

South Western H. 
(L.C.C.). 

St. John’s H. (L.C.C.), 
Clapham. 
Bolingbroke H. 
St. James’ H. 

Balham. 
South London Women’s 


(L.C.C.), 


Grove Hospital (L.C.C.), 
Tooting Grove. 

Putney H. 

Queen Mary’s H., Roe- 
hampton. 

Nelson H., Merton Park. 

Wimbledon General H. 

Kingston County H. 

Victoria H., Kingston. 

Star and Garter H., Rich- 
mond. 

Royal H., Richmond. 

Richmond P.A.I. 

Surbiton H. 

Wilson H., Mitcham. 

Guildford Royal H. 


St. Anthony’s H., Chean. 

Schiff Home, Cobham. 

Southern Orphanage, 
Woking. | 

Sutton and Cheam 
General H. : 

Guildford Institution. 

Weybridge General H. 

Gordon Boys’ Home, 
Woking. 

Victoria H., Woking. 

Farnham Institution. 

St. Nicholas Orthopedic 
H., Pyrford. 

Clandon Smallpox H. 

Godalming Surrey County 
Sanatorium, 

King George WV Sana 
torium (L.C.C.), Godal- 
ming. 

Wokingham P.A.I. 

Heatherwood H.P. 
(L.C.C.), Ascot. 

Pinewood Sanatorium 
(L.C.C.), Wokingham. 

Botleys Park Mental H, 


Chertsey. 


Advanced base.—Brookwood Mental H. 
Base hospital.—Park Prewett Mental H., Basingstoke. 


SECTOR 9 (KING’S) 
(Mr. John Hunter) 


King’s College H. 

St. Giles H. (L.C.C.). 

Dulwich H. (L.C.C.). 

Norwood Children’s H. 
(L.C.C.). 


South Eastern Children’s 


H., Sydenham. 
Croydon General H. 
Mayday H., Croydon. 
Carshalton and District 

H. 

Queen Mary’s Children’s 

H. (L.C.C.), Carshalton. 
Beckenham H. 

Bromley and District H. 
Purley General H. 
Redhill County P.H.H. 


Radcliffe Convalescent 
Home, Limpsfield. 
East Surrey H., Redhill. 
Epsom County P.H. H. 


Epsom P.A.I. 
Royal Blind  Scehool, 
Leatherhead. 


Surrey County H., Dork- 
ing. 
Dorking and District H. 
King Edward VII H, 
Haywards Heath, 
Cuckfield Institution. 
Horsham Institution. 
Netherne Mental H. 
Haywards Heath Men- 
tal H. 


Base hospital.—ĦHorton Mental H., Epsom. 


— 
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L.C.C. JUBILEE EXHIBITION: 


SECTOR 10 (GUyY’s) 
(Prof. T. B. Johnston) 


Guy’s H. 

St. Olave’s H. (L.C.C.). 

Bermondsey Medical 
Mission. 

St. John’s H., Lewisham. 

Miller H., Greenwich. 

Lewisham H. (L.C.C.). 

Dreadnought H., Green- 
wich. 

St. Alfege’s H., Green- 
wich. 

St. Nicholas H. (L.C.C.), 
Plumstead. 

Brook H. (L.C.C.), 
Shooters Hill. 

Park H., Hither Green. 

Grove Park H. (L.C.C.). 

Woolwich War Memorial 
H 


South Eastern H. (L.C.C.). 

Sevenoaks General H. 

Kent County Eye H., 
Maidstone. 


- Preston Hall H., Maid- 


stone. 
West Kent General H., 
Maidstone. 


Joyce Green H. (L.C.C.), 
Dartford. 

Orchard H.(L.C.C.), Dart- 
ford. 


Orpington P.A.I. - 

Queen Mary’s H. (L.C.C.), 
Sidcup. 

Dartford County H. 
(L.C.C.). 


Livingstone H., Dartford. 

Gravesend and North 
Kent H. 

Chatham County H. 

St. Bartholomew’s H., 
Rochester. 

Kent and Sussex H., 
Tunbridge Wells. 

Tunbridge Wells Homeo- 
pathic H. 

Southern H. (L.C.C.), 
Dartford. 

David Solomons Home, 
Southborough. 

West Malling P.A.I. 

Bexley Mental H. (L.C.C.). 

Barming Heath Mental 
H., Maidstone. 


Warlingham Mental H. 


Advanced base.—Farnborough H., Kent. 
Base hospital for the time being.—Pembury County H. 
near Tunbridge Wells. 


In a speech delivered at the Royal Free Hospital 


on Tuesday last Mr. Walter Elliot is reported as 


ee SL 


(a Rall 


saying that there would be no question of the 
Government taking over the voluntary hospitals in 
the event of war, and except for base and advance- 
base hospitals they would all continue so far as 
possible their civilian work. The Ministry of Health 


' would pay for casualties received and would also 


reimburse the hospitals for salaries paid for whole- 


_ time casualty work. 


L.C.C. JUBILEE EXHIBITION 


ONE of the ways in which the London County 
Council is celebrating its jubilee is by an exhibition 
held in the conference hall and 25 rooms of County 
Hall. The exhibition was opened by Queen Mary on 
March 21, and will remain open until April 4. 

The hospitals and medical services exhibit (rooms 
6 and 7) shows how rapidly these have grown since 
the council took over the hospitals of the boards of 
guardians and the Metropolitan Asylums Board in 
April, 1930. The council now controls 76 hospitals, 
general and special. Over 100 doctors are engaged in 


_ the provision of medical relief, and every London 


school-child is examined at least four times while it 
is at school. The council also supervises all London 
midwives and provides medical aid in emergency; 
since the beginning of 1938 it has provided domiciliary 
midwifery and maternity nursing services. It also 
maintains a large ambulance service. The medical 
exhibit, besides calling attention to these important 
functions, includes an illustration of the methods 
employed by the council’s chemists in testing 
materials for sophistication and estimating the 
vitamin-A content of food. The pathological exhibit 
contains examples of the apparatus in use for blood- 
grouping and the testing. of specimens, and charts 
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explaining the various processes. In the hospitals’ 
section are shown a Sinclair apparatus for the treat- 
ment of fractures, a ‘“‘ Shropshire horse,” an oxygen 
tent, the original and the latest Drinker respirators, 
and the “ cuirass ” positive-pressure and Bragg-Paul 
negative-pressure respirators. The Powers Samas. 
accounting machine shows how bulk statistics are 
compiled by the various services: a questionnaire 
card is punched in the appropriate places and the 
machine records numerically the data indicated by 
the holes. The apparatus and methods used in the 
school medical service for correcting maladjustment of 
eyes and teeth occupy two tables, and the display of 
articles made for sale by tuberculous patients at 
Papworth and the Spero workshops is impressive. 
The exhibition contains a great deal of the handwork 
done by various classes of persons under treatment 
and protection, such as adolescent cripples, mental 
patients, mental defectives, and blind persons; the 
variety and beauty of these products show the care 
and energy which the council devotes to the creative 
aspect of their treatment. Some of the carpets, 
baskets, clothes and other things made by mental 
defectives are so attractive and well-finished that it 
is incredible that they are not the products of highly 
intelligent craftsmen. The mental-health services. 
(room 4) are represented by photographs of the 
various activities in the daily routine of the council’s. ` 
mental hospitals and a series of exhibits showing the 
treatment by induced malaria of general paralysis of 
the insane. As a reminder of the distance that has. 
been traversed in psychiatry during the last hundred 
years, some of the old strait-jackets and other instru- 
ments of restraint are on view. The exhibit of the 
nursing service (bay 4) in the conference hall contains. 
some attractive models of well-designed wards and 
of the latest and most comfortable nurses’ quarters, 
and a series of photographs of the work and recreation 
of nurses in training. The work on air-raid pre- 
cautions (room 11) is shown by many photographs. 
These include a number of views of exploding bombs. 
and burning buildings at Shanghai and of the 
evacuation of refugees from Barcelona, The scheme 
of the council for taking young children out of London 
is fully illustrated, as are the protective measures. 
which householders are recommended to use against 
gas. One of the new trailer pumps stands in the 
middle of the room. Three rooms are devoted to 
education, one of the most important and arduous of 
the council’s activities. Educational methods and 
the work of children are displayed in coloured plans,. 
charts and pictures. Demonstrations by infants in 
nursery schools and displays of physical training by 
scholars from all types of schools are being given 
during the days of the exhibition. 

The conference hall contains bays in which are 
grouped pictures, models and other exhibits illus- 
trating the bridges and tunnels and the Woolwich 
ferry for which the council are responsible ; the many 
streetimprovements which have been effected during the 
last fifty years; the parks and open spaces; the Green 
Belt; children’s care; finance; and town planning. 
This last exhibit includes a model and a plan of the 
scheme for developing the south bank of the Thames, 
and a model of the county hall and its new extension. 
Other aspects of the council’s work represented in the 
exhibition are public assistance, main drainage, public 
protective services (inspection of weights, measures, 
foodstuffs, petrol-pumps and so forth), supplies for 
the council’s institutions, fire-fighting and smoke 
abatement. The exhibits in all rooms are grouped in 
an attractive way, are full of colour, and express the 
great vigour and ingenuity of the council’s officers, 
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LETTERS TO THE EDITOR 


INFECTION FROM DRESSINGS 


Srr,—May I supplement what has already been 
said about the dangers of puerperal infection from 
spore-bearing anaerobes in sanitary pads? I am 
particularly concerned with Bacillus welchii septi- 
cæmia which, although rare, is more common than 
puerperal tetanus (I have seen four cases, all ful- 
minating postabortal infections and three of them 
fatal, in the past two years). At first sight it may 
seem most likely that in such cases B. welchit is a 
contaminant from the rectum, since the organism 1s 
a common inhabitant of the intestinal canal, whereas 
human carriers of tetanus bacilli are rare in this 
country. But most clinical infections with B. welchit 
occur after abortion—22 of Hills 30 cases were 
postabortal infections—and, again, in our yearly 
analysis of the bacteriology of puerperal sepsis at 
the North-Western Hospital we have found that 
B. welchit is recovered from the genital tract more 
often in postabortal than in puerperal cases (12 and 
3-6 per cent.). Now, since the chance of intestinal 
bacteria reaching the genital tract is probably less 
after abortion than in a full-time confinement, and 
since the sanitary pad is a common dressing for the 
unattended case of abortion, I suggest that B. welchit 
may often be derived from this extraneous source. 
(In my limited experience B. welchit has been recovered 
more frequently from sanitary pads than has B. tetani 
which, however, may be simulated by other terminal- 
sporing bacilli.) Evidence for or against an extraneous 
source might be got by examining the serological 
nature' of the toxin produced by strains isolated from 
dressings and genital tract since intestinal strains 
almost always produce « toxin. I suggest, also, that 
in a suspected early case of B. welchit infection— 
jaundice and hemoglobinuria are almost pathog- 
nomonic signs—sulphanilamide, anti-gas-gangrene 
serum and massive doses of alkali should be given to 
try to stem the infection and prevent blockage of 
the kidney tubules by lysed blood. 

I an, Sir, yours faithfully, 
Frimley, March 17. R. CRUICKSHANK, 


INQUIRIES ABOUT HOSPITAL PATIENTS 


Sir,—In using your columns to ventilate a criticism 
of a certain aspect of hospital administration I am 
very keen that such criticism should be limited to 
the point at issue. I neither intend nor wish that 
anything more should be read into my complaint 
than is actually stated. The hospitals, both voluntary 
and municipal, give magnificent service to the 
patients ; but regarding the patients’ relatives there 
is room for considerable improvement. 

In my particular work either I or my staff are 
being continually asked by workers to telephone to 
hospitals about wives and children who are under 
treatment and concerning whom the worker is 
anxious. Locally I find that information is given to 
inquirers courteously and with reasonable compre- 
hensiveness ; but the same does not apply in certain 
other big cities. Workers are expected to call at the 
hospital in person, and I think this shows a complete 
lack of understanding on the part of the hospital 
authorities. It is very often impossible for a man 
who is working away from home or on shift or under 
a variety of difficult conditions to go and call per- 
sonally regarding his wife or mother or other relative. 
I know there are difficulties of giving information to 
possibly unauthorised persons, but some risk should 


be taken in this respect to meet a far greater domestic — 
need, I do not like to hear of the worker who 
receives off-hand treatment from a hospital porter, 
or is told by some busy probationer that no informa. 
tion can be given, without any inquiry being made 
as to the need for the information. 

Hospitals exist as a social service and the service 
to the patient is not the limit of their duty. If this 
matter was considered in its full implications I think 
that any reasonable person would admit the need for 
improvement and modification of existing methods, 
On the whole it is far easier to get information from 
the voluntary hospitals than from certain municipal 
hospitals. 

The time has come when hospital porters should be 
far more efficiently trained in the technique of 
courtesy in handling patients and their relatives. 
I do not like being talked to about ‘‘ the patient 
Jones”? or “the man Smith.” These things are of 
very great importance and through your columns 
I would ask all medical superintendents to look into 
this aspect of their work and see that a method of 
referring to people, which has long since been 
abandoned in the factory, shall not still be perpetuated 
in the hospital vestibule and outpatient department. 
Courtesy titles are omitted in reference to persons 
standing in the dock, and it is quite time that relatives 
attending certain hospitals should not be given the 
feeling that they are actually accused persons in a 
court of first instance. 

I am, Sir, yours faithfully, 


Nottingham, March 16. L. P. LOCKHART, 


SIMPLE HERPES 


Srr,—Herpes simplex is of common occurrence on 
the skin of the upper lip, especially near the lower 
margin, in children and young people during recovery 
from a “‘ cold in the head,” when this has been asso- 
ciated with a profuse watery discharge from the nos, 
As is pointed out in your leading article last week, 
permanent carriers of the virus have always the 
specific antibody in their serum and are subject to 
recurrent attacks of herpes, while those who are not 
carriers, and have no specific antibody in their blood, 
are not subject to these recurrent attacks. 

The great majority of virus diseases are followed 
by a lasting immunity resulting from the persistence 
of antibody, often of high titre, in the blood, which 
may be reasonably attributed to the persistence of 
living virus as cellular inclusions, especially in reticulo- 
endothelial tissue cells in spleen or liver. Herpes 
simplex is one of the few exceptions to this general 
rule ; in fact it appears that only those who possess 
circulating antibody, and are carriers of the virus, 
are susceptible to these recurrent attacks. I would 
suggest that a simple explanation can be given for 
this anomaly. ) 

It is necessary for the prevention of virus infection 
that antibody should come into contact with a virus 
before it is included in a cell. In the case of polio- 
myelitis the virus, during its passage from the surface 
of the olfactory mucous membrane to the central 
nervous system, is protected by its inclusion in 3 
nerve-fibre, and poliomyelitis may develop although 
antibody is circulating freely in the blood. The virus 
of herpes has been found in the saliva and conjunc- 
tival sac of healthy persons, and it is probable that 
it also persists as intracellular inclusions in the 
epithelial cells of the nasal mucous membrane of 
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carriers, and should be demonstrable in the watery 
nasal discharge during a “‘ cold in the head.” During 
the rhinorrheal stage, constant dripping of fluid 
from the nose over the upper lip might lead to 
maceration of the superficial horny layer of epithelium 
which might be rubbed off, exposing the deeper 
living epithelial cells to infection with the virus, with 
subsequent production of vesicles. Bedson (1934) 
found that direct inoculation of human herpetic 
vesicular fluid on to the pad of a guineapig is 
uniformly followed by the development of typical 
vesicles. Virus inoculated in this manner would not 
be exposed to the action of circulatory antibody 
before reaching its destination. 
I am, Sir, yours faithfully, 
Worthing, March 17. HERBERT H. BROWN. 


PRECANCEROUS CONDITIONS IN THE 
STOMACH 


SIıR,—Sir Arthur Hurst in the lecture published 
in your last two issues gives at length the promised 
evidence of the importance of achlorhydria as a 
precursor of gastric cancer, and cites an impressive 
list of publications. Since in these columns I have 
repeatedly declared that there is no longer any 
evidence at all in favour of this hypothesis, one or 
other of us must be guilty of exaggeration. 

It is common ground that chronic irritation 
(specific or non-specific) is a factor in the develop- 
ment of gastritis and cancer. The evidence is partly 
analogy, partly dubious statistics, partly histology, 
and partly the fact that the distribution of cancers 
in the stomach appears to coincide with the sites 
of irritation gastritis—i.e., some two-thirds originate 
from the non-acid-producing mucosa of the antrum 
pylori, and most of the remaining third comes either 
from the lesser curve or from the posterior wall just 
below the cardia or from the ‘“‘ waist ” of the stomach. 
The antrum is the mixing chamber of the stomach and 
gets most wear and tear from peristalsis, while the 
other areas bear the brunt of swallowed irritants, 
as can be seen by the localisation of damage following 
corrosive poisoning. The degree of gastritis in 
these sites is difficult to estimate with the present 
popular type of flexible gastroscope, but post- 
mortem material fixed soon after death shows how 
rare it is, after the age of forty, for all of them to be 
even approximately healthy. Such inflammation does 
not cause achlorhydria' or hypochlorhydria. On the 
contrary, gastrectomy specimens prove that a hyper- 
chlorhydria is often present in cases of extreme 
localised gastritis, especially when the antrum is 
involved ; while other experimental work on men 
and animals makes it improbable that the acid 
secretion can be permanently suppressed by super- 
ficial irritants. This is easy to understand if it is 
remembered that a fraction of the normal mucosa 
can produce a hyperchlorhydric response with most 
of the existing test-meal techniques. So much for 
agreed facts. 

Where Sir Arthur differs from, I believe, every other 
living gastro-enterologist working on this problem, 
including those whom he cites, is in supposing that 
cancer does not arise from these localised areas 
of “ physiological gastritis’? unless and until some 
general process has destroyed the power of the rest 
of the mucosa to produce acid. Theoretically it is 
dificult to see why this should be so, and practically 
there is considerable evidence against it.1 The 
burden of proof lies on Sir Arthur; but the only 
direct evidence which he gives to support his state- 


J. Jennings, D., Lancet, 1937, 2, 1404. 
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ments is two large series of pernicious-anemia 
patients (one unpublished) with a slightly increased 
incidence of gastric cancer, together with random 
observations of an association between the two 
diseases, 

If Sir Arthur had given all the published series 
(Washburn,? &c.) it would be seen that whereas the 
death-rate from gastric cancer is slightly raised for 
the first two or three years after the development 
of the anemia, there after the proportion conforms 
with, or is slightly less than, expectation. The 
possibility or probability must therefore be accepted 
that in predisposed subjects even an early gastric 
cancer causes the pernicious-ansmia picture, and a 
true estimate of the risk of secondary cancer can only 
be obtained by estimating’ its incidence in patients 
in whom the diagnosis of anemia lies at least five 
years back. Since also 5-10 per cent. of pernicious- 
anemia patients show benign mucosal tumours, 
as compared with a general incidence in the autopsy 
room of 0:03-1:0 per cent. (Brown,® Haring‘), and 
many of these polypi will in Hurst’s opinion become 
malignant, it is unfair to ascribe the incidence of 
gastric cancer in pernicious anzmia entirely to the 
atrophy of the acid-producing mucosa. 

Finally, may I reiterate the practical importance 
of settling this point now, on the evidence available ? 
If Sir Arthur is right, two-thirds of gastric cancer 
arise in less than a fifth of persons, and this fifth can 
be discovered by using test-meals. Gastroscopists 
are therefore being tempted to call polyadenoma 
en nappe in achlorhydric stomachs an early cancer, 
and morbid histologists haven’t always the confidence 
to say it isn’t. Once we lose sight of the distinction 
between what is cancer and what isn’t, we shall have 
a spate of unnecessary gastrectomies, pseudo-cancer- 
cures and misleading statistics. 

I an, Sir, yours faithfully, 
DENYS JENNINGS. 

Oxford, March 18. 


VACCINES WITH CHEMOTHERAPY IN 
PNEUMONIA 


Smr,—In your issue of March 11 the pathological 
aspects of the combined use of M. & B. 693 and 
vaccines in pneumonia are carefully investigated 
by Drs. Maclean, Rogers and Fleming from St. Mary’s 
Hospital. One of their important conclusions is that 
“a strong case is made out for the combined use of 
vaccines and M. & B. 693 in all cases of pneumonia 
in man... and that the initial doses of 693 should 
be large.” The pneumococci are killed by anti- 
bodies (increased by the vaccine): the 693 merely 
reduces their vitality. 

Clinically, I can support this from material which 
happens now to be available. In pneumonia in 
children I have used 693 (though in timid doses) 
ever since its introduction, combined with Wynn’s 
vaccine (used consistently for about fifteen years). 
But I did not use 693 in the full doses recommended 
by the makers till Jan. 1, 1939. Since then I have 
treated 28 cases of pneumonia, all under five years 
of age—with one death in a child admitted in con- 
vulsions on the seventh day, too late for vaccine. 
The temperature nearly always subsided within 
three days. Clear cases of bronchitis were not thus 
treated ; but in children it is often impossible to be 
sure of a diagnosis on admission. So it was felt to 


2. Washburn, oe N., and Rozendaal, H. M., Ann. intern. Med. 
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be much safer to treat cases thought to be pneumonia 
—perhaps erroneously—rather than to wait and see, 
In these 28 cases I can state that (1) full doses of 
693 seemed to do no harm except in causing mild 
vomiting in 2 cases which ceased when the drug was 
stopped; (2) in an extensive experience of Wynn’s 
vaccine I have never seen the slightest evidence of 
bad effect and the mortality has been very low 
(? 5 per cent.) (the ‘‘ negative phase’’ bugbear has 
been clinically invisible); (3) my impression is that 
693 shortened the pneumonia. Antipneumococcal 
serum was never given, as in children it is much 
less applicable than vaccine owing to the lack of 


sputum for typing. 


The doses used were: Wynn’s vaccine (Evans Sons 
Lescher and Webb) 4 c.cm., # c.cm. and 1 c¢.cm, 
on the first, second and third days of admission, 
but not started later than the fourth day of pneu- 
monia. M. & B. 693 was given 4-hourly: under 
6 months } tablet, under 2 years 4 tablet, under 
5 years ł tablet—reduced to 6-hourly after a few 
days without fever. The 4 gramme tablets were 
crushed. 

Thanks are due to Dr. W. M. Davidson, my house- 
physician, for extracting these facts and figures, 

I an, Sir, yours faithfully, 
Royal Infirmary, Hull, March 20. F. C. Eve. 


STORED BLOOD FOR TRANSFUSION 


Sır, —The use of stored blood in two carefully 
observed series of transfusions is recorded in your 
issue of Feb. 18. Unfortunately the writers may in 
some measure have defeated their own object by 
over-emphasising the risk of infection, since it is 
just this bogy which has hitherto prevented the 
extended use of the method. 

In this hospital we have used stored blood as a 
routine for nearly four years, and besides adding 
greatly to the convenience of our donors and our- 
selves it has undoubtedly saved a number of lives. 
The blood has been collected into the open neck of a 
bottle of 3'8 per cent. citrate. Within the limits of 
this method exposure to the atmosphere is avoided, 
but no exceptional precautions have been taken. 
The blood has been stored at 4° C. for periods up to 
three weeks before use. We have now carried out 
over 300 transfusions in this way and neither from 
the appearance of the blood nor from its effect on 
the patient has there ever been any reason to suspect 
contamination. Sterility tests have been carried out 
occasionally, but no organisms have grown. 

The use of a closed method for collection, and 
I.H.T. solution as a preservative, are improvements 
to which I have been recently converted, and are to 
be strongly recommended. With such improved 
technique there need not be the slightest anxiety 
about contamination, and sterility tests are quite 
unnecessary. The method will undoubtedly come 
into general use. 

I am, Sir, yours faithfully, 
R. VAUGHAN FACEY. 


Royal Victoria and West Hants Hospital, 
Bournemouth, March 18. 


MENTAL NURSING 


Sır —Dr. Kimber, in your issue of March 11, 
brings into prominence an urgent problem regarding 
the training of mental nurses. The topsy-turvy 
order in which the probationer nurse is officially 
expected to acquire her knowledge of nursing demands 
early reform. It is entirely illogical that the pre- 
liminary examination, for which she works during 
her first twelve months of training, should consist 


of anatomy and physiology, accidents and emer. 
gencies, hygiene and some elementary general nursing, 
to the total exclusion of anything relating to the 
management of psychiatric patients. It is true that 
in the Royal Medico-Psychological Association's 
syllabus for the preliminary examination there isa 
section on the ‘‘ general duties of nurses in a mental 
hospital,” but in the association’s handbook a bar 
twenty pages are apportioned to this subject, only 
two of which are devoted to consideration of “the 
relation of nurse to patient.” 

I am not qualified to express an opinion as to 
whether it is practical politics to prevail on the 
General Nursing Council at the present time to 
include an elementary course in normal psychology 
in their preliminary examination (which is taken by 
probationer nurses in general and mental training 
alike), and I doubt whether such a course would be 
of very much value to either the general or the 
mental probationer; but in my opinion a more 
practical step would be for the Royal Medico. 
Psychological Association to insist on a short cour 
of lectures on how to understand and handle different 
types of psychiatric patients, to be taken during the 
first three months of training for their diploma, 
The General Nursing Council should then be 
encouraged to follow this lead by making it com- 
pulsory that those candidates intending to qualify 
as mental nurses should receive a similar course of 
lectures before taking their preliminary examination, 

I am, Sir, yours faithfully. 
FRANCIS PILKINGTON. 

Maudsley Hospital, S.E.5, March 21. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 11, 1939 


_ Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1679; diphtheria, 1044; enteric fever, 
12 (29 “expected ”); pneumonia (primary or 
influenzal), 1896; puerperal pyrexia, 198 ; cerebro- 
spinal fever, 48; acute poliomyelitis, 3; acute 
polio-encephalitis, 1; encephalitis lethargica, 1; 
dysentery, 61; ophthalmia neonatorum, 96. No 
case of cholera, plague or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on March 17 was 3338, which included : Scarlet 
fever, 666; diphtheria, 750 (carriers, 46); meagles, 8; 
whooping-cough, 880; puerperal fever, 11 mothers (plus 5 
babies); encephalitis lethargica, 300; poliomyelitis, 2. At 
St. Margaret’s Hospital there were 26 babies (plus 15 mother) 
with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London. 
there was no death from smallpox or from enteric 
fever, 7 (0) from measles, 2 (0) from scarlet fever. 
18 (4) from whooping-cough, 24 (2) from diphtheria, 


44 (8) from diarrhoea and enteritis under two years. 


and 261 (75) from influenza. The figures in paren- 
theses are those for London itself. 


The number of deaths attributed to influenza has fallen, 
the totals for this week and the ten preceding weeks (working 
backwards) being 261, 284, 285, 255, 265, 210, 173, 223, 3114, 
144, 89. Of these 261 deaths 167 were reported from the south- 
eastern area, Portsmouth contributing 8, Luton 7, Southend-on- 
Sea 6, Croydon, Willesden, and Southampton each 5; 51 
were reported from the northern area, Sheffield contributing 
7 and Leeds 6; 28 from the midland area, Birmingham con- 
tributing 6 and Bristol 5; and 14 from Wales, Rhondda contri- 
buting 7 and Cardiff 5. Fatal cases of diphtheria were scattered 
over 17 great towns, South Shields reporting 3 


The number of stillbirths notified during the week was 
265 (corresponding to a rate of 41 per 1000 total 
births), including 54 in London. 
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JAMES LEONARD JOYCE 
M.B. CAMB., F.R.C.S. 


Mr. Leonard Joyce, the Reading surgeon, died of 
angina pectoris on March 18 at the age of 57. He 
was the son of Prebendary J. B. Joyce and was born 
at Coreley, Salop, in 1882. He was educated at 
Shrewsbury School and King’s College, Cambridge, 


* where he took first-class honours in the natural 


‘ sciences tripos in 1904, and did his clinical work at 


St. Bartholomew’s Hospital. He qualified in 1907, 


‘ and after doing house appointments at St. Bart’s 


k i *- 


| e oa we“ 


=» 


passed his final F.R.C.S. in 1909. He then went 
into partnership with J. B. Hurry and M. W. Coleman 
in Reading, and his experience as a general practi- 
tioner no doubt contributed to his success as a general 
surgeon. He was appointed surgical registrar to the 
Royal Berkshire Hospital in 1913, and during the 


: war was in charge of the special surgical section of 
: the Reading War Hospital, where he had unusual 


opportunities to develop his surgical bent. 
After the war J oyce gave up general practice and 


= devoted himself to surgery, being appointed to the 
' staff of the Wingfield Orthopsedic Hospital at Oxford, 
the War Memorial Hospital at Henley and other 
= hospitals in the neighbourhood. His reputation was 


' not merely local. 


TTS. 


b amii 


-accessible records of all his patients. 


Everyone who came into contact 
with him recognised his outstanding ability. His 
outlook was that of scientific observer and a wise 
physician and he undertook an operation only after 
most careful consideration of all aspects of the case. 
He made a first-class consultant, for he combined 
wide surgical knowledge and a high degree of technical 
skill with a quiet and unassuming self-confidence 
and unlimited patience. His interests—and publica- 
tions—ranged from plastic to abdominal surgery and 
he adapted a follow-up system which he had devised 
originally for cases of malignant disease, to provide 
He described 
this system in the Royal Berkshire Hospital Reports 
for 1933 and noted that he had managed to keep in 
touch with all but a very few cases. He was one of 
the editorial committee of this publication and 
contributed to each of its 4 issues one or more articles 
of high quality—the last, in 1937, being a review of 
the results of the combination of surgery and X rays 
in the treatment of carcinoma of the breast at 
different stages. 


A “ son of the manse,” Joyce was an ardent church- 
man, a chorister, churchwarden and bell-ringer, and 
he also took a special interest in the development 
and welfare of Reading University. He was a keen 
and skilful fisherman. ‘‘ His death,’ writes Prof. 
G. R. Girdlestone, “is a great loss to surgery and 
a far greater and more personal loss to those who 
were fortunate enough to know him well. Leonard 
Joyce and I saw a good deal of each other during 1918 
and 1919 when he was in charge of the war orthopædic 
surgery in Reading, and I of that in Oxford. As time 
passed our friendship grew deeper and happier, 
though we were both too busy to see one another 
often apart from the meetings of the Association of 
Surgeons and the British Orthopedic Association. 
As a surgeon he was of outstanding quality, great in 
technique and accomplishment, but outstanding on 
account of his character, his care and conscientious- 
hess, and his beautifully balanced judgment. He 
Was never distracted by false values. He was the 
truest and most modest of men, I have known him 


. professional neighbours. 


as his colleague, as his grateful patient, and I am 
thankful to say as his friend for twenty years. He 
was always the same, a charming companion and 
the best friend a man could have.” 

Mr. Leonard Joyce married Miss Alice Whitefoord 
and his wife survives him, 


CHARLES ALEXANDER CLARK 
L.D.S. 


Mr. Charles Clark, who died on March 11 at the 
age of 78, was the pioneer of dental radiography in 
this country, and he demonstrated his first radiogram 
of the teeth to the Odontological Society of London 
in 1896, within a year of Röntgen’s discovery of 
X rays. He was born in London in 1860, and was 
educated at Merchant Taylors’ School and the 
National Dental Hospital, where he distinguished 
himself as a student. For some years he practised 


dental surgery in London, but as the demand for his 


services as a radiologist 
grew he gradually gave 
up general practice. In 
the early days he made 
most of his own appa- 
ratus, and before films 
were invented prepared 
his own photographic 
plates. Many of the 
devices he introduced 
are still in common use. 

During the war he 
acted as radiologist to 
various military hos- 
pitals and also found 
time to serve as a 
special constable. After 
the war the general 
recognition of the possi- 
bilities of apical dental 
infection led to a great increase in the use of dental 
radiography and Clark’s time was kept fully occupied 
by both dentists and doctors in search of infective 
foci. By then he was taking dental radiograms of a 
technical excellence that has never been surpassed. 
When the Royal Dental Hospital formed an X-ray 
department Clark became its first radiologist. He 
was president of the metropolitan branch of the 
British Dental Association in 1919, and he was a 
member of the council of the Réntgen Society, vice- 
president of the odontological section of the Royal 
Society of Medicine and in 1931 président d’honneur 
of the radiology section of the International Dental 
Congress in Paris, 

For some years Charles Clark suffered from asthma 
and a weak heart; but his capacity for work was 
astounding in spite of this handicap. His opinion 
on a radiogram was exceptionally sound, though he 
took care never to trespass on the province of the 
dental surgeon by advising extraction. It was as a 
technician however that he excelled, and his work 
helped to hasten the evolution of the specialised 
technique of dental radiography. He was a shy and 
sensitive man, modest, cheerful and scrupulously 
honest. He was most generous in giving his col- 
leagues the benefit of his skill and he must have 
possessed films of the mouth of the majority of his 
Ill health made him give 
up active work ten years ago. 

Mr. Charles Clark married twice. 


(Russell & Sone 


A daughter by 
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his first wife is now a medical officer at’ Singapore, 
and he also leaves a son and daughter by his second 
wife, 
ROBERT GIBSON 
M.D. EDIN. | 


Dr. Gibson, lecturer in skin diseases at Manchester 
University, died at his home in Manchester on 
March 17. He was born at Port Wiliam, Wigtown- 
shire, in 1876 and came of a seafaring family ; it 
may be this which gave him that strength of character 
which was his most obvious quality. He was 
educated at George Watson’s College and Edinburgh 
University and graduated in 1896 after a dis- 
tinguished undergraduate career. After a residential 
appointment in Carlisle he went east to practise in 
Hong-Kong for four years. On his return he held 
several appointments in London and Liverpool and 
thereafter conducted a successful general practice in 
Manchester until just before the war. He had the 
misfortune then to lose an arm as the result of blood- 
poisoning contracted during an operation. This 
disaster led him to desert general practice for 
specialisation in diseases of the skin. 


-In 1917 Gibson became assistant medical officer at 
the Skin Hospital, Manchester, and later he was 
appointed honorary physician, a post which he held 
up to the time of his death. He was also honorary 
dermatological physician at the Salford Royal 
Hospital and at the municipal hospitals of Crumpsall 
and Booth Hall. As a consultant he attained the 
highest reputation both for his professional skill and 
his personal qualities, and he became president of 
the North of England Dermatological Society and 
of the Manchester Medico-Ethical Association, and 
vice-president and secretary of the Manchester 
Medical Society. He took a personal interest in all 
his patients and spared no pains to see their dis- 
abilities from their own point of view. He was 
especially skilled and experienced in dealing with 
industrial diseases of the skin and was held in high 
repute by judges and medical assessors of the courts 
for the clear and reliable manner in which he presented 
his evidence in compensation cases. The loss of his 
arm seemed only to bring out more fully the happiness 
of his disposition and his courage in overcoming 
difficulties. In golf, in trout fishing, and in sailing he 
was an adept, and his companionship in these fields of 
sport added unfailingly to the zest of any gathering. 


HENRY SIMPSON LUNN 
KT., M.D. DUBL., J.P. 


In Sir Henry Lunn’s long and varied and almost 
romantic life medicine was scarcely more than an 
occasional interest. Besides being a doctor he was 
an organiser of travel, and it was this that made his 
name famous. But his tours and hotels and con- 
ferences, like his medical degrees, were only an 
unconventional development from his original career 
in the Methodist ministry ; and unity in and through 
religion preoccupied his mind to the end. 


He was born at Horncastle in Lincolnshire in 1859, 
the son of Henry Lunn of West Ashby House. From 
the local grammar school he went to Headingley 
College to train as a minister, but at 24 he decided 
to qualify as a medical missionary. In four years 
at Trinity College, Dublin, he graduated in arts and 
medicine, served as secretary of the Historical Society, 
and helped to found the Irish Protestant Home Rule 
Association. In 1887 he married Ethel, 
daughter of the late Canon Moore, and soon afterwards 
Dr. and Mrs. Lunn set out for India. After a single 
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year, however, he had to be invalided home, and on 
returning to England it was no longer medical practice 
that engaged him. Still a Methodist minister, he 
started religious work at the Regent Street Pols. 
technic and also took to journalism. In _ 1892 he 
began to arrange reunion conferences—** ecclesiastical 
picnics ” as they were unsympathetically called— 
at Grindelwald in Switzerland, and in so doing he 
discovered so great a talent for organising such 
affairs that he was led to give his whole time to the 
creation of travel agencies. Nevertheless the succes 
of his enterprises did not prevent his editing (and 
largely maintaining) a magazine, the Review of the 
Ohurches—dedicated to the reunion of the Churches 
and to. international peace—which ran from 189] 
to 1897 and was revived, again under his editorship, 
from 1923 to 1930. Nor did it prevent his earning, 
by brave utterances as a Liberal candidate and 
otherwise, the label of pro-Boer and, before the late 
war, pro-German. At this time he particularly 
cultivated contacts with Germany, and dispatched 
“ good-will tours” thither and elsewhere, An 
obituary notice in one of our contemporaries speaks 
of his being misled into the belief that friendly personal 
relations between the intelligentsia of various countrie 
could avail against the forces of military and economic 
ambition ; but perhaps the idealist saw further than 
his critics, 

Lunn had been knighted in 1910 for public services, 
and after the war, as before it, his leisure was filled 
with public objects, ranging from the preservation 
of Stratford-on-Avon to the support of the League of 
Nations Union (for which he lectured on a world 
tour) and the convening of the Mirren conference 
of bishops, clergy, and Nonconformists in 19%. 
He wrote books on missions, books of spiritual 
meditation and books on politics, as well as accounts 
of his life and travels, and he took pains over the 
disposal of his fortune, during his lifetime, to the causes 
hecaredfor most. Meanwhile his interests had branched 
out in many semi-commercial directions, from the 
founding of the Hellenic Travellers Club, with Lord 
Bryce, in 1906, to the revival of a northern spa, the 
development of sanatoria, and the promotion of winter 
sports. Dr. Fortescue Fox, writing of the good he did in 
such ways, says: ‘‘It was Sir Henry Lunn who showed 
the way to my generation to delightful and quite 
simple holidays in winter, In the early days of this 
century the British instinct for travel more often 
than not went unsatisfied. It was an immens 
service to young students and their friends to make 


‘such a dream a possible reality. All over the country 


there are many people who owe to these pioneers 
of travel the experience of a lifelong stimulus and 
mental enlargement. Social habits have been 
modified, fixed holiday seasons have been ‘ staggered’ 
into the winter, and ideal vacations have been made 
available, when most needed, to city-dwellers and to 
medica] men and others with arduous work in the 
summer. With this happy gift for organisation. 
Lunn had also deeper qualities—a love of nature, 
a lifelong feeling of religion, and a feeling also for the 
true health resort, including so many influences 
making for happiness and health. 
istic of him that, in spite of a grave malady, he should 
persevere till his eightieth year and be journeyinz 
when he died.” 


It was character- — 


Sir Henry Lunn’s final illness began at Toulon | 


where he was about to welcome members of the 
Hellenic Travellers Club—many of them medical— 
on a visit to Greece, He died in London on Saturday 
last, and Lady Lunn, with whom he celebrated his 
golden wedding in 1937, survives him with three sons. 


| 


| 


last week has 
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. PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
| By MeEpicus, M.P. 


THE work of the House of Commons during the 


And appro- 


of armed forces and of defence preparations. Mr. 
Shakespeare, speaking for the Admiralty, told us of 
the power wielded by the Navy and of its ability to 
meet any probable combination of powers and to 
keep the Mediterranean route open in- time of war. 
Sir John Anderson spoke of the early introduction of 
a bill to deal with Civil Defence and said that he 
prefers this expression to the alternative Passive 
Defence because it is liable to be so very active. 
In this bill the duties of employers to provide 
protection for their workers will be more clearly 
defined than at present and every business, whether 
industrial, commercial or other which employs more 
than 50 persons will have the duty imposed upon it 
to provide protection of certain kinds. Employers 
of numbers of 50 or below do not escape their obliga- 
tion to provide protection but their relation to the 
Government scheme is not the same. 

The bill when introduced will provide for financial 
assistance to employers in various ways—it may be 
in the form of financial help which will be equivalent 
to remission of income tax at standard rate or, in 
certain circumstances, to assistance at a higher figure. 
Details must await the bill and its discussion and 
possible amendment, but it is certain that the duty 
exists and that financial assistance in some form will 
be given. Sir John Anderson specifically stated that 
such financial relief would be retrospective. There 
is however a time limit to the granting of financial 
aid to the employer and this takes the form of the 
fixing of a date in the bill on or before which work 
on protective schemes must be begun if financial 
help is to be obtained. The possibility of amend- 
ment remains, but it can only be an amendment to 
increase the financial aid. 

Behind the scenes of A.R.P. the tremendous surge 
of work goes on in hospital and casualty organisation, 
but it is worthy of note that this will depend for ‘its 
efficiency and its success less on legislation or even 
local government administration than on the organisa- 
tion of the medical profession itself and particularly 
on the organisation of the great teaching hospitals. 
In military language the medical profession supplies 
a reserve of civilian personnel ready and largely 
trained for their work and up to 95 per cent. of their 
ration strength. Another aspect of A.R.P. which is 
being very carefully studied is that of the problem 
of shelter protection for the civilian population and 
this is by no means insoluble. Taking the country 
as a whole there are two main divisions—first the 

urban areas and second the rural areas into which 
children and surplus population will be evacuated 
in time of war. The rural areas do not require 
deep-shelter protection and what other protection 
they may require is a matter for decision in the 
counties concerned and must depend on local conditions 
In the urban areas it is calculated that one-third of 
the population will leave in war-time for the evacuation 
areas so that the problem can be expressed in numbers 
of people and numbers of urban areas. Even in 
urban areas the likelihood of air attack varies very 


been carried on to the clank of 
mechanised armies marching across Europe, to the 
roar of aeroplanes demonstrating over Prague, and 
to the weeping of a defeated nation. 
priately enough our considerations have been largely 


much from place to place. Apart from London 
which is the most difficult case it is probable that 
many urban areas will only suffer from sporadic 
attacks and that the heaviest types of bombs will not 
be used. The danger to be expected from bombing 
is severely limited by the physical conditions and 
perhaps the psychological conditions under which 
the bombing squadron must work. Present anti- 
aircraft defence is so far good as to compel any 
invader to fly at a very great height from which 
accurate aiming of bombs—especially in view of the 
high speed of the modern bomber—is to say the least 
very difficult. | 

Any immediate inference as to the effect of bombing 
in Great Britain derived from bombing in Spain 
or even in China is of very dubious value. In Spain 
owing to the very weak anti-aircraft defence the 
attacking bomber was able as a rule to fly at a height 
chosen by himself. He often flew long distances 
at a low altitude and the frequent history of machine- 
gunning of armies or civilian refugees from the air 
shows how low this was. There was this low-flying 
and machine-gunning of civilians, and also by the 
way of cattle in the fields, at Guernica in the Basque 
country at an earlier period of the war and of the 
refugees from the defeat of the Republicans in 
Catalonia quite recently. Any invading bomber 
attempting such tactics over Great Britain would 
have to belong to a suicide squadron. 

It is not possible to know how an air attack would 
develop in detail, but it is certain that there are some 
important objectives such as docks, large armament 
works, central power stations and the like which 
must at all costs be defended adequately and their 
work continued. 

The logical point of departure in considering shelter 
protection is to note (a) those industries or activities 
which must be maintained in full working activity, 
(b) their location, and (c) to give 100 per cent. protec- 
tion to these industries and activities and to the 
locality in which they are situated so that the total 
working population there, including those engaged 
in supplying the food and other needs of the workers, 
shall be as safe as war-conditions allow. It is doubtful 
if the very large air-raid shelters sometimes proposed— 
some have been suggested to hold up to 7000-are reason- 
ably safe however deep underground. Such a large 
shelter in a town must drain, as it were, a considerable 
area of streets, squares, and apartment buildings. 
Whether under conditions of air attack at night in 
complete darkness all of the people scheduled for such 
a shelter would arrive at the entrance or whether 
twice that number would arrive could only be 
ascertained by experience. And the experiment 
might prove to be excessively costly in life and 
suffering. If a shelter is 3, 4, or 5 minutes’ walk 
away in daylight it might easily be 15 to 30 minutes 
away at night during an air attack. In areas liable 
to attack by large bombs, and this is a military matter 
which can be estimated, deep shelters will be required, 
but they should be comparatively small, holding 50 to 
100 only. Outside the areas of special danger many 
towns will not be liable to attack except by medium- 
sized bombs for which suitable protection can be given 
more easily than for the large bombs. 

It is reasonable to divide Great Britain from the 
point of view of deep-shelter protection into four 
zones—first the rural evacuation areas in which it is 
not required, second the dangerous areas (docks, 
power stations, &c.) in which 100 per cent. protection 
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is required against very heavy bombs, third urban 
areas adjacent to the dangerous areas in which less 
deep protection will suffice, and fourth urban resi- 
dential areas pure and simple in which the shelter pro- 
tection needed is still less but where it is still required. 
In a “total” war as any war today must be the 
civilian is just as much on the field of battle as the 
sailor, soldier or airman and the activity of civilian 
production just as necessary if we are to be successful 
in war. The defence of the civilian worker must be 
looked at from this point of view; on the adequate 
protection of the civilian in the dangerous areas 
the issue of a war may well turn. The civilian will 
need just as much protection as do the armed forces. 
In a world of violence it is pleasant to turn even 
to such a subject as the Criminal Justice Bill. The 
point of controversy on the committee has been 
the question of flogging. Much legal and medical 
opinion is against flogging and Sir Samuel Hoare, 
the Home Secretary, is apparently determined on 
its abolition as a normal punishment. On the other 
hand a large number of Government supporters are 
in favour of the retention of flogging. If the Govern- 
ment persist in their determination to abolish flogging 
it will be an interesting example of the straining of 
party loyalty under the pressure of the party whip. 


The dilemma is, for the detached spectator, an . 


interesting one, for, if some Conservatives opposed 
the abolition of flogging and it was carried by the 
help of the Labour and Libera] Parties, the Con- 
servatives and the Conservative National Liberals 
would have a lot of explaining to do to their con- 
stituents. And the flogging question is one of 
difficulty because its consideration lacks scientific 
precision. Are the pro- and anti-floggers in favour 
of their views for the sake of society, for the sake of 
the criminal, or is there something else % 


FROM THE PRESS GALLERY 
The Cancer Bill 


In the House of Lords on March 15 the debate 
was resumed on the motion for the second reading 
of the Cancer Bill, and on Lord Balfour of Burleigh’s 
amendment expressing regret that the bill did not 
contain a provision for increased research into the 
cause and treatment of the disease. 

The Earl of DoNoUGHMORE said that at this 
moment out of four cases of cancer that might 
benefit by treatment only one was receiving treatment. 
He hoped that the sum of £700,000, which had been 
mentioned, was not going to be reduced and switched 
over to research. If any more money was to be 
devoted to research it should be additional to that 
provided under this bill. Lord Donoughmore quoted 
figures from a statistical report’ of the National 
Radium Commission issued in 1937 to support his 
view that the estimate of the life of a cancer patient 
as eighteen months given by Lord Balfour of Burleigh 
was much too pessimistic. There had been a definite 
improvement and increase of knowledge in the 
treatment of cancer. There was too much working 
in watertight compartments. Those engaged in 
research were not sufficiently in touch with the 
clinicians, and vice versa, and there was not always 
coöperation among those treating the disease. The 
ideal system of treatment was where every case sus- 
pected of malignant disease was seen at once by a 
team of workers. One of the most important points 
in the bill was the power given to local authorities 
to pay the expenses of patients, and even of a com- 
panion, in order that they might travel to centres 
where treatment was organised. Lord Donoughmore 
wished they could envisage a more organised system 
for the training of radiotherapists. It was dangerous 
for X-ray apparatus to get into ignorant hands, and 
he hoped that the Government would do all they 
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could to encourage the training of radium Officérs and 
to improve their status. He hoped that, in keepihg 
of adequate records, care would be taken to build on 
the records of the past. For the first time under the 
new scheme local authorities were given responsi- 
bility for cancer. Hitherto the organisation. of cancer 
treatment had been largely left to the voluntary 
hospitals and to the medical faculties of certain 
universities. Codperation between local authorities 
and the great voluntary hospitals in the organisation 
of the schemes necessary under this bill was desirable. 

The Earl of SUFFOLK AND BERKSHIRE, who is 
engaged in pharmacological research at Oxford, 
supported the amendment. He remarked that while 
much had been said about the treatment of cancer 
by radiotherapy he had not heard anything about 
research in chemotherapy. Chemotherapeutic succeses 
had been won slowly, and they had very nearly 
reached the stage where they might yield some- 
thing of value. He was assured that chemotherapy 
was showing remarkable promise in a laboratory 
in London, the Cancer Hospital (Free), under 
the direction of Prof. Kennaway and his co-workers. 
They had discovered a compound which when 
injected would reduce the size of a tumour 
to a singularly small pin’s head. Admittedly this 
had not yet been tried in clinical medicine, but 
he prophesied that in a very short time successfal 
results would be obtained on these lines. Lord 
Suffolk thought that it was advisable that more 
money should be provided for cancer research. He 
had actually seen a brilliant experiment, which might 
well have changed the whole complexion of the 
cancer problem, held up for the lack of £12 10s. As 
to watertight compartments, recently he had seen 
a scheme for a central clearing-house for the direction 
of research and for the communication of published 
papers. 

Viscount TRENCHARD said that as one who had 
some slight knowledge of the want of research into 
this terrible disease he would support the amendment. 

Viscount SAMUEL said in his opinion the 
whole attitude of the state towards research was 
wrong. Considering the vastness of the national 
income and revenue the sums expended on research 
were insignificant compared with the need. Research 
was not a matter for spasmodic voluntary contri- 
butions, for appeals to emotion, for sending round the 
hat, for bazaars, and all the various propaganda for 
voluntary efforts. National health, though not more 
urgent than national defence, was at least as necessary, 
and the requirements of research for the prevention 
and cure of cancer should surely command at least as 
great attention and sympathy from the Government. 
They had witnessed great triumphs of both preventive 
and curative medicine during the last century. Ther 
was no reason why they should adopt a mood of 
fatalistic surrender and believe that the problem of 
cancer was insoluble. The report of the Medical 
Research Council showed that there were very 
many hopeful developments. For these reasons he 
supported the amendment. 

The Duke of DEVONSHIRE, under-secretary of 
state for dominion affairs, replying to the debate. 
said that the question of increased grants by the 
Government towards research could not properly 
be dealt with in this bill. Legislation was not 
necessary to enable the Government to allocate 
increased funds for that purpose. He hoped that the 
immensely authoritative statements which had been 
made in their Lordships’ House would have’ some 
effect on the Lord President of the Council. He 
promised to bring the very weighty representations 
of the various speakers in the debate to the notice of 
the Chancellor of the Exchequer. 

Lord BALFOUR OF BURLEIGH said that he knew 
quite well that he could not get any of the £700,000 
for research and he had no desire to deprive the 
treatment side of a penny of that money. As 
regards the satisfactory figures quoted by Lord 
Donoughmore of lives prolonged by radium treat- 
ment, they were all cases of cancers treated in the 
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early stages and in accessible positions. They were 
selected cases for which this treatment was 
proven and for which they all welcomed the fact 
that treatment was to be extended. If he (Lord 
Balfour) was wrong in estimating the average dura- 
tion at eighteen months the great army of victims of 
cancer to which he had referred could only be greater, 
because if the duration of the disease was longer and 
70,000 died every year then the size of the army was 
extended by the length of the duration of the disease. 
Therefore he submitted that his picture was rather 
an understatement than an exaggeration. While he 
was grateful to the Duke of Devonshire for what he 
had said he was not entirely satisfied. The money 
required for research was infinitesimal compared with 
the amount which the Government were devoting to 
treatment. To establish a research unit such as the 
Medical Research Council had in mind would cost 
something like £30,000 a year for ten or fifteen years. 
In view of the expression of opinion that had fallen 
from noble lords in every quarter of the House 
before he withdrew his amendment he appealed for 
some expression of opinion from the Government 
that it would be possible to deal with this matter of 
research.— Earl STANHOPE, First Lord of the Admiralty, 
said that he would certainly represent to the Chancellor 
of the Exchequer the expression of opinion from all 
quarters of the House. The amendment was by leave 
withdrawn and the bill was read a second time. 


COGPTION ON CANCER COMMITTEES 


In the House of Lords on March 21 the Cancer 
Bill was considered in Committee. The Earl of 
ONSLOW was in the chair. 

Lord ELTISLEY, moving an amendment on behalf 
of the County Councils Association, explained that 
under clause 1 it became the duty of every county 
and county-borough council in England and Wales 
to secure facilities for the treatment of persons 
suffering from cancer; and the Minister of Health 
might require two or more such councils to combine 
for the purpose. Joint boards or joint committees 
so constituted could coöpt outside persons up to a 
third of their personnel. They could do this without 
obtaining the assent of the local authorities who set 
them up; and once established the joint com- 
mittees could snap their fingers at the local authorities. 
Under the terms of Lord Eltisley’s amendment it 
was proposed that before codption was allowed the 
assent of those responsible for setting up the com- 
mittees must be obtained. Local authorities regarded 
this power of codption as a dangerous innovation 
introduced into local government and as inconsistent 
with previous legislation.—The DUKE OF DEVONSHIRE 
accepted the amendment on behalf of the Government. 


ADVERTISEMENT OF CANCER CURES 


Viscount BERTIE OF THAME moved an amend- 
ment to provide that the prohibition of the advertise- 
ment of cancer cures should not apply to reports or 
accounts of treatments for cancer issued or published 
orally or otherwise by practitioners, registered or 
unregistered, to persons or in publications other 
than those specifically mentioned in the bill. He 
argued that the clause in its present form would stop 
a great many unregistered persons from carrying on 
investigations which might prove of incalculable 
value to mankind. Registered practitioners, he said, 
had the medical press in which to express their views 
and publish the results of their investigations, but 
unregistered persons had no such means. In this 
matter he was thinking also of such persons as herbal 
curers, faith-healers and Christian Science practi- 
tioners. It was true that the present Solicitor-General 
had said that he would not give his consent to a 
prosecution in the case of such persons, but that did 
not bind the learned gentleman’s successors. 

The DUKE OF DEVONSHIRE said that the Govern- 
ment could not accept the amendment, for its effect 
would be to enable either medical practitioners or 
any other persons to advertise any cure. It was 
desirable to take steps to deal with a possible 
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recrudescence of the advertising of cures for cancer. 
The clause did not prohibit any unregistered person 
from treating cases, or from making investigations, 
nor did it prohibit him from circulating the results 
of his investigations to the persons and bodies 
mentioned in the bill. Nor did the clause prohibit 
him from securing publication in a scientific or other 
periodical of any results he might achieve. All 
it did was to prevent him from holding out a cure 
and advertising himself or his associates or his methods 
or material as a cure. The Government was not 
anxious to interfere with any such body as the 
Christian Scientists. 

The MARQUESS OF LOTHIAN agreed that it was 
important to prevent advertisements of quack remedies, 
but it was also important to close no possible avenue 
by which a cure for cancer might be found, even 
though it was unorthodox. 

The Lord CHANCELLOR said that damage would 
be done by all sorts of people making reckless state- 
ments about cures. This clause was really necessary 
in the interests of the public. In the extraordinarily 
unlikely case of a layman being able to discover and 
test the validity of some alleged cure for cancer he 
would have no difficulty in bringing the matter before 
the world. 

The MARQUESS OF LOTHIAN said that there was 
trade-unionism in every profession, and there had 
been certain cases in which considerable obstruction 
had been put in the way of medical discoveries by 
unorthodox means. He wanted to be quite sure 
that there was some way by which, if an unorthodox 
person did find a remedy, that remedy would be 
investigated and the results published.—The Lord 
CHANCELLOR replied that there was no difficulty in 
the way of an unorthodox person making known an 
alleged discovery of a cure for cancer to those who 
were not likely to be misled. Advertisements could 
be made, for example, to members of either House 
of Parliament, to local authorities, to governing 
bodies of hospitals, registered medical practitioners, 
nurses, pharmacists and others. He could not 
believe that in those circumstances there was any 
risk of any miracle of that kind remaining own. 

' The amendment was by leave withdrawn. 


Bastardy (Blood Tests) Bill 


In the House of Lords on March 16 on the motion 
of the Earl of Lucan the following were named as 
the Select Committee to consider the Bastardy (Blood 
Tests) Bill: Earl Beauchamp, Viscount Dawson of 
Penn, the Bishop of Salisbury, Lord Foxford, Lord 
Strathcona and Mount Royal, Lord Merthyr, Lord 
Swinfen and Lord Brocket. 

The Mining Industry (Welfare Fund) Bill was read 
the third time and passed. 


QUESTION TIME 
WEDNESDAY, MARCH 15 
Medical Supplies on British Ships 


Sir WALTER SMILES asked the President of the Board 
of Trade if he was aware that many large ocean-going 
British ships did not carry the latest proved drugs for 


‘combating sepsis; and if he would consider some altera- 


tion in the regulations so that these were carried, with 
instructions for their use.—Mr. Ronaup Cross, parlia- 
mentary secretary to the Board of Trade, replied: My 
right hon. friend is causing full inquiries to be made into 
this matter and he will consider whether the existing 
regulations need to be amended. 


THURSDAY, MARCH 16 
Nutritional Standards of School-children 


Mr. RIDLEY asked the Parliamentary Secretary to the 
Board of Education what percentage of children attending 
elementary schools under the authority of the Lancashire, 
Derbyshire, Durham and Glamorgan county councils were 
found at the last routine nutriton inspection to be 
excellent, normal, slightly subnormal and bad, respectively. 
—Mr. KENNETH LiInpDsay replied: The following are the 


d 
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returns concerning the nutrition of children attending public 
elementary schools submitted by the school medical 
officers for the four areas in question for the year 1938 :— 


1 


Slightly 


ATCA Excellent | Normal subnormal Bad 
Lancashire 10°61 80° 7 g2 9 0 A 
Derbyshire 16°46 63°91 19-16 0:45 
Durham 14°64 60°41 23-39 1°54 
Glamorgan 6°43. 70-92 22-09 0°55 


Tuberculosis in Wales 


Sir WILLIAM JENKINS asked the Parliamentary Secretary 
to the Board of Education if, in view of the report of the 
commissioners on tuberculosis in Wales, he would have an 
immediate survey made in all the schools of Wales by his 
medical advisers to ascertain what additional measures 
should be taken to ensure that all children were properly 
fed.—Mr. KENNETH LINDSAY replied: The adequacy of 
the provision of free meals and milk in all areas in Wales 
is already being reviewed by the Board of Education and 
letters recommending improvements in the arrangements 
have been sent to a considerable proportion of the local 
education authorities. Visits to several areas have been 
or will be made by the board’s medical officers, at which 
the nutrition of children in typical schools is surveyed. 
The responsibility for surveying the schools as a whole 
rests, however, with the local education authorities and 
their medical officers, and it is the duty of my department 
to coördinate as far as possible the standards used in the 
assessment of nutrition and to supervise and stimulate 
the activities of the authorities rather than to replace 
them. 

Dr. SUMMERSKILL asked the Minister of Health whether, 
in view of the recent report on tuberculosis in Wales and 


the revelation of the low standard of housing, he would - 


take steps to make the appropriate county authorities 
take over the duties of the defaulting boroughs and 
submit a rehousing scheme for families living in over- 
crowded conditions.—Mr. ELLIOT replied: I am not yet 
in a position to make any statement on the recommenda- 
tions contained in this report. As the hon. member will 
realise the report covers a great deal of ground and is at 
present under consideration. In the first place I am 
asking the Welsh Board of Health and local authorities in 
Wales for their observations. Meanwhile I am sure the 
House would like me to express the gratitude of all of us 
to the members of the committee, including one of our 
parliamentary colleagues, who have devoted so much 
time and attention to the investigation of these questions, 
and have produced so striking a report. 

Dr. SUMMERSKILL: Does not the Minister think that 
in view of the fact that these inquiries have covered a 
period of two years, and that much of the work of rehousing 
is of such an urgent character, he ought to take action 
immediately ?—Mr. ELLIOT : It is clear that the report in 
several respects calls attention to the work of local 
authorities and I think it is desirable that local authorities 
whose actions have been questioned should have an 
opportunity of making representations. 

Dr. SUMMERSEILL: Will the right hon. gentleman direct 
his attention to those parts which are described as being 
of such a shocking character that they are even worse 
than the slums of Shanghai; and would he direct his 
personal attention to ameliorating the conditions in these 
particular places ?—Mr. ELLIOT: Yes, I have already 
done so. The rural housing conditions in Wales were the 
subject of a good deal of attention and last summer I went 
round the Welsh local authorities’ areas myself and had 
special conferences to draw their attention to the excep- 
tionally favourable terms now offered for rural housing. 

Mr. J. GRIFFITHS : Since I gather that the right hon. 
gentleman’s own inspectors have reported these con- 
ditions to the Ministry which are appalling, can he explain 
why no action was taken on the report of his inspectors 
before the report was published ?—Mr. ELLIOT : Yes, Sir, 
on certain things action was taken, such as improving 
conditions for rural housing. As to the rest of the matter 
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I have made repeated representations to the lod 
authorities. 

Mr. GRIFFITHS: Since it is obvious that they havens 
carried out those recommendations, what other actioni 
the Minister going to adopt ? 

Sir F. FREMANTLE : Is it not rather early to expec 
local authorities to have done much under the Run 
Housing Act which was passed only twelve months ago! 

No further reply was given. 


Examination Tests for Nurses 


Mr. LIDDALL asked the Minister of Health whether he 
would consult with the medical authorities, with a view 
to establishing two grades of state-registered nurses, as 
the present examination tests for nurses were not con- 
sonant with actualities and national requirements, and 
prevented many suitable persons from giving valusbk 
service to the sick, and were therefore contrary to the 
interests of the public should an emergency arise.—Mr. 
Exuiot replied: This is one of the matters under con 
sideration in connexion with the interim report of the 
Interdepartmental Committee on Nursing Services which 
was recently published. 

Sir J. Lams: When is my right hon. friend likely to 
take action on the matter, because this delay is causinz 
great irritation ? 


Dental and Ophthalmic Treatment 


Mr. JENKINS asked the Minister of Health whether he 
would consider the appointment of a departmental com- 
mittee to consider and report on the advisability of 
making available dental and ophthalmic treatment to all 
members of national health insurance approved societies. 
—Mr. Error replied: The provision of dental benefit 
and ophthalmic benefit as statutory benefits available to 
all insured persons would require an increase in the weekly 
rates of contribution at present paid by insured person 
and their employers, and would also involve a substantisl 
increase in the amount payable from the Exchequer 
towards the cost of national health insurance. This is 
one of a number of suggested major extensions of th 
national health insurance and contributory pensions 
schemes which will have to be examined when the time 
is opportune and placed in an appropriate order of 
priority, due regard being had to the financial and other 
considerations involved. In the meantime I do not think 
it desirable that a special departmental committee should 
be appointed to investigate this particular suggested 
extension. 

Mr. JENKINS: Is not the right hon. gentleman aware 
that there are quite a number of approved societies, 
particularly those whose members come from the heavy 
industries where the incidence of sickness is highest, 
which are unable to provide their members with these 
services, and will he see that they get equal treatment 
under national health insurance 7—Mr. ELLIOT : It is true 
that societies have made representations su &gesting that 
other societies should assist them in this matter, which is 
a very difficult subject. I cannot undertake to see that 
agreement is reached. 


Replying to a further question by Mr. Sutelifie, 
Mr. ELLIOT said: Any estimate of the cost of providing 
dental benefit as a statutory benefit must necessarily be 
highly conjectural in the absence of reliable data as to the 
proportion of insured persons who would be likely to 
apply for treatment in the course of a year, and the 
average amount of treatment which would be required 
in each case to secure dental fitness. The avera ge cost 
per case under the existing additional benefit arrange- 
ments is about £4 and the claim-rate is less than 10 per 
cent. of the persons eligible, but these figures bear little 
relation to the proportion of insured persons who might 


apply for treatment if a statutory benefit, including pay- 
ment of the whole cost of treatment, were provided—s 
consideration which would probably also affect the average 


cost per case, i 


Aged Coroners and Retirement 


Sir ARNOLD WILSON asked the Home Secretary whether 
he was aware that several coroners were 90 years of age; 
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and whether he would consider, in the public interest, 
some means of encouraging them to end a career of public 
service by providing facilities for honourable retirement.— 

GEOFFREY LLOYD, under-secretary, Home Offce, 
replied: Coroners are appointed by the local authority 
and my right hon. friend has no information as to the 


ages of coroners though he is aware that some of them 


are of an advanced age. As regards the second part of 
the question, I would refer my hon. friend to section 6 of 
the Coroners (Amendment) Act, 1926, which makes 
provision for the superannuation of county and borough 
coroners in the circumstances prescribed in that section. 


Silicosis Schemes and the Three Years’ Rule 


Mr. JAMES GRIFFITHS asked the Home Secretary what 
action he proposed to take to deal with the injustices 
arising from the operation of the three years’ rule under 
the Various Industries (Silicosis) Schemes.—Mr. GEOFFREY 
Lioyp: My right hon. friend is contemplating an exten- 
sion of the three years’ limit and is having draft schemes 
for that purpose prepared for consideration by the parties 
concerned, It will apply to various industries. 


Aftercare of Discharged Prisoners 


Dr. SUMMERSKILL asked the Home Secretary whether his 
attention had been drawn to the recent case of murder 
where the murderer, now proved to be of unsound mind, 
had already been sentenced for various other brutal 


șa attacks on young women; and what aftercare methods 


were adopted by the prison authorities to keep criminals 


=- of this kind under observation.—Mr. GEOFFREY LLOYD 


replied: The hon. member has been good enough to 
inform my right hon. friend of the case to which she 
refers in the first part of her question, but as the Home 
Secretary has recently ordered a medical inquiry into the 
mental condition of this prisoner I am unable at present 
to make any statement about this case. As regards the 
second part of the question, if a person undergoing deten- 
tion is certified to be insane or mentally defective proper 
arrangements would, of course, be made for his care, but 
in the case of the prisoner in question his examination 
while he was in prison on a previous occasion showed that 
it was not possible so to certify him. 

Dr. SUMMERSKILL: Is the hon. gentleman aware that 
the senior medical officer at Brixton and the medical 
officer at Wormwood Scrubs were both willing to certify 
this man, and in fact said that two other brutal attacks 
which he had made during the last two or three years 
were” due to mental instability ; and in view of the fact 
that Mahony is now only 23 years of age, and that the 
prison authorities have such a careful follow-up of 
prisoners, does not the hon. gentleman think that young 
prisoners of this kind should be kept under some kind of 
observation ?—Mr. Ltoyp: There are certain powers for 
keeping young prisoners under observation after they 
have left prison, but I was not aware of the detailed facts 
which the hon. member has mentioned. If my informa- 
tion is correct it was not possible to certify him. 


TUESDAY, MARCH 2] 
Civil Servants and Vaccination - 


Mr. Leacu asked the Secretary to the Treasury whether 
applicants for posts in the civil service had still to make 
a statutory declaration of objection to vaccination or a 
written statement of objection, or whether unvaccinated 
applicants were admitted without being required to state 
their objection.—Captain Evan WatuaceE replied: In 
the case of established appointments to the home civil 
service, the civil service commissioners do not require a 
candidate to be vaccinated or to make a statutory 
declaration or written statement of objection to vaccina- 
tion. In the case of posts abroad, the commissioners do 
not regard candidates as constitutionally fitted for appoint- 
ment unless in the view of the medical examiner they are 
sufficiently protected against smallpox. 


Evidence Before Welsh Anti-tuberculosis Committee 


Mr. OwENn Evans asked the Minister of Health if the 
evidence and memoranda submitted to the committee of 


inquiry into the anti-tuberculosis service in Wales would 
be published.—Mr. Brrnays, parliamentary secretary to 
the Ministry of Health, replied : A neostyled copy of the 
evidence given before this committee was placed in the 
Library of the House on the 13th instant. My right hon. 
friend does not propose that the evidence should be 
printed. 


INCORPORATED SOCIETY OF 
CHIROPODISTS 


TEHE annual dinner of the society was held at the 
Trocadero restaurant, London, W., on March 18, with 
Mr. John H. Hanby in the chair. Dr. H. Letheby Tidy, 
proposing the toast of The Profession of Chiropody, said 
that great things had been happening to chiropody in 
recent years. He did not believe that the increase of 
their work was due to the type of shoes worn by the younger 
generation. A demand for all services that contributed to 
better health was widespread and it was through this 
demand that increased work would come to their craft. One 
difficulty of any specialised work was the risk of over- 
looking some condition which was outside its limits. 
It was inevitable that from time to time, however much 
care was taken, some such case would occur and might 
result in damages. But such isolated instances would 
reflect no discredit on the craft of chiropody or justify 
any change in the curriculum. Their work could never 
stand still; it must always progress and always change, 
and he hoped that to prevent disease would be among 
their aims. That involved careful record and observation 
and discussion of the conditions which came before them. 
Great work had been done by the society and all those 
who had fought for so long to bring it to its present 
position, 


The Chairman, in reply, said that in the last two or three 
years their profession had emerged to a new status and 
new prospects. For twenty-five years their predecessors 
worked hard towards the goal which they had now 
obtained—namely, recognition by the medical profession 
and the full confidence of the public. No man, woman 
or child could be physically fit if suffering from disabilities 
of the feet, and the development of a scheme for chiropody 
treatment as a benefit under national health insurance 
would be of great advantage to the country. He hoped 
that the register of approved chiropodists, to be published 
in the next few months, would go far towards counter- 
acting the ramifications of undesirable foot clinics which 
were springing up almost daily. 


The Lord Mayor of London (Sir Frank Bowater), 
replying to the toast of The Guests, proposed by Dr. 
A. W. Oxford, said that he considered the examination 
of the feet, teeth and physical condition of school-children 
as done by the L.C.C. was of paramount importance if 
we were not to have a C.3 race. 


“*. . . One reason the medical lecture has gone out 
of style is that there are no longer lecturers of the old 
type ; researchers are seldom eloquent speakers, .. . 
To be oratorical it is necessary to deal only with the 
most superficial of facts, if any, as the politicians abun- 
dantly demonstrate, while the researcher must weigh 
each bit of evidence carefully. I give place to no man in 
the appreciation of the medical researcher, but his problems 
are not for the medical student. Researchers should be | 
quarantined both for their own good and for the good of 
the student. I speak sympathetically, because I have 
dabbled in the border lines myself, but I have never 
mentioned them to my students. The fact should be 
recognized that the average doctor never does catch up 
with what the researcher is doing. We doctors should be 
spared the agony of the scientific delivery room and 
should be allowed to hold the baby only after the nurse 
has him all polished up and dressed.’”—From ‘‘ The 
Horse and Buggy Doctor,” by ARTHUR E. HERTZLER. 
London. 1939. 
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MEDICAL NEWS 


University of Cambridge 
On March 17 the following degrees were conferred :— 


M.Chir.—D. B. McGavin. 

M.B., B.Chir.—*F. A. Simmonds, E. K. Gardner, A. M. 
Thomas, and J. D. Wade. 

M.B.—R. H. Dale and A. C. Fraser. 


* By proxy. ; 
The honorary degree of. D.Sc. is to be conferred upon 
Sir Henry Dale, F.R.S., director of the National Institute 
for Medical Research. 


University of Dublin 


On March 15 the following degrees and licence were 
conferred :— 

M.B., B.Ch., B.A.O.—J. W. Cathcart, E. R. Coetzee, Mary A. 
Conyngham, R. C. H. Cooke, M. O. Drury, C. J. Du Preez, L. A. S. 
Edmondson, Sylvia M.. FitzGerald, T. W. Hanna, D. G. 
Harrison, F. R. T. Hollins, L. S. Levinson, R. A. Lutton, Rosaleen 
de C. McCormick, Bridget P. Mansfeld, E. R. F. Mellon, F. P. 
O’Sullivan, Wiliam Sandford, R. J. Sandys, Boris Serebro, Simon 
Sevitt, E. N. O. Sodeinde, M. E. Tapissier, and L. I. Warnock. 

L.Med., &c.—Noel McSharry. 


Research Fellowships 


Particulars of the following fellowships will be found in 
our advertisement columns this week :— 
Fellowship in psychiatry.—The Child Guidance Council offers 


three fellowships, each of £300, tenable for a year for half-time 
work at their Islington clinic. 

George Henry Lewes studentship.—This studentship is open to 
men and women and the student is expected normally to work 
in the department of physiology in the University of Cambridge. 

Kathleen Schlesinger research fellowship.—The Medical Research 
Council invite applications for this fellowship which is usually 
tenable at the National Hospital, Queen Square. The fellow 
will devote his or her whole time to “investigating the origin 
and nature of cysts of the brain.” 


College of Nursing 


At the meeting of the council on March 16 Miss B. Monk 
was re-elected president for 1939-40. It was ahnounced 
that the Scottish board of the college, which has moved 
to 40, Melville Street, Edinburgh, 3, is now the body 
responsible for compiling and maintaining the central 
register of trained and assistant nurses for Scotland. 
Five bursaries of £20 each are to be awarded to members 
or ex-members of the Student Nurses’ Association for 
postgraduate work. The council agreed to reaffirm their 
support of the principle that qualified sister tutors be 
included as teachers of anatomy, physiology, and hygiene 
in the proposed prenursing courses for the first part of 
the preliminary state examination. 


Conference on Nutrition 


A conference on the wider aspects of nutrition will be 
held by the British Medical Association at B.M.A. House, 
Tavistock Square, London, W.C.1, from April 27 to 29. 
Sir Arthur Salter will deliver an inaugural address, 
_and Prof. E. P. Cathcart, F.R.S., Sir Robert McCarrison, 
F.R.C.P., and Dr. G. P. Crowden will speak on medical 
aspects of nutrition. At the afternoon session Lord 
Astor will open a discussion on means of stimulating 
production from the point of view of home agriculture, 
and other speakers will be Mr. Anthony Hurd, agricultural 
correspondent of the Times, and Prof. W. C. Miller, 
Courtauld professor of animal husbandry at the Royal 
Veterinary College. Mr. F. L. McDougall, economic 
adviser in London to the Government of the Commonwealth 
of Australia will speak for overseas producers. The 
stimulation of consumption by family allowances and the 
provision of cheap or free milk or meals in necessitous 
cases will be discussed next day by Mr. L. S. Amery, M.P., 
Mr. L. J. Cadbury, Sir Kenneth Lee, and Dr. Stella Churchill. 
On the last day of the meeting Mr. W. O. Lester Smith, 
director of education for Manchester, and Prof. V. H. 
Mottram, professor of physiology in the University of 
London, will describe the importance of education as a 
means of increasing consumption. At 8.15 P.M. on April 28 
Prof. Mottram will deliver the Sir Charles Hastings public 
lecture of the association. He will speak on nutrition 
and the public health. Further information may be 
had from the secretary of the association. 


University of Sheffield 
The honorary degree of D.Sc. will be conferred on Prof. 
Miles Phillips at a congregation on July 1. é 


| 
King’s College Hospital, London 
The next meeting of the Listerian Society will be held 
on March 29 at 8.30'P.m., when Dr. Wilfrid Sheldon will 
deliver his presidential address. 


Local Medical and Panel Committee for the Gounty 
of London 
The offices of this committee will be removed on 
Monday, March 27, to Tavistock House (South), Tavistock 
Square, W.C.1. 


King Edward’s Hospital Fund for London 
A series of privileged visits to places of historic interest 
has been arranged in aid of this fund. The programme 


includes visits to St. James’s Palace (April 19); the 
Houses of Parliament (April 26); the Tower of London 
(May 10): Windsor Castle (May 19): and the Royal 
Naval College, Greenwich, and the National Maritime 
Museum (May 26). Further details of the arrangements 
may be had from the secretary of the fund, 10, Old Jewry, 


London, E.C.2. 


European Mental Hygiene Reunion 
The sixth European Mental Hygiene Reunion will take 


place at Lugano, Switzerland, from June 4 to 686. The 
conference of the Swiss Psychiatric and Neurological 
Societies will be held during the preceding two days. 
The main theme of the discussions at the reunion will be 


mutual understanding and mental hygiene, and the 
speakers will include Dr. Emanuel Miller and Dr, G. R. 


Hargreaves. Those who wish to enrol are asked to write 
to the secretary of the National Council for Mental Hygiene, 
76, Chandos House, Palmer Street, London, S.W.. 
who will furnish full particulars of the programme and 
arrangements. 


Royal Society 


The following have been elected to the fellowship of the 
society: G. S. Adair, assistant director of research in 
physiology, University of Cambridge; C. H. Andrewes. 
M.D., pathologist at the National Institute for Medical 
Research ; Max Born, Sc.D., Tait professor of natural 
philosophy, University of Edinburgh; A. J. Bradley, 
assistant director of research in crystallography, Cawendish 
Laboratory, Cambridge; David Brunt, professor of 
meteorology, Imperial College of Science and Technology. 
University of London; F. A. E. Crew, M.D., Buchanan 
professor of animal genetics, University of Edinburgh; 


F. W. Edwards, Sc.D., deputy-keeper of entomology, 
British Museum; B. M. Jones, Mond professor of aero- 
nautical engineering, University of Cambridge ; G. W. C. 


Kaye, D.Sc., superintendent of the physics department 
of the National Physical Laboratory ; B. G. T. Liddel, 
D.M., fellow of Trinity College and lecturer in physiology. 
University of Oxford; E. J. Maskell, Ph.D., leċturer in 
plant physiology, University of Cambridge ; Irvine Masson, 
D.Sc., vice-chancellor of the University of Sheffield. 
formerly professor of chemistry in the University of 
Durham; C. E. K. Mees, vice-president of the Eastman 
Kodak Company, Rochester, N.Y.; M. H. A. Newman. 
lecturer in mathematics, University of Cambridge; H. H. 
Read, D.Sc., professor of geology, Imperial College oi 
Science and Technology, University of London; Si 
Reginald Stapledon, professor of agricultural botany and 
director of the Welsh Plant Breeding Station, Aberystwyth: 


H. M. Turnbull, D.M., professor of morbid anatomy 
in the University of London and director of the Bernhan 
Baron institute of pathology at the London Hospital: 


E. E. Turner, D.Sc., head of the department of organic 
chemistry, Bedford College, University of London: 
V. B. Wigglesworth, M.D., reader in medical entomolosv. 
London School of Hygiene and Tropical Medicine ; and 
E. J. Williams, D.Sc., professor of physics, University of 
Wales, Aberystwyth. i 
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County of London 


Colonel P. H. Mitchiner, C.B.E., F.R.C.S., K.H.S., 
has been appointed a deputy lieutenant for the county. 


General Medical Council | 

At a meeting of the executive committee of the General 
Medical Council, held on Feb. 27, it was reported that the 
names of Alexander Lane and Stephen Somogyi had been 
restored to the Medical Register after non-pena] removal. 

It was resolved that the degrees of M.D. and M.S. 
Lucknow, M.S. Madras, and M.D., M.S. Patna should for 
the time being be recognised as registrable in the colonial 
list of the register. 


International Association for the Prevention of 

Blindness 

The general assembly of this association will be held at 
1, Wimpole Street, London, W.1, at 2.30 P.M. on 
Wednesday, April 19, under the presidency of Dr. P. 
Bailliart. Dr. A. H. H. Sinclair (Edinburgh) will open a 
discussion on the application of the Credé method for the 
prevention of ophthalmia neonatorum in various countries. 
Other speakers will include Dr. R. P. Wilson (Egypt), 
Prof. F. Terrien (France), Prof.. von Szily (Germany), 
Dr. J. D. M. Cardell (Great Britain), Prof. L. Maggiore 
(Italy), Dr. Conrad Berens (United States), and Prof. A. 
Vasquez Barrière (Uruguay). A film on preventive 
measures against industrial eye injuries will also be shown. 
Further information may be had from the secretariat 
of the association 66, boulevard Saint-Michel, Paris, VI. 


Royal Society of Medicine 

A medical week is to be held from April 24 to 29 for 
the benefit of fellows of this society who live out of 
London. Clinical meetings will be held by the section of 
medicine at Guy’s Hospital, by the section of neurology 
at the National Hospital, Queen Square, and by the 
section of physical medicine at the London Hospital. 
The clinical section will hold a meeting at which cases 
will be shown, and the sections of disease in children and 
of urology will also meet. Prof. Robert Bradlaw will 
read a paper on dental innervation to the section of 
odontology, and Mr. G. L. Pepler, chief town-planning 
inspector of the Ministry of Health, will speak on town 
and country planning to the section of epidemiology and 
state medicine. The section of pathology hope that 
Dr. H. E. Robertson (Mayo Clinic) will address them on 
the significance of residual lesions of the stomach. Further 
information may be had from the secretary of the society, 
1, Wimpole Street, London, W.1. 


Red Cross Clinic for Rheumatism 

The ninth annual report of the British Red Cross 
Society’s clinic for rheumatism shows a deficit of £4000 
on the year’s working, as against an average yearly 
deficit of £1750. The total accumulated deficit on Dec. 31, 
1938, amounted to £10,400; but negotiations now being 
carried on may lead to much benefit in this respect. The 
average cost of each general patient attendance was 
5s. 2d., of which treatment accounted for 9°7d. The 
number of patients seeking early treatment continues to 
increase; but the total number of attendances slightly 
diminished, owing partly to the international crisis of 
last September (during which no new applications were 
received and some appointments were not kept), partly 
to repairs, and partly to congestion. Steps have since 
been taken to prevent congestion of the treatment-rooms 
by patients who can derive but little benefit or can be 
suitably treated elsewhere. The massage treatments 
given during the year numbered 84,624 and the baths 
43,851. The results of completed treatment in 2199 
cases are given as 35 per cent. free from subjective symp- 
toms, 51 per cent. definitely improved, 13 per cent. 
unchanged or only slightly improved, and 1 per cent. 
worse. The London County Council has set aside six 
beds for rheumatic patients at St. Stephen’s Hospital, and 
six beds at St. Peter’s Hospital, Kilburn, have been offered 
for women suffering from chronic rheumatoid arthritis. 
Otherwise there are very few facilities for the treatment of 
rheumatic inpatients, and itis stated that there is as yet 
no place where a patient can obtain prolonged rest and 
treatment during convalescence. 
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Empire Rheumatism Council 

A meeting at which the Duke of Gloucester will speak 
is to be held in support of this council at the Mansion 
House, London, on April 25 at 3.30 P.M. 


Postgraduate Course for Insurance Practitioners 

An afternoon course of postgraduate study for London 
insurance practitioners will begin at the British Post- 
graduate Medical School, Hammersmith, next month. 
The course will meet on Tuesdays and Fridays from 
April 18 to July 7 from 2 to 4.30 P.M. Twenty-two practi- 
tioners will be invited to attend, and if the experiment is 
a success the scheme may be extended. 


A Danish Health Exhibition 

The prime minister of Denmark last week opened a 
popular health exhibition in Copenhagen. By arrange- 
ment with the Central Council of Health Education, the 
“ Fitter Britain ’’ exhibits from the Glasgow Exhibition 
have been taken over to Copenhagen. There are also 
exhibits from Germany. 


Food Education Society 

On April 19, at 8 P.M., Dr. E. C. Pillman-Williams, 
lecturer in biochemistry at the Royal Free Hospital, will 
speak to this society on diet in rheumatism. On April 26, 
at 8 P.M., Sir Albert Howard, formerly director of the 
institute of plant industry, Indore, will deliver the 
Bircher-Benner memorial lecture, His subject will be 
health, nutrition and soil fertilitv. Both lectures will be 
held at the London School of Hygiene, Keppel Street, 
W.C.1. Further information may be had from the 
secretary of the society, Gordon House, 29, Gordon Square, 
London, W.C.1. 


Preservation of Child Life 

In the Chadwick lecture which he delivered on this 
subject on March 14 Dr. J. B. Howell, medical officer of ` 
health for Hammersmith, reminded his audience that 
although there had been an enormous saving in the lives 
of children since the beginning of this century there were 
still every year in England and Wales 35,175 deaths in 
the first year of life. With the 24,806 stillbirths which 
occurred annually this made a potential loss of 59,981 
lives. The reduction which has been effected in the death- 
rate has been in the last eleven months of the first year 
of life; in the neonatal period it has remained almost 
unchanged. Of the 35,000 deaths under one year in 
1937, 18,168 were in the first month, and of these 6607 
were on the first day. Dr. Howell thought that the fact 
that more deaths occurred in the first month than in all 
the next eleven months suggested that the difficulty was 
obstetric in origin. 


Moorfields Dinner 

The annual dinner of past and present students of the 
Royal London Ophthalmic (Moorfields) Hospital took 
place on March 9. Mr. A. F. MacCallan, who was in the 
chair, proposed the toast of The Hospital and Medical 
School, and Mr. Theodore Luling, the chairman of the 
hospital, and Mr. Charles Goulden, the dean of the medical 
school, replied. Mr. Goulden said that during 1937-35 
one hundred and four new students had joined and there 
were seventy-five students who remained from the previous 
year. The school had lost through retirement Mr. Affleck 
Greeves, Mr. Rupert Scott, and Mr. H. B. Stallard; Mr. 
C. D. Shapland, Mr. J. H. Doggart, and Mr. Harold 
Ridley had been elected in their place, and Mr. A. B. 
Goldsmith had been appointed curator and pathologist. 
One important change about to take place was the 
appointment of a full-time pathologist, with the aid of 
funds provided by the lay management of the hospital. 
supported by a grant from the school. At the D.O.M.S. 
examination, of the 57 successful ‘candidates 29 were 
students at the school, and in the second part, of 67 
successful candidates 46 had studied at Moorfields. At 
the D.O. examination of the University of Oxford, of 18 
successful candidates 10 were students of the school. 
Two students had also obtained the F.R.C.S.E. in 
ophthalmology. 

The toast of The Guests was proposed by Mr. M. H. 
Whiting and Sir Adolphe Abrahams replied. The health 
of the chairman was proposed by Mr. F. A. Juler. 
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National Fitness Campaign 


The Central Council of Recreative Physical Training 
have arranged summer holiday courses for leaders of 
outdoor and indoor recreation. A three months’ resi- 
dential course for men will be held at Loughborough 
College, Leicestershire, from April to July. There will 
also be summer schools for women at Milton Mount, 
Crawley, from July 31 to Aug. 11; and at Harrogate 
College, Yorkshire, from Aug. 14 to 26. Summer camps 
for men will be held at Kingstanding, Staffordshire, from 
July 29 to Aug. 10; at Heswall, Cheshire, from Aug. 26 
to Sept. 2; and at a southern centre not yet selected 
from Aug. 12 to 19. Further particulars may be had 
from the organising secretary of the council, Abbey 
House, Victoria Street, London, S.W.1. 


Royal Westminster Ophthalmic Hospital 


Lord Mersey, chairman of the committee of management, 
at its annual general meeting on March 16, said that the 
hospital had experienced an extremely difficult year, 
especially during the critical period in September, but he 
was pleased to say that the ordinary income had increased 
by £1000, and the total was only down. by about £6. 
There had been a considerable increase in the number of 
patients, and a big demand upon special departments 
such as the orthoptic for the treatment of squint, and the 
electrotherapeutic department. Mr. P. McG. Moffatt and 
Mr. A. S. Philps had been elected assistant surgeons, and 
the Sir Richard Cruise clinical research scholarship had 
been awarded to Mr. J. D. Martin-Jones, registrar of the 
hospital, who had already submitted two interim reports 
on intra-ocular cancer. Lord Mersey announced that in 
the event of war the hospital would be taken over by the 
borough of Holborn as a first-aid station for air-raid 
casualties, and the hospital staff and equipment would 
be attached as an eye unit to a base hospital outside 
= London. 


Medical Diary 


March 27 to April 2 


SOCIETIES 


ROTAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
ONDAY. 
Odontology. 8 P.M., clinical meeting. 


TUESDAY. 
Medicine. 8.30 P.M., Dr. L. E. H. Whitby, Dr. G. J. 
Langley, and Dr. W. F. Gaisford : Recent Advances in the 


Treatment of Pneumonia. 


MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1. 
MoNDAY.—8.30 P.M., Prof. Edwin Bramwell, Mr. R. Foster 


Moore, and Dr. Anthony Feiling : The Ocular Manifesta- 
tion of General Disease. 


TUBERCULOSIS ASSOCIATION. 

THURSDAY.—2.30 P.M. (St. John’s College, Cambridge), 
Prof. Sebrechts (Bruges): Apicolysis with Plombage by 
the Pectoral Muscles in the Surgical Treatment of Giant 
Cavities. e 30 P.M., . T. W. Starkie, Dr. T. W. Davies, 
and Dr. Bronnie: : “Problem Cases. 

FRIDAY. Taa 45 A.M., . Barrett: Tuberculosis of the 
Thoracic Wall. 11. 15 A. M., Dr. F. R. G. Heaf: How 
far should the State consider the Individual in Planning 
a Tuberculosis Scheme? 

SATURDAY.—9.45 A.M., Dr. Brian Thompson and Mr. E. S. 
Evans: Tuberculous Cervical Adenitis. 11 A.M., Mr. R 
Scott Stevenson : Radiology of the Larynx. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
code eae a OF APOTHECARIES OF LONDON, Water Lane, 


WEDNESDAY.—9 P.M., Dr. D. Evan Bedford : Left Ventricular 
Failure. (Joseph Strickland Goodall lecture.) 


UNIVERSITY OF BIRMINGHAM. 


TUESDAY.—4 P.M. (Queen Elizabeth Hospital), Dr. 
Smellie: Infantile Diarrhcea. (Ingleby iecture.) 


UNIVERSITY OF GLASGOW. 
TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church 


J. M. 


Street), Dr. John Marshall: The Eye and Vitamin 
Deficiency. 

BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12. 


TUESDAY.—4.30 P.M., Dr. OC. M. Hinds Howell: Syphilis 
of the Nervous System. 

WEDNESDAY.—Noon, clinical and pathological conference 
ee. 3 P.M., clinical and pathological conference 
surgica 


MEDICAL DIARY.—APPOINTMENTS 


DouauLas, SHOLTO, M.B. Dubl., 
ERSKINE, DAVID, M.D., 


GREENING, W. P., 
Hay, J 
HockKeNn, M. E., 


MORLEY, M. R., M.B.N.Z., F.R.C.S.E., 
`. MURRAY B. 
RIPPINER, H. 


SALISBURY, ron V., 
SUMMERHILL 


SUTHERLAND-RAWLINGS ERIO, 
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THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
conference. 3.30 P.M., Dr. T. N. MacGregor: Functional 
Uterine Bleeding. 

FRIDAY.—2 P.M., clinical and pathological conference 


(obstetrics and gyneecology). 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical cliniés and 
operations, obstetrical and gynecological clinics and 
operations. 


NATIONAL HOSPITAL, Queen Sq. re, W.C.1. 
MONDAY.—3.30 P.M., Dr. O. P. Symonds: Cerebral Tumours (3). 
TUESDAY.—3.30 P. M., Dr. J. Purdon Martin : Acute Infective 
Diseases of the Bra 

WEDNESDAY.—3.30 P.M., Dr. F. M. R. Walshe: clinical 
demonstration. 

THURSDAY.—3.30 P.M., Dr. Denis Brinton : Vascular Disease 
of Central Nervous System. 

FRIDAY.—3.30 P.M., Mr. F. A. Wiliamson-Noble : Optic 
Atrophy. 

Outpatient clinic daily at 2 P.M. 

HOPLTIAL FOR SICK CHILDREN, Great Ormond Street, 


THURSDAY.—2 P.M., Mr. T. Twistington m ieee J da 
trophic Pyloric Stenosis. 3 PM., ames. ea 
Diseases of the Nose and Accessory ‘Air Sinuses. 
Outpatient clinics daily at 10 a.m. and ward visits at 2 P.M. 


ST. GEORGHR’S HOSPITAL, S.W.1 
THURSDAY.—5 P.M., Dr. kGae Feiling: neurological 
demonstration. 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W.3.. 
WEDNESDAY.—4 P. M., Dr. E. Rohan Williams : Radiological 
Study of the Gall-bladder. 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn Roan W.C. 1. 
FRIDAY.—4 P. M., Mr. J. D. McLaggan : Injuries to the Nose 
and Face. 
ST. JOHN CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, 42, Ranelagh Road, S.W.1 
FRIDAY.—3.30 P.M., demonstration of Hai ork in the 
rheumatic diseases by members of the stafi. 


FELLOWSHIP OF MEDICINE AND POSTGRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, W.1. 


MONDAY to SUNDAY. — BROMPTON HOSPITAL, S.W.3, Tues. 
and Fri., 5.15 P.M., M.R.C.P. course in chest Himbases— 
CHELSEA’ HOSPITAL FOR WoMEN, Arthur Street, 8.W.3, 


all-day course in gynecology. —West END HOSPITAL FOR 
NERVOUS DISEASES, Welbeck Street, W.1 afternoon 
M.R.C.P. course in neurology.— ME DICAL SOCIETY OF 
LONDON, 11, Chandos Street, W.1, 


Mon., Wed., and Fri., 
5.15 P.M., primary F.R.C.S. physiolog ry course.—BRITEE 
LEGION HEADQUARTERS, 25, Eccleston Square, S.W., 
Thurs., 8.30 P.M., lecture on Surgical Treatment of Pul- 


monary Tuberculosis.—PRINCESS ELIZABETH OF YORK 
fo Shadwell, E.1, Sat. and Sun. course in children’s 
seases 


MANCHESTER ROYAL INFIRMARY. 


FRIDAY.—4.15 P.M., Mr. R. L. Newell: surgical cases. 


LEEDS GENERAL INFIRMARY. 


TUESDAY.—3.30 P.M., Mr. W. R 
of neurosurgical cases. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 


WEDNESDAY.—4.15 P.M. (Western Infirmary), Dr. J. G. 
Macgregor-Robertson: Venereal Disease in en. 


. Henderson: demonstration 


Appointments 


ARMSTRONG, J. R., M.D. Belf., F.R.C.S., registrar at the fracture 


clinic and orthopsedic department of Charing Cross Hospital, 
ondon 
Baars nee M- M.D. Lpool, D.P.H., school medical officer for 
effiel 
D.M.R.E., assistant radiologist 
to St. Anne’s Skin and Cancer Hospital, D ublin. 
D.P.H., hon. doraa niat to the 
Dreadnought Seamen’s Hospital, London. 


OLAP e MARGARET A., M.B. Glasg., D.P. H., assistant medical 
o 


cer of health for Southall. 
M.R.C.S., surgical registrar at Charing Cross 
Hospital, London. 1, M.R.C.P., h tant 
poo on. assistant physician to 
the Royal Liverpool Children’: s Hospital. Pay 


B. Glasg., D.P.H., deputy county medical 
officer of nakk for Herefordshire. x i 


McCasH, MARGARET S.L., M.D. Glasg., senior assistant maternity 


and ua welfare officer for Stoke- on-Trent. 


medical superintendent 
at the  rilbury poanien. 8 Hospital. 
; » D.P.H., medical officer of health 


M.B. Edin., F.R.C.S.E., M.R.C.0.G., Junior 
ei ‘and gynecologist. at the Municipal General 
Hospital ae 
F¥.R.C.S.E., resident medical officer at the 
City of London ‘Maternity Ho Hospital. 

S., assistant resident medical 
officer at the City of London Maternity Hospital. 


M.R.O.S., hon. physician to the 
Western Skin Hospital, London. PRYS 


for Gninatota. 


* Subject to confirmation. 
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WALMSLEY, G. H. C., M.B. Manc., D.P.H., assistant county 
medical officer for Dorset. 
WINGFIELD, A. .D. Lond., M.R.C.P., physician with 
charge "of outpatients to the ’ Dreadnought Seamen’s Hos- 
pital, London. 


Examining Surgeon under the Factories Act, 1937: Dr. W. 
SHIPTON (Buxton District, Derby). 
Medical Referees under the Workmen’s Compensation Act, 
1925: Dr. Z. M. |, Ross of Fulwell, Sunderland, and 
De W. G. WAUGH vu! Sunderland, for the Seaham Harbour 
and Sunderland County Court Districts (Circuit No. 1) and 
the Durbam County Court District (Circuit No. 2). 


V acancies 


For further information refer to the advertisement columns 


Army Dental Corps.—Denta] surgeons. 

Ashford, Kent, Grosvenor Sanatorium.—Second asst. res. M.O., 
£250. Also res. H. P., a rate of £100. 

Aylesbury, Bucks Mental Hosp., Stone. —Asst. M. O., £350. 

Beror Coy Hosp.—Sen. H. S., and Cas. O., each at rate 
o 

Belgrave Hosp. for Women, Clapham Road, S.W.9.—Two H.P.’s, 
and H.S., each at rate ‘of £100. 

Birmingham City, Maternity and Child Welfare Dept.—Temp. 
M.O.’s, £101 per week. 

dear 5 Municipal General Hosp., St. Luke’s.—Med. supt., 


Bradford City.— Asst. school M.O., £500. 

Bradford Royal Infirmary. —Two H.P.’s and five H.S.’s, each 
at rate of £150. 

Brighton, Royal Sussex County Hosp. eee. H.S., £120. 

Burnley County Borough.—Asst. M.O., £50 

Bury County Borough. Asst. M.O. H., 2500. 

Cambridge, Addenbrooke’s Hosp.—H. P., at rate of £130. Also 
hon. surgeon. 

Cambridge, Department of Physiology.—George Henry Lewis 
studentship, £250. 

Colchester, Essex County Hosp.—Asst. H.S., £120. 

Croydon General Hosp.—Cas. H.S.. £125 

Doncaster County Borough Council. —Consultant obstetrician 
and gynecologist, £775. 

Doncaster Royal Infirmary. —Res. surg. O., and orthopedic H.S., 
at rate of £250 and £150 respectively. 

Dudley Guest Hosp.—Cas. H.S., £150. 

Edgware, ‘Middlesex, Redhill County Hosp. —Res. cas. M.O., at 
mo ay £350. Also two jun. asst. M.O.’s, each at rate 
o 

Exeter, Wonford House Registered Hosp.— Asst. M.O., £350. 

Exeter’ City Mental Hosp.—Med. snpt., £750. Also asst. M. O., 


£400 
Guildford, Koyal Surrey County Hosp.—H.P. and cas. O., at rate 
o 


Hornsey Borough.—Temporary part-time M.O., £400. 

Hosp. for Consumption, &c., Brompton, S.W .3.—Res. surg. O., 
£150. Asst. res. M.O., at rate of £150. Also three H.P.’s, 
each at rate of £50. 

Hosp. of St. John and St. Elizabeth, 60, Grove End Road, N.W.8. 
Res. H.S., at rate of £75. 

Hull Royal Infirmary. —Second H.S., at rate of £150. 

Ilford, King George Hosp.—Res. anesthetist, at rate of £150. 

Iraq Government.—Asst. port health officer, 70 dinars a month. 

Lancaster, Royal ert 1 nstitution for the ’ Feeble-minded.—Res. 
jun. asst. M.O., 

Leicester Royal I AEM —Radiotherapeutist, £500. Also 
hon. asst. surgeon, 100 guineas. 

London Chest Hosp., Victoria Park, E.2..—H.P., at rate of £100. 
Also physician "to npe tenis 

London Child Guidance Clinic, 1, Canonbury Place, N.1.—Three 

- Fellowships in Psychiatry, each £300. 

Lindsey County Council, &c.—Obstetric and gynecological 
consultant, £700. 

MAn Baguley Sanatorium.—Jun. asst. M.O., 
o 

Manchester Ear Hosp., Grosvenor Square.—H.S., at rate of £150. 

Manchester Northern Hosp., Cheetham Hill Road.—Res. surg. O., 
at rate of £200. 

Manchester Royal Children’s Hosp., Pendlebury.—Asst. M.O. 
to outpatients’ dept., at rate of £150. 

Manchester Royal Infirmary.—Two H.S.’s to spec. 
each at rate of £50. 

Medical Research Council, 38, Old Queen Street, S.W.1.—Kathleen 
Schlesinger research fellowship, £300. 

Metro olitan Hosp., Kingsland Road, E.8.—Sen. and jun. 

.P.’s and H.S.’s, each at rate of £100. 

Middlesex Hosp., W.1 —Res. M. O., £400 

National Hosp. for Diseases of the Heart, Westmoreland Street, 
W .1.—Res. M.O., and outpatient M.O., at rate of £150 
and £125 respectively. 

Newcastle-upon-Tyne City and County.—Maternity officer, £800. 

N eee sie enone -Tyne, Royal Victoria Infirmary.—Jun. surg. 
reg., 

Newport County Borough.—Asst. M.O.H., £600. 

North Riding of Yorkshire County Council, dé&-c.—M.O.H. and 
asst. to county M.O.H., £800. 

Norwich City.— Asst. M.O. H. and asst. school M.O. ., &e., £600. 

Oldham Royal Infirmary.—Sen. H.S., at rate of £2 50-£300. 

Paddington Green Children’s Hosp., W. 2.—H.P., and H.S., 
at rate of £150. 

Plymouth City and Port.—Asst. M.O.H., £500. 

Portsmouth, Saint Maru’s Hosp.—Jun. asst. res. M. O., £250. 

Portsmouth and Southern Counties Eye and Ear Hosp., Pembroke 
Road.—H.S., £150. 

Preston and County of Lancaster, Queen Victoria Royal Infirmary. 
H> to eye and ear, nose and throat depts.,} at rate of 
£150. , ate 


at rate 


depts., 


each 


Princess Beatrice Hosp., Earl’s'Court, S.W.5.—Hon. clin. asst. 
to outpatients’ dept. 

Queen Mary’s Hosp. for the East End, Stratford, H.15.—Registrar 
to ear, nose and throat dept., 50 guineas. 

Royal Army Medical Corps. —Commiassions. 

Royal Eye Hosp., St. George’s Circus, S.E.1.—Refractionist to 
L. L.C.0. children’ s dept., and clin. asst., £80 and £20 

ctively 

Royal aval Medical Service.—M.0.’s. 

St. Albans County Institution, Oster House.—H.S., £175. 

St. Bartholomew’s Hosp., E. C1 .—Physician-accoucheur 

St. Lonn e Hosp., Lewisham, S.#.13.—Orthopeedic registrar, 

guineas. 

St. Thomas’s Hosp.—Asst. director of radiotherapy. Also 
sen. and jun. radiologists, £600 and aye respectively. 

Southend Municipal Hosp. —Asst. M. O., 

E Et omnes General Hosp.—Res. ce. ‘ officer, at rate of 


0 
Stockton-on-Tees, Durham Coun Mental 
tenens asst. M.O., 1 guinea a day 
Stoke-on-Trent, North Staffordshire Royal Infirmary.—H.S. to 
orthopsedic dept., at rate of £150. 
Swanley, Kent, Hosp. Convalescent Home, Parkwood.—Res. 
M.O., at rate of £200. 
Swansea County Borough.—Asst. M.O.H. and asst. school M.O., 


Swansea General and Eye Hosp.—Cas. O., at rate of £150-£175. 
Tilbury Hosp., Essex.—H.8., at rate of £140. 
Ventnor, Isle of Wight, Royal ‘National H osp. for Consumption, £c. 


Hosp.—Locum 


Asst. res. M.O., at rate of £250. 
Victoria Hosp. for Children, Tite Street, Chelsea, S.W.3.— 
Ophth. surgeon and second: orthoptedic surgeon. Also 


cas. O., at rate of £200. 
acs Bromwich, Hallam Hosp.—Two asst. M.O.’s, each at rate 


£200 

West Toen Hosp., Hammersmith, W.6.—Res. cas. O., at 
rate of £100. Also asst. physician. 

Woolwich and District War Memorial Hosp., Shooters Hill, S.H.18. 
Res. med. reg. and res. pathologist. at rate of £150. 

The Chief Inspector of Factories announces vacancies for 
Examining Factory Surgeons at Daventry (Northampton) 
and Oldham, East (Lancashire). 


Births, Marriages. and Deaths 


BIRTHS 


ANTHONY On March 13, at Takapuna, Auckland, New 
Zealand, the wife of Surgeon Commander R. G. Anthony, 


R.N.—a son. 
CONNER: —On March 18, in York, the wife of Mr. J. H. Conyers, 
F.R.C.S.—a son. 


FaGGrE.—On March 20, at Braintree, the wife of Dr. C. Hilton 
Fagge—a son. 

FAISON. Son March 13, in Edinburgh, the wife of Dr. J. B. 
Faison—a son. 


HEATHCOTE.—-On March 18, the wife of Dr. A. A. Heathcote, 
Newport, Isle of Wight—a son. 

HEWwLInNGs.—On March 9, at Banbury, the wife of Dr. Pat 
Hewlings—a daughter. 

KEMPTHORNE.—On March 18, at Simonstown, South Africa, the 
wife of Surgeon Lieut. -Commander H. de B. Kempthorne, 
R.N.—a daughter. 

McDowaLL.—On March 14, at Emsworth, the wife of Dr. E. B. 
McDowall—a son 

MoRLEY.—On March 18, at St. John’s Wood, N.W.8, the wife 
of Dr. H. Seaward Morley—a son. 

NIcoL.—On March 19, at Llandudno, the wife of Dr. A. Sinclair 
Nicol—a daughter. 

PriEsT.—On March 17, at Collingham Gardens, S.W.5, the 
wife of Dr. W. H. Dickinson Priest—two sons. 

ROBERTS.—On March 18, the wife of Dr. O. W. Roberts— 
a daughter. 

RosE.— On March 13, at Langho, near Blackburn, the wife of 
Dr. D. J. Rose—a daughter. 

MARRIAGES 

O’MaLLEY—POoINTON.—On March 18, at St. Ambrose’s Church, 
Kidderminster, Peter O'Malley, M.B., to Mabel Margaret 
Pointon. 

DEATHS 

CaIRNS.—On March 15, at Northampton, Thomas Cairns 
L.R.C.P.I., aged 70. 

CUMBERLIDGE. —On March 20, at Leicester, William Isaac 
Cumberlidge, M.B. Camb., CS. 

DAMER-PRIEST.—On March 16, at Rhayader, James Damer- 
Priest, M.R.C.S., L.S.A., late of Waltham Abbey and 
Eastbourne, aged 81. 

JOHNSON.—On March 17, at Heathgate, N.W.11, Harold Jossé 
Johnson, O.B.E., M.B. Lond., aged 80 

Jorcr.—On March 18, at Reading, James Leonard J oyce, 
F.R.C.S., aged 57. 

LANGFORD-JONES.—On March 18, at Whetstone, Robert 
Percival Langford-Jones, M.B. Lond., aged 47. 

LuNN.—On March 18, in London, Sir Henry Simpson Lunn, 
M.D. Dubl., aged 79. 

O’CoNNOoR.—On March 15, at Monte Carlo, Lieut.-CoJonel 
Patrick Fenelon O’ Connor, C.B., M.D. R.U.1., .S. 
(retd.), aged 89. 

RISIEN RUSSELL.—On March 20, at Wimpole Street, W.1, 
J. S. Risien Russell, M.D. Edin., F.R.C.P. 

N.B.—A fee of 7s. 6d. ts charged for the insertion of Notices of 

Births, Marriages and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


SULPHANILAMIDE AND WAR WOUNDS 


THE surgical treatment of infected wounds will 
often henceforth be combined with chemotherapy. 
In Spain d’Harcourt, Folch Pi, and Oriol have treated 
with sulphanilamide 13 patients whose wounds had 
led to septicemia and for whom nothing further could 
be done in the way of local treatment (Rev. Sanidad 
Guerra, July-August, 1938, p. 246). Of these, 
8 made a complete recovery, 2 died, and 3 were still 
under treatment at the time of the report. Most 
of the wounds were due to shrapnel, and two of them 
included open pneumothorax with hemothorax. 
One of these produced a pure culture of streptococcus ; 
costal resection and pleurotomy were performed, and 
the patient was in a very bad condition. Sulphanil- 
amide was given, and in three weeks from admission 
to hospital he was completely: cured of infection and 
on the way to resuming a normal life. The other 
patient likewise had a streptococcal infection of the 
heemothorax and made a similar recovery under 
sulphanilamide therapy. These two cases are interest- 
ing because the cure of a hemothorax infected by 
streptococci is ordinarily very difficult. The authors 
also report a rapid recovery from _ subperitoneal 
cellulitis due to an infected inguinal hernia. Three 
cases of gas gangrene, from each of which was cultured 
B. perfringens, were also treated with sulphanilamide, 
one patient being cured and two dying. The two 
who died had received multiple injuries, including 
several fractures, and one of them had begun to 
ioe ehate and was progressing well when he fell out of 
bed in his sleep, doing much damage to his immobilised 
limbs, from which he died. 

D’Harcourt and his co-workers gave the, drug by 
mouth and suggest a dose of 1 gramme three or 
four times a day for the first 4-6 days, and then 
only two doses a day for a much longer time. With 
each dose they also gave the patient Vichy water and 
1 gramme of bicarbonate. The dosage was controlled 
by repeated estimations of sulphanilamide in the 
blood. The complications observed included a 
severe case of jaundice ; but they did not withdraw 
the drug, and the patient survived. Occasionally 
there was diarrhoea or vomiting, which disappeared 
when the drug was temporarily withdrawn. Since 
it has been stated that anzemia is a contra-indication 
to sulphanilamide therapy, the present authors 
emphasise that most of their patients were very 
angemic on account both of their wounds and their 
hemolytic streptococcal infection, and that they 
observed no ill effects on the blood—no increase of 


anæmia, no hemoglobingsemia, and no agranulocytosis. | 


The lack of such complications they attribute to the 
fact that they gave blood-transfusions repeatedly. 


THE ESCAPE INTO PSYCHOSIS 


AT a meeting of the Medical Society of Individual 
Psychology on March 9, with Dr. H. C. Squires in 
the chair, Dr. R. D. Gillespie remarked that the idea 
of mental illness as a flight or escape had captured 
the popular imagination. The conception was 
simple and sometimes fairly accurate. In so far as it 
fitted in with the more general conception of mental 
illness as a failure of adaptation it was scientific; 
but in so far as it implied purpose it was much less 
obviously so. A purpose had to be the purpose of 
something. Purpose was easier to understand as a 
function of the ego; but in many a psychosis it was 
emphatically not the ego that was responsible. In 
fact the impression obtained from the psychotic 
mental content was more often that of the ego being 
overwhelmed by something foreign to it than of the 
ego’s willing ‘“‘ escape ” from anything. In such cases 
the ego looked on helplessly ; if escape were possible 
it would be from the surging inner pressure of 
emotions and desires, but the latter would out, and 
reality was not so much escaped from as supplanted. 
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There were twd kinds of reality, one outer and one 
inner, one public and one private. The ego had been 
well said to face two ways: outwards to the external 
world and inwards towards the innate impulses and 
desires, some of them acknowledged, some of them 
not. Mental escape therefore had to be considered 
as an escape from external and from internal reality. 
Possibly only the former might rightly be called 
psychotic. - 


RAILWAY TRANSPORT FOR INVALIDS 


WHEELED; chairs, stretchers, and special trains 
have long ‘been available for invalids wishing to 
travel by rail, as every medical practitioner surely 
knows; but the extent of facilities for invalids is 
not perhaps generally realised. For instance, the 
Great Western Railway informs us that it maintains 
a stock of special saloons each fitted with a couch 
suspended from the roof to avoid oscillation, together 
with accommodation for nurses and cooking apparatus 
for the preparation of food on the journey. These 
coaches have large double doors, so that the patient 
can be lifted straight out of an ambulance into 
the train. 

The same company has also adopted the Parratt 
stretcher, invented by a carriage cleaner of that 
name at Taunton, as we noted in 1934. This stretcher 
is intended to provide a “ bed to bed ” service between 
home and hospital. It can be lifted in and out of an 
ordinary railway compartment or ambulance and 
rests along one seat, leaving the other free for an 
attendant or relation. It can also be fitted to an 
ordin stretcher, and its handles can slide in flush 
with the ends of the stretcher to negotiate awkward 
corners and stairways. 


COBRA VENOM FOR DYSMENORRHGA 


THE venom of the cobra Crotalus terrificus has been 
used by H. Duék in the treatment of dysmenorrhosa 
(Hora med. December, 1938, p. 65). It was given 
mainly in the premenstrual period but also occasionally 
in the intermenstrual period if the patient complained 
of excessive pain. Its effects were noticeable some 
6-8 hours after intradermal injection, and after 
about three months’ treatment the dysmenorrhoga 


was improved in the eight cases reported. The treat- ' 


ment, however, is only palliative. No toxic effects 
were observed, and the patients continued at their 
ordinary work. ; 


THE DEATH OF CLAUDIUS 


Dr. PARKES WEBER writes: In my remarks at the 
Medical Society of London reported in your last issue 
(p. 635) I referred not (as you say) to the death of 
Nero but to that of the Emperor Claudius I, A.D. 54. 
According to Tacitus the Empress Agrippina junior 
(mother of Nero) was supposed to have poisoned him. 
Rumour suggested that the court-physician Xenophon, 
of Cos, pretending to assist Claudius to vomit, intro- 
duced fresh poison on the quill with which he tickled 
the fauces. Claudius died within 24 hours. Xeno- 
phon’s portrait occurs on some small bronze coins 
of Cos of the first and second centuries. 


CHEMOTHERAPY IN SMALLPOX.—The use of Pron- 
tosil rubrum in a case of smallpox is reported by 
C. King and K. A. de Rozario (J. R. Army med. CpP3, 
December, 1938, p. 404). Administration of the 
drug was begun on the fifth day after the onset, 
as near to the beginning of the pustular stage as 
could be judged. The secondary rise of temperature 
that is almost always present in this disease did not 
take place. 


CORRIGENDUM. —In our accoųnt of The Clinic on 
March 11 (p. 594) the charge for rooms was said to 
include theatre fees. This is incorrect; there is a 
charge of 14-5 guineas for the use of the theatre, 
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